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SvuBcoMMITTEE ON HOospPITaLs OF THE 
CoMMITTEE ON VETERANS’ AFFAIRS, 

j Washington, D. C. 

) The committee met at 10 a. m., the Honorable Bernard W. Kearney 

(subcommittee chairman) presiding. 

Mr. Kearney. The subcommiitee will be in order. I think if you 

> 


will take the roll, Mr. Clerk, you will find there is a quorum present. 

(Thereupon the roll was called.) 

Mr. SranpisH (chief clerk). There are six present, Mr. Chairman. 
There is a quorum. 

Mr. Kearney. I would like to make a short statement. 

As the members of the committee know, shortly after the resolution 
was passed authorizing this committee or a subcommittee thereof 
to conduct an inspection of the Veterans’ Administration, this sub- 
committee drafted a hospital questionnaire and submitted it to each 
of the 161 veterans’ hospietals. After the replies had been received 
from this questionnaire they were printed in House Committee Print 
53. I believe the subcommittee performed a distinct service in com- 
piling this information. Included in the committee print in addition 
to the reproduction of the questionnaire is a series of 15 tables which 
were compiled at our request by the Bureau of the Census. Also in- 
cluded is the text of the hospitalization entitlement law as it exists 
today, as well as the laws which led up to the present statute. This 
information will be of interest and helpful to the members during 
the hearings which we start today. 

When the second independent offices appropriation bill, H. R. 5690, 
was reported to the House it contained atalation which would have 
provided an entirely new basis for the determination of hospitaliz- 
ation entitlement to the veterans of this country. This committee 
was unanimous in the view that such legislation should not be enacted 
without proper consideration by the legislative committee charged 
with that responsibility, You all know that as a result of the action 
of this committee and support which it received from other Members 
of the House that language was stricken from the appropriation bill. 

Immediately thereafter I announced, after conference with our 
chairman, that hearings would begin before this subcommittee on 
the question of hospitalization entitlement and outpatient dental 
treatment. In an efort to get the widest sort of information and 
conduct a truly representative hearing on this subject, I dispatched, 
on June 19, letters to the veterans’ organizations and to the various 
medical associations, as well as the appropriate Government depart- 
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ments. Copies have previously been furnished members of the sub- 
committee. I indicated therein that the committee was. endeavoring 
to make an objective study of this question and sought the best advice 
that these agencies could provide. To date, I have received replies 
from the American Public Health Association, the Commission on 
Financing of Hospital Care, the Commission on Chronic Illnesses, 
and the Department of Defense, signifying that they did not wish to 
testify. All others apparently will appear. 

There has been much discussion of the question of private hospital- 
ization insurance contracts, and I wrote a special letter to the Attorney 
General on this point and have invited representatives of the Accident 
and Health Insurance Council to present testimony which I believe 
will be of interest and assistance to the members of this subcommittee 
in arriving at a conclusion on this particular question. 

Without objection, I will insert at this point in the record certain 
pertinent material including letters we have received from interested 
agencies bearing on this subject of this hearing, as well as the bills 
which are now pending before the committee on the question of hos- 
pitalization entitlement or outpatient dental care. 

(The information referred to is as follows :) 


ComprroLLer GENERAL OF THe UNrrTep SraTss, 
Washington 25, March 11, 1968. 
Hon. Epirnx Nourse Rogers, 
Chairman, Committee on Veterans’ Affairs, 
House of Representatives. 

My Dear Mapam CuarrMan: I am forwarding herewith, as a 
matter of interest to your committee, a copy of the report by our 
Office of Investigations on a survey made of Veterans’ Administration 
hospitals to ascertain what practices are followed in hospitalization of 
veterans for non-service-connected disabilities on the basis of their 
claim of inability to pay for private hospitalization, and what pro- 
cedures are followed in collection of amounts due the Veterans’ Admin- 
istration for hospitalization in certain cases. 

Particular attention is called to the findings on abuse of the “unable 
to pay’ entitlement. It is clear that there are veterans being hospital- 
ized on the basis of the “unable to pay” affidavit, prescribed in the 
present law (38 U. S. C. 706), who are fully able to pay for their hos- 
pitalization and others who are able to pay in part. Recognition of 
the existence of such abuses has appeared from time to time in con- 
gressional hearings. See hearings by the subcommittee of the House 
Committee on Appropriations, both on the independent offices appro- 
priation bill, 1948 (statement of General Bradley, p. 505) and on the 
supplemental independent offices appropriation bill, 1949 (statement 
of General Gray, p. 450); also hearings before the subcommittee of the 
Senate Committee on Appropriations on the independent offices 
appropriation bill, 1953 (statement of General Gray, p. 890). 

The recent Management Survey of Veterans’ Administration, House 
Committee Print No. 322, 82d Congress, at pages 572 to 575, clearly 
points out that there is a present large backlog of “unable to pay”’ 
cases, with potentiality of increase almost limitless, and that as this 
backlog increases, the facilities available must of necessity decrease as 
the patient load of service-connected and chronic cases in these facili- 
ties increases. 
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You will note that where correction by the Veterans’ Administra- 
tion was practicable, many matters disclosed by the survey have been 
acted upon. A copy of the final report is being furnished the Admin- 
istrator of Veterans’ Affairs with the assurance that representatives 
of our Accounting Systems Division will cooperate fully with his office 
in further improvements. 

The report shows a veteran patient load of 103,774 as of June 30, 
1952, of which 36,944 w: ve treated for service-connected disabilities 
at an annual cost of about $178.5 million, and that 66,830 were treated 
for non-service-connected disabilities at an annual cost of about $323 
million. In view of the constantly increasing cost of treating non- 
service-connected disabilities your committee may w 1° to a 
the desirability of action at this time to amend 38 U. S. C. 706, a 
least to the extent necessary to guarantee that such facilities as are 
available for care of indigent veterans are not utilized by veterans in 
fact able to pay for private hospitalization. In the interest of reduc- 
ing to some extent the increasing costs of the hospitalization program, 
you may also wish to consider amendment to the extent necessary to 
permit those veterans who may be unable to pay the full cost of needed 
hospitalization to pay therefor to the extent of their ability. 

Sincerely yours, 


Linpsay C. WARREN, 
Comptroller General of the United States. 


GENERAL ACCOUNTING OFFICE, OFFICE OF 
INVESTIGATIONS 


Report oF SuRVEY OF VETERANS’ ADMINISTRATION HosprTaL Prac- 
tices IN ConNEcTION WitH THE HospPITALIZATION AND TRBEAT- 
MENT OF Patients FoR Non-Service-Connecrep DIsaBILiriges. 
MarcH 11, 1953. Report No. I-17162 


SUMMARY 

Scope of survey 

This survey was initiated by the Office of Investigations, General Accounting 
Office, to determine (1) what practices are followed in VA hospitals in admission 
of veterans on the basis of their claim of inability to pay for private hospitalization; 
(2) whether there is evidence of abuse of the “unable to pay” entitlement; (3) 
what practices are followed to recover reimbursable items of hospitalization cost 
in the ‘‘unable to pay’’ cases from (a) insurers, (b) tortfeasors, and (c) employers 
or others under State compensation laws; and (4) what practices are followed to 
collect amounts due from ineligible patients hospitalized in emergencies. 


Purpose of survey 

The survey was begun because there were indications of abuse of the hospitaliza- 
tion afforded to veterans on the basis of their inability to pay and because routine 
investigations had shown some inefficiency in VA hospital cperations in recovery 
of collection items and had indicated that practices followed were not uniform. 
Any waste through irregularity or inefficiency, of course, is becoming an increas- 
ingly critical item for correction because of the increasing cost, both by number of 
patients and by cost per patient day, of the hospitalization program. 


Legal authority 

The legal authority for ie of war veterans whose disability is not — 
due to their war service is 38 U. 706 (as amended by the act of March 28, 
1934, 48 Stat. 525, sec. 29) which aecuie (1) for treatment of “‘nonservice”’ 
cases when facilities are available, and (2) that the statement under oath of the 
applicant shall be accepted as sufficient evidence of inability to pay. 


Cost of treatment of service and non-service-connected disabled veterans 


Based upon the average patient load of all veterans treated during the fiscal 
year 1952 (103,774) and the estimated patient-day cost of $13.24 reported by the 
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VA, the annual cost of treating 36,944 service-connected disabled veterans amounts 
to about $178.5 million, and the cost of treating 66,830 with non-service-connected 
disabilities amounts to about $323 million. 


Acceptance of veterans’ affidavits 


It was found that applicants for hospitalization on “‘unable to pay” entitlement 
for non-service-connected disabilities have, in some cases, been influenced to deny 
ability to pay by reason of advice received from admitting personnel that the 
denial of ability to pay is a mere formality necessary for admission. Further, the 
penal provisions of law against making false statements in applications (printed 
on the reverse of the application form VA 10-P-10) generally were not impressed 
on or ealled to the attention of the applicant, and many applicants were admitted 
to hospitals on the basis of incomplete applications which did not afford basis for 
full determination of their eligibility. As a matter of fact, some hospitals treated 
veterans despite their admission of ability to pay. Also, it was found that many 
veterans hospitalized on “unable to pay’ entitlement had income and property 
holdings showing ability to pay for private hospitalization. 

Billing veterans’ insurers and other liable parties 


Procedures for billing and control of hospital accounts, on reimbursable items, 
provided no permanent record, and there were delays in billing and followup 
action, both of which diminish possibility of collection. Generally, little effort 
was made by registrars or insurance clerks to determine whether there are third- 
party liability or workmen’s compensation rights to pursue for collection, and 
assignment of insurance benefits sometimes was not obtained until after the pa- 
tient had left the hospital and collected the benefit or made settlements precluding 
collection of benefits which otherwise might have been collectible. In fact, in 
some cases bills were not rendered for hospitalization and medical charges when 
applicants indicated they had hospitalization insurance. 

A survey by VA in January 1952 (appendix III) showed that for the first half 
of fiscal year 1952 collections of $1,265,000 were made of total billings of $4,913,- 
000. This was a substantial increase over prior periods, but full amounts of 
collections apparently due cannot be made as long as insurers arbitrarily refuse 
to pay bills rendered on the basis of veterans’ assignments to VA of hospitalization 
benefits under policies. Some action was needed, and some has been taken, to 
obtain an understanding between VA and insurance companies as to their lia- 
bility in such cases. 


Collection and waiver of ineligible’s hospital expense 


In emergency hospitalization cases, the procedures in VA regulations (R. & 
P. R. 6046-48) were generally followed, but determinations of eligibility were not 
made promptly at a majority of the hospitals, as a result of which many ineligible 
patients were hospitalized beyond the extent of the emergency condition. Such 
delay, increasing the costs, also increased the improbability of collection. In- 
adequate collection procedures, at many hospitals, resulted in loss of considerable 
amounts due from ineligible patients. The form letter used for transmittal of 
bills probably induced many debtors in these cases to apply for waiver of collec- 
tion since it outlined the conditions under which application for waiver could be 
made. It was established that, in some instances, finance officers initiate the 
applications for waiver without exhausting collection efforts, this, presumably, 
as a convenient method of clearing the accounts. 


Length of stay of patients 


The length of stay of patients in VA hospitals, for hospitalization under certain 
particular diagnoses, was found to be somewhat higher generally than in private 
general hospitals though somewhat lower than reported for Army and Navy 
general hospitals. This appears to be due mainly to differences in types of care 
given. VA hospitals, unlike private hospitals, generally have patients hospi- 
talized during diagnosis and during convalescent care, but there are other factors, 
such as absence of cost to the patients and probably some tendency in hospitals 
with light patient loads to continue care beyond necessary limits, which no doubt 
. contribute to the extended length of stay. 


Corrective measures taken by VA 

The VA, since the survey began, has initiated actions looking toward recovery 
of more benefits from insurance companies, particularly requesting the companies 
to consider modification of ‘‘exclusion clauses’? presently barring recovery of 
costs of hospitalization in Government hospitals. Further VA regulations and 
procedures have been revised and clarified to provide for somewhat more effective 
billing and collection procedures. 
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INTRODUCTION 


The vears which have passed since enactment of the act of March 28, 1934 
(48 Stat. 525) (sec. 29 of which made provision for hospitalization within the 
limits of existing VA facilities, of veterans of any war unable to pay for needed 
hospitalization) have shown great expansion in VA facilities and a steadily 
increasing cost per patient day of hospitalization. There was some thought at 
the time of enactment that this act, which permitted hospitalization of veterans 
for non-service-connected disabilities, would not involve any great expense to the 
Government since it merely permitted the occupancy, by veterans of this class, 
of a number of hospital beds which then were not in use. 

Annual reports of the Administrator of Veterans’ Affairs from 1933 throug] 
1951 show that the number of VA hospital beds increased from 40,213 in 193 
to 108,231 in 1951, while the patient load of service-connected cases increased 
from 14,080 to 35,597 during the same period, as indicated by the following table: 





: | | 
hoe i 
| Percent | Percent | Number 
Annual report page | Year | Patient load |  service- non-service- | of hos- | 
| eonnected connected pitals | 


Operating 
beds 


| 


| 


3S OBO EB..ccds ice coesseee 33, 795 
12 and 16-_---...-. DS eign wont | 40, 059 
§.anG O..6-..-d<stex -| 1 42, 984 
§ and 9........ we 1 41, 875 
§ on On -sdisisdinsvce e | 46, 416 
9 an 1B....00-4--05 i e 50, 899 
7 and 11 ‘ oon 54,117 
7 and 11. 

FN iain djcttietmoewnce! 
9 and 13 

4and 7 

6 and 10 

Sane @icccss 

3 oRG Fitwusis atins covet 
ee ee idl 1 
5, 6and 7 | 1 105, 900 | 
7-11... 1 106, 985 
8, 9and 13 1 108, 038 
1 and 17 1951 1 104, 391 


71 40, 213 
7 43, 292 
80 | 44, 793 
80 45, 873 
81 , 421 
81 51, 991 
84 54, 77 
86 59, 
91 , 849 
, 453 


, 602 
, 133 
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1 Shows average patient load rather than June 30 patient load, 


From this table it appears that the service-connected patient load in 1951 was 
less than the total number of hospital beds available in 1933. 

In view of the volume of the program which has developed under the authority 
of the act of 1934, some indications of abuse of the “unable to pay” entitlement 
to hospitalization which have come to the attention of the General Accounting 
Office, and some inadequacies and inconsistencies in procedures for recovery of 
reimbursable benefits from insurers and tort-feasors or under employee-com- 
pensation laws, in those “unable to pay” cases, a survey of certain aspects of the 
program was undertaken by the Office of Investigations, General Accounting 
Office, in 1951 and 1952. 


Cost of treatment of service- and non-service-connected disabled veterans 


The Annual Report of the Administrator of Veterans’ Affairs for the fiscal year 
1952 shows (1) that on June 30, 1952, the number of operating beds (those avail- 
able for use) in all VA hospitals was 110,243; (2) that 96,888 were occupied; (3) 
that 6,886 beds were being utilized for VA patients in non-VA hospitals, making 
a total of 103,774 patients in VA and non-VA hospitals; and (4) that 35.6 percent 
of these patients were treated for service-connected disabilities and 64.4 percent 
for non-service-connected disabilities, comprising 10 groups listed in the order of 
precedence admissibility. His report shows further that during the fiscal year 


1952 the daily average operating expense was $13.24 per patient day, or $4,833 
per year, 
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On the basis of this reported patient load and average patient-day cost the 
following statement shows (a) the nature of each of the 10 groups; (b) the per- 
centage and number of patients falling into each group; and (c) the average 
annual cost of treating service-connected and non-service-connected disabled 
veterans according to groups. 


ee ee 


| percent of Number of 
| total | patients 


Annual cost 


Service-connected disabilities: 
1. Having service-connected disabilities and receiving | | 
treatment for such disabilities..................._-- 35. a $178, 550, 352 





Non-service-connected disabilities 
2. Having service-connected disabilities and receiving | | 
treatment for non-service-connected disabilities ___- . ; 7, 174, 390 
3. Having permanent and total disabilities and receiving | 
pension and treated for service-connected and non- | 
service-connected disabilities 8 25, 736 124, 382, 088 
4and 5. Having no service-connected disabilities, no 
claim filed, and treated for tuberculosis, | 
psychosis, and other long-term disabilities... ___| 57, 174, 390 
6. Nonveteran Armed Forces personnel, humanitarian | 
cases, and Federal employees : | 3, 010, 959 
7 and 8. Disabilities not adjudicated, claim filed of serv- | 
ice-connected permanent and total disabilities __. .1 | 30, 592, 890 
Vand 10. Having no service-connected disabilities, no | | 
claim filed, treated for non-service-connected 
disabilities for less than 90 days (general | 
medical and surgical) se ; 50, 654, 673 





Total non-service-connected disabilities 4 | 322, 989, 390 
i= = Ss | Sees SS 
Canthd BOE ce ccn ccs Spe nbiwsocdeamen -| : 3, 501, 539, 742 





It is in the last group, the short term “‘G. M. and 8.” treatments for nonservice 
disabilities, that there may be expected to be found the greater number of the 
patients claiming without basis their inability to pay. Since the ““G. M. and 8.” 
treatment is much more expensive than the TB or NP treatments (about $19 per 
day in contrast to about $16 and $8, respectively) the total cost of this particular 
group is more nearly $72.5 million. 


SCOPE OF SURVEY 


The General Accounting Office investigative survey of VA hospitals was con- 
ducted to ascertain how VA management policies and procedures relating to 
hospitalization and treatment of patients for certain non-service-connected dis- 
abilities were applied in practice at that level. The 46 hospitals surveyed 
principally “general medical and surgical,” are about one-third of the total. The 
survey was limited to the following specific subjects: 

1. Practices in connection with hospitalization for non-service-connected dis- 
abilities, where eligibility for treatment depends upon a declaration of inability 
to pay its cost. 

2. Procedures used in collection of hospital and medical benefits from (a) 
patients’ hospitalization or health and accident insurance policies; (b) patients’ 
claims against responsible third parties in accident cases; (c) patients’ claims under 
State compensation laws. 

3. Practices followed in collection for hospitalization of ineligible and emergency 
patients: (a) efforts made to effect collection from ineligible patients (such as 
emergency cases); (b) use of waiver of collection of hospitalization indebtedness 
in the case of ineligible patients. 





HOSPITAL CARE AND OUTPATIENT DENTAL TREATMENT 1651 


Hospitals surveyed 
There follows a list of hospitals surveyed (by location) and the number of 

beds in each: 

Number Number 

of beds Place of beds 
Aspinwall, Pa ‘ 663 | West Roxbury, Mass. . - % 199 
Huntington, W. Va__--- 209 | Framingham, Mass_. ; 325 
Dearborn, Mich __--.-.-.-.-- 768 | Providence, R. I. ........_.-- 213 
Fort Benjamin Harrison, Ind_.. 297) Bath, N. Y_- ‘ tle 260 
Hines, Ill_..-.- ies» « ee a a ae 419 
Fort Wayne, Ind a i a 466 
Sioux Falls, 8. Dak__. 140 | Wilmington, Del______.___-- 233 
Jefferson Barracks, Mo__-__._-- 293 | Roanoke, Va____.___- we 125 
Marion, Ill es are 131} Kecoughtan, Va__...___.- ; 197 
Topeka, Kans. ntpeta hi sants d 202 | Fayetteville, N. C...........-. 206 
Wadsworth, Kans poi 388 | Dublin, Ga- ; Cennard 279 
McKinney, Tex i natin 429 | Montgomery, Ala___- ” 2lu 
Temple, Tex... ~--- » 317 | Columbia, 5. C- i ‘ 405 
Houston, Tex_- nthe 427 | Bay Pines, Fla j 244 
Grand Junction, Colo_-_-. , 80 | Coral Gables, Fla. __. .-. . 289 
Fort Logan, Colo aia. 204 | New Orleans, La_-—- 2s 388 
Boise, Idaho-_- . ‘ 207 | Jackson, Miss I = 293 
Vancouver, Wash... __-_-. = 388 | Alexandria, La_- idaho 262 
Portland, Oreg_-- ---- ead 446 | Louisville, Ky ‘ 656 
San Francisco, Calif 299 | Nashville, Tenn_- 269 
Oakland, Calif__-_-_- 411} Memphis, Tenn__. . 925 
Long Beach, Calif etal 592 | Cleveland, Ohio__ 604 
Phoenix, Ariz----.-.-.-- : bs 95 


LEGAL AUTHORITY 


Under the law (38 U. 8. C. 706), in the case of (a) men discharged from the 
Army, Navy, Marine Corps, or Coast Guard, with disabilities incurred in line of 
duty, or those in receipt of pension for service-connected disability, and (b) vet- 
erans of any war, the Administrator of Veterans’ Affairs may furnish under such 
limitations as he may prescribe and within the limits of existing VA facilities either 
domiciliary care (when they are suffering with permanent disabilities, tuberculosis 
or neuropsychiatric ailments) or medical and hospital treatment for disease or 
injuries. With respect to non service disability cases, the law provides that any 
veteran of any war, not diskonorably discharged, who needs hospitalization or 
domiciliary care and is unable to defray the expense (including transportation to 
and from the facility), shall, within the limitations existing in VA facilities, be 
furnished such services irrespective of whether his disability, disease or defect is 
due to service, and that the veteran’s statement, under oath shall be accepted as 
sufficient evidence of his inability to defray the necessary expense. 

The present law, as above stated, is derived from the following enactments: 

(a) The World War Veterans Act of 1924 (43 Stat., 620, sec. 202 (10)), provided 
that hospital facilities of the then Veterans’ Bureau should be available for every 
honorably discharged veteran of the Spanish-American War, Boxer Rebellion, 
Philippine Insurrection, and World War suffering from neuropsychiatric or tuber- 
cular ailments and diseases, paralysis agitans, encephalitis lethargica, amoebic 
dysentery or the loss of sight of both eyes, whether service-connected or not, and 
authorized, so far as existing Government facilities would permit, hospitalization 
of veterans of any war, military occupation, or military expedition since 1897, 
not dishonorably discharged, provided that preference for admission be given 
veterans unable to pay for hospitalization. Amendments by Public Law 628, 
68th Congress (43 Stat. 1302); Public Law 448, 69th Congress (44 Stat. 790); 
Public Law 522, 71st Congress (46 Stat. 991); broadened the coverage of “‘vet- 
eran,’’ removed the limiting date ‘‘1897,” and provided bospitalization in insular 
possessions in other than Government hospitals. 

(b) The act of March 20, 1933 (48 Stat. 11), repealed all public laws granting 
medical or hospital treatment or dcmiciliary care, and provided (sec. 6) for 
furnishing, under such limitations as might be prescribed by the President to 
veterans of any war, domiciliary care when they were suffering with permanent 
disabilities, tuberculosis or neuropsychiatric ailments and medical and hospital 
treatment for diseases or injuries. 
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(c) The act of June 16, 1933 (48 Stat. 283, ch. 101), amending section 6 of the 
act of March 20, 1933, extended the coverage of the terms “‘veterans of any war’’ 
to include Spanish-American War contract surgeons and “veteran” to include 
persons retired or otherwise not dishonorably separated from the active list of 
the Army or Navy, and extended hospitalization to men discharged from the 
Army, Navy, Marine Corps, or Coast Guard for disabilities incurred in line of 
duty. 

(d) The act of March 28, 1934 (48 Stat. 525, sec. 29), amending acts of March 
20 and June 16, 1933, added the provision that any veteran of any war, not dis- 
honorably discharged, suffering from disability, disease, or defect, in need of 
hospitalization or domiciliary care, and unable to defray the necessary expenses, 
be furnished the necessary hospitalization or domiciliary care within the limita- 
tions of existing VA facilities, irrespective of whether the disability, disease or 
defect was due to service, and that the statement under oath of the applicant, 
on such form as might be prescribed by the Administrator, be accepted as 
sufficient evidence of inability to defray necessary expenses. 

(e) The act of August 23, 1935 (49 Stat. 729, ch. 621, sec. 1), further amended 
section 6 of the act of March 20, 1933, by vesting in the Administrator of Vet- 
erans’ Affairs the authority for prescribing the limitations, and extended hospital- 
ization and treatment to men in receipt of a pension for service-connected dis- 
abilities. VA Regulations 6047, A, B, C, and D, prescribe these limitations. 


FINDINGS 


Section I. Acceptance of veteran’s statement of inability to pay for treatment of 
non-service-connected disabilities 


Abuse of the “unable to pay” entitlement has grown out of the unqualified 
acceptance (under the law) of the statement of the veteran under oath as sufficient 
evidence of his inability to defray the necessary expenses of hospitalization. It 
was found that only 12 of the 46 hospitals surveyed showed the applicants the 
penal provisions of law for making false statements which appeared on the reverse 
side of the application form, VA-10—P-—10; and only 11 of the hospitals made a 
signature comparison, at the time of admission, between the application and 
pertinent identifying documents of the applicant. 

VA officials and admitting personnel are required by law (38 U. 8. C. 706) to 
accept the veteran’s statement as sufficient evidence of inability to pay, notwith- 
standing indications to the contrary, i. e., knowledge of standing in the community, 
ownership of property, and personal appearance. Applications examined at some 
of the hospitals disclosed strong presumptive evidence of ability to pay, which is 
ignored by admitting officials on the ground that the law precludes them from 
going behind the veteran’s statement. Representative cases were selected at 41 
of the hospitals surveyed, and financial information was developed to the limited 
extent practicable in a few cases. This consisted of a determination of gross 
income, value of real and personal property, and other assets, such as bank 
accounts, securities, and the like. 

A tabulation of cases developed by income range and other assets follows: 

Sr Reported real property and other pn 
Reported income bracket over: oped assets Over: oped 
123 $20,000. _ _ - 
76 $25,000 
49 $30,000 
31 : 
20 
11 


et et et et Rt et 


et et RD ID 





| 
| 
: 
j 
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Many of these admissions of veterans having substantial assets can be attributed 
to lack of concern of admitting personnel in their acceptance without question 
of the negative response of the veteran as to his ability to pay; however, in other 
instances they result from the admiting officer’s presumption that a disqualifying 
response was made in error. 

Cader current law and VA regulations no provision is made for a veteran to 
indicate the extent of his ability to pay hospital expenses. Accordingly, even 
where there were obvious indications of ability to pay, none of the hospitals 
surveyed inquired whether the veteran could pay any part of his expenses. Usu- 
ally, when the condition as to period of service had been met, the only further 
requirement for admission was that the veteran answer “‘No’’ to the question of 
ability to pay for hospitalization. 

Although VA regulations (R. and P. R. 6028 (b) (2)) require a report to the 
central office of doubtful cases, only six hospitals made such reports. 

In 26 hospitals, it was common practice to permit an applicant to reverse his 
affirmative response after he was informed that it would disqualify him for 
admission. 

The requirement of a yes-or-no answer, with no provision for any qualification, 
places a veteran of moderate means under a handicap in that he does not then 
know the probable cost of hospitalization or its duration. If he answers in the 
affirmative, because of ability to pay for part of the cost, he disqualifies himself 
for admission to the hospital. While unaccepted applications are not kept for 
record purposes, informal discussion of the matter with registrars indicated that 
some veterans, who apparently could not afford to pay for the full treatment 
required, deprived themselves of the opportunity to obtain needed VA hospitaliza- 
tion because they could not conscientiously make a negative response as to their 
ability to defray hospital expenses. Thus, the present law and regulations in effect 
discriminate against the more honest class of applicant. In short, the veteran of 
ordinary circumstances must either perjure himself or be deprived of a benefit 
freely given to other veterans similarly circumstanced, perhaps less worthy of 
care at public expense. 

The survey disclosed that 24 hospitals did not always require an answer to the 
question as to insurance benefits due the applicant. At 16 of the 46 hospitals 
surveyed, applications were incomplete in particulars other than the question as to 
insurance benefits. 

At only 14 of the hospitals surveyed, were applications screened against the 
list of veterans who have forfeited their rights to hospitalization. 

Veterans were treated at 23 hospitals despite their admission of ability to pay 
for private hospitalization. 

SECTION II 


Billing insurance companies, tort-feasors and workmen's compensation insurers where 
assignments of benefits have been made to VA hospitals 


The hospitals included in the survey differed in many material respects in their 
application of VA Technical Bulletin, TB-10a—248, which establishes a standard 
procedure for billing insurance companies, group-hospitalization plans, etc., for 
hospital treatment of non-service-connected ailments of their veteran policy- 
holders. The regulations were generally adequate; however, errors by employees 
and lack of adequate supervision have kept the regulations from operating 
effectively. 

Although required by paragraph 5 (a) of the regulations, assignments of insur- 
ance benefits were not always being obtained at 40 of the 46 hospitals surveyed, 
from veterans entitled to insurance benefits. The failure to obtain voluntary 
assignments of such benefits precluded the hospital, in most cases, from collecting 
amounts due from insurers. In some instances where assignments were obtained by 
the hospital subsequent to the discharge of the patient, recovery could not then 
be effected from insurers, or the patient, because settlement under the policy 
had been made without knowledge of the hospital’s claim. 

The billing control cards provided for in paragraph 5 (b) (1) of the regulations, 

which reflect all data necessary for billing of insured veterans, were maintained 
at only 17 of the hospitals surveyed, 3 of which also maintained billing registers 
for further accounting control. 
_ Generally, the billing of insurance companies and group plan associations was 
in accordance with the procedures set forth in the regulations; however, nine 
hospitals did not bill for the full authorized charges, and a few failed to prepare 
supplemental billings. 


36102—53——2 





1654 HOSPITAL CARE AND OUTPATIENT DENTAL TREATMENT 


The hospitals generally failed to bill promptly for authorized charges under 
assignments of benefits. Fifteen hospitals had unbilled cases on hand. Seven 
hospitals failed to observe the follow-up procedure prescribed in paragraph 6 
(g) (2) of the regulations. Uncollectible bills were referred to regional chief 
attorneys by only 18 hospitals. Moreover, 43 of the hospitals failed to bill 
promptly insurers who presumably were liable. 

While the regulations do not authorize exceptions with respect to those who 
shall be billed, only three of the hospitals continued to forward bills for authorized 
charges to insurers who previously had declined to make payment on the basis 
of alleged contract restrictions. 

In regard to the presumptive liability of third parties to insured veterans in 
personal injury cases, no effort was made at 39 hospitals to effect reimbursement 
for the hospital charges incurred, and only little and ineffectual effort was made 
at 7 others. 

No effort was made at 30 of the hospitals to collect charges where the veteran 
was covered by employees’ compensation benefits, and only an occasional collection 
was being made in workmen’s compensation cases at 16 hospitals. 

Collection efforts with respect to charges for hospitalization under assignments 
of insurance, employees’ compensation, and workmen’s compensation were 
inadequate at 41 of the hospitals surveyed. 

Eight of the 46 hospitals made it a practice in their letters of notification of 
hospitalization to the insurers to ask the extent, if any, of benefits payable. The 
benefits disclosed by the insurers’ replies were subsequently used as the basis for 
billing the insurers. 

SECTION III 


Emergency hospitalization of ineligible patients; waiver of charges 


As a humanitarian measure, hospitalization is furnished in emergencies to per- 
sons not eligible as veterans and to veterans whose eligibility has not been estab- 
lished. Emergency patients admitted to VA hospitals under Regulations R. 
and P. R. 6046 (C) (1), are charged the current Federal reciprocal per diem 
rate for services furnished, plus cost of extra services, in accordance with VA 
Manual M4~—12 (27 (b) 91). 

The survey indicated that most ineligible patients admitted as emergency 
cases were veterans ostensibly eligible who were later determined to be ineligible 
under applicable regulations. 

The hospitais did not follow a consistent policy of timely notifying the in- 
eligible patient of his liability for hospital charges. The survey disclosed that 
only 18 notified ineligible patients that charges would be made. This failure 
lays the groundwork for subsequent waiver of billed charges since the absence 
of knowledge of liability is one of the factors considered in determining whether 
the indebtedness should be waived. 

Admitting procedures generally were adequate at all hospitals; however, one 
was particularly lax in determining eligibility and another apparently was used 
by a very high percentage of pauper emergency cases. Eligibility was deter- 
mined soon after admission or prior to discharge at 12 hospitals; considerable 
delay in determining eligibility was evident at 7 hospitals; and 27 determined 
eligibility after the patient was discharged. 

Ineligible patients at the majority of the hospitals were not billed until after 
their discharge, which made collection difficult. None of the hospitals com- 
puted their bills strictly in accordance with VA Manual M4—12 (27) (b). Twenty 
billed at the fixed Federal reciprocal per diem rate, without including cost of 
extra services; 1 billed by the VA schedule of fees for actual medical services; 
and 1 billed by the VA schedule of fees instead of the available higher State 
schedule of medical fees. 

Six of the hospitals failed to bill some of the ineligible cases apparently on the 
basis of their independent appraisals that collection from the patients would be 
—— 

‘wo hospitals made no collections from ineligible patients, and collections at 
other hospitals ranged from 10 to 50 percent of the actual billings. 

Outstanding and uncollectible billings on ineligible cases for the 46 hospitals 
surveyed ranged from 10 to 90 percent of the total number of bills rendered. For 
the fiscal year 1951, there were bills outstanding in accounts of 45 hospitals against 
ineligibles, totaling $128,323.07. Only 20 hospitals referred uncollectible bills to 
regional chief attorneys for further collection action. 

A form letter, VA Manual M4—11, Change 19, enclosed with all bills sent to 
ineligible patients, outlines the conditions under which waiver of the indebtedness 
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may be accomplished. This procedure, in practical effect, nullifies all subsequent 
administrative efforts to collect amounts due the Government for services rend- 
ered on a humanitarian basis. 

Many of the bills presented to ineligibles were waived on the premise that 
the debtor had not been informed that he would be liable for his hospital expenses 
and that payment would work a hardship on him; that he was not responsible for 
the indebtedness because at the time of admission he was not in possession of all 
his faculties; or that he had a reasonable basis for believing that he was 
eligible for VA hospitalization. 

Requests for waiver of uncollectible bills were submitted by the finance officers 
at 15 hospitals, while at 14 others the debtor was required to originate the request 
for waiver. Sixteen hospitals dia not submit uncollectible bills to committees 
on waiver in any instances. 

The survey indicated that many of the hospitals used the “waiver” as a con- 
venient record-clearing device when collection efforts had proved unsuccessful. 


OBSERVATIONS ON LENGTH OF PATIENTS’ STAY IN VA HOSPITALS 


A limited study of length of stay of pons in the VA hospitals surveyed 
showed varying periods for patients with similar diagnoses. These variations 
were indicated to be occasioned by variance in the principal diagnosis as well as 
by associated conditions for which the patients were being treated. 

Four uncomplicated surgical processes were selected for determination of the 
average length of stay of patients, as follows: 


Number of Average number 
diagnoses of days of stay 


Tonsilitis 1 

Appendicitis Bes 1, 24 10.8 
Hernia - . - . 2, 64 17.3 
Hemorrhoids Je 1, 631 | 14.4 


0 


78 8.2 


Table I, appendix, shows the average stay of patients, by hospital, with respect 
to the foregoing diagnoses, and table II, appendix, shows the average stay of 
patients with various diagnoses at the Boise, Idaho, Hines, Ill., and Roanoke, Va., 
hospitals. 

The variation in average stay for the same diagnoses between certain hospitals, 
shown in tables I and II, may be attributable in part to complications before and 
after surgery and in part to operating factors of the individual hospitals. 

A report prepared by the Program Analysis Staff of the VA for the fiscal year 
1949 for all diagnoses, shows a slightly higher average stay for the same diagnoses 
as follows: 





Average num- 
ber of days 
of stay 


Number of 
diagnoses 


Acute tonsilitis- 

Acute appendicitis. ......- 
Hervia (inguinal) 
Hemorrhoids 


' Not shown, 


The former Director, Program Analysis Staff, Department of Medicine and 
Surgery, Veterans’ Administration, in an address made before the Managers’ 
Institute, Bethesda Naval Hospital, on factors concerned in the control of length 
of stay in hospitals, stated, in part, as follows: 

“The medical services of the Armed Forces are set up to provide complete medi- 
cal care to military personnel who because of illness are incapacitated for full, 
active duty. Consequently, one of the functions of the military hospitals is to 
provide hospital care for relatively minor illnesses and for a period of convalescence. 
Again, at such time as a member of the Armed Forces is about to be discharged 
from the service for disability, the military hospitals become an evaluation 
mechanism and so patients are retained past the point where the purpose of their 
stay is purely hospital treatment. 
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A non-Federal hospital is established to provide in-patient medical care to a 
population who, in general, have other sources from which they can receive medical 
attention. When a civilian is ill enough to require hospital care, he generally is 
admitted to a hospital, accompanied or preceded by his physician who has an 
exact and immediate knowledge of the history and current status of his patient. 
Treatment can begin promptly and a whole series of economic factors are im- 
mediately put into play, the action of which tends to force the patients out of the 
hospital at the earliest possible moment. In addition, the patient’s physician is 
continuously available on call and can visit a patient at his home. The conva- 
lescent period is usually not spent in the hospital. 

“In the VA hospitals we are somewhere between these two extremes. In most 
instances the admitted patient is a medical unknown. We have not seen him 
prior to admission, and he may have come many hundreds of miles to be admitted. 

Ve are bound by legal requirements which make it very difficult to provide con- 
valescent care outside the hospital, and we make an attempt to release the patient 
only after treating all of his disabilities which are amenable to therapy, not merely 
the one which acted as the precipitating cause for hospitalization. 

“Under these circumstances, it may be expected that a patient will be hos- 
pitalized, in general, longest in a hospital of the Armed Forces and for the shortest 
period of time in a non-Federal hospital. His stay as a veteran patient would be 
somewhere between these limits.’’ 

The Committee on Federal Medical Services of the (Hoover) Commission on 
Organization of the Executive Branch of the Government made a limited study on 
length of stay of the same diagnoses as follows: 


Average length of stay in days ' 
* 





Wel | —_ Army General Navy General 
Jolun- | Public > | 
tary gen-| Health yy 
eral hos- | Service, | istration Active | Active 
pitals | marine | ~ duty | Other? duty Other! 
| personnel 


Operation 





Tonsilectomy 


Hemorrhoidectomy . .........-- 11. 
Herniotomy (inguinal)_-......-.- 3 | 16. 


Q) 


Appendectomy 11. | 
| 


1 Patients discharged between January and August 1948, 
1 Excluding veterans. 
* Not available. 


The Hoover Commission further reported on patient stays in hospital, in part, 
as follows: 

“The figures—particularly those for the Armed Forces and the Veterans’ 
Administration—are subject to some discount because of the practice of charging 
the hospitals with patients while they are out on pass, as it is possible to utilize 
to some extent the beds of such patients. However, in the surgical procedures 
listed above, this discount would not be as much of a factor as in cases requiring 
prolonged convalescence. 

“Factors in these startling differences in length of stay include the following: 

“1. Federal hospitals give convalescent care. In military hospitals 75 to 85 
percent of the patients are ambulatory. 

“2. In voluntary general hospitals, the economic pressure of cost to the patient, 
and the demand by the hospital for beds to serve others, hold the average stay 
down. Also improvements in professional care have significantly reduced lengths 
of stay in recent years. This both makes for much more efficient utilization of 
beds, holds down real costs and increases the volume of cases treated by scarce 
specialists. But this has not oceurred correspondingly in Federal hospitals 
where economic motives operate in reverse to lengthen stays, and there is obvious 
indifference on the part of management in many cases to make optimum use 
of facilities. 

“3. Some part of the difference is due to hospitalization far from the patient’s 
home. 
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“4. Many patients are admitted to Federal hospitals with less thorough 
determination that hospitalization is needed. Patients are admitted and diag- 
nostic procedures then performed; many of these could be done in an out-patient 
service or otherwise without the patient being in the hospital. 

“5. Stays are lengthened because the medical staff is not ready, the results of 
diagnostic or laboratory procedures are not completed or because the appropriate 
consultant will not make his periodic visit until sometime later. In community 
hospitals, the patient is generally only in the hospital when he needs to be there 
and when the hospital is ready to serve him. 

‘6, Another factor often seems to be a desire of certain agencies to maintain 
hospitals in operation, and therefore to maintain a good census as a basis for 
personnel and other allocations. 

“7, Administrative procedures for discharge of patients, particularly in military 
hospitals, cause patients requiring no attention to be retained 2 or 3 weeks at 
times in Army hospitals. his is reflected in the fact that such patients are in 
hospitals twice as long as civilians in the same institutions with the same diagnoses. 

“8. Stay in voluntary hospitals has been materially shortened in the last few 
years by early ambulation of patients, especially surgical and obstetrical cases, 
who are urged to get out of bed and even out of the hospital at the earliest possible 
date. Apparently, this development has not been widely accepted by Federal 
hospitals or at least their length-of-stay experience does not reflect it.’’ 

Upon inquiry, the American Hospital Association advised that a study of length 
of stay had been attempted by its member hospitals, but had not been concluded 
since the variations in diagnoses of the same nature would make an average figure 
useless as a Measure of the time required to treat a particular case. 

From the foregoing it appears that the major factors contributing to the 
length of stay in veterans’ hospitals are as follows: 

(1) The absence of cost to the patient—65 percent (p. 17, VA Annual Re- 
port 1951) of patients are non-service-connected cases who cannot pay for 
private treatment. 

(2) Cases handled are preponderantly chronic, accounting for approximately 
76 percent (p. 17, VA Annual Report 1951) of the total 39 million hospital- 
days provided during the fiscal year 1951. 

(3) Occupancy of beds during diagnostic procedures. 

(4) Occupancy of beds during postoperative care. 

(5) Retention of patients in hospitals with a light patient load beyond the 
point where maximum hospital benefits have been provided. 


CORRECTIVE MEASURES TAKEN BY THE VETERANS’ ADMINISTRATION IN CONNECTION 
WITH CONDITIONS DISCLOSED BY THE SURVEY 


During the survey, copies of reports on the various hospitals were furnished 
the VA Department of Medicine and Surgery and, as a result of the information 
contained in the reports, representatives of the program analysis staff, Depart- 
ment of Medicine and Surgery, have taken steps to correct deficiencies found 
in the administration of the hospitals surveyed and, jointly with representatives 
of the General Accounting Office, to work out procedures with insurance com- 
panies to permit further recoveries of benefits. These corrective measures and 
actions taken are as follows: 

1. Through arrangement made by representatives of the General Accountin 
Office, a member of the program analysis staff, Department of Medicine ond 
Surgery, delivered an address, before the health and accident committee, National 
Association of Insurance Commissioners, New York, N. Y., December 4, 1951, 
explaining the authority of the VA to furnish hospitalization to veterans for non- 
service-connected diseases or injuries on the basis of unable-to-pay entitlement 
even though a part of the cost of the hospitalization may be covered by hospitaliza- 
tion insurance benefits and the regulations issued by VA pursuant to law which 
requires the collection by VA, through assignment, of the amount covered by 
insurance. The committee referred the matter to the executive committee of the 
association for consideration of any action required in connection with ‘‘exclusion 
clauses” in insurance contracts against payment of benefits when the insured is 
hospitalized in a Government hospital. 
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2. General Accounting Office and VA representatives conferred with the joint 
medical subcommittee of the Association of Casualty and Surety Companies at 
New York, N. Y., December 12, 1951. The subcommittee agreed to recommend 
that its 110 member companies honor billings by VA hospitals to the same extent 
as private hospitals, and in return VA would permit insurance company doctors to 
examine patients, permit VA doctors to appear as witnesses, revise assignment 
form to meet requirements of law, and bill only for services for which insurers 
are liable. 

3. The Chief Medical Director issued instructions October 29, 1951, to all 
hospitals authorizing examination of patients by insurers’ doctors. 

4. Copies of reports on the 46 hospitals surveyed were furnished to representa- 
tives of the VA Chief Medical Director who called the irregularities to attention 
of all managers of VA hospitals and all area medical directors, and directed the 
regulations covering billing and collection procedures be fully adhered to. 

5. Revision of regulations and procedures and Technical Bulletin TB 10A—248 
were made by the Department of Medicine and Surgery to overcome some of the 
misinterpretations and misapplications by the hospitals. 

6. A consolidated statement showing all collections of reimbursable insurance 
benefits and related data was prepared by VA for the first half of fiscal year 1952 
which showed some increase in effectiveness of collection action, collections being 
about one-fourth of amounts billed. 

A summary of this statement is attached (table III, appendix). 


RECOMMENDATIONS 


The Veterans’ Administration has taken action, where practicable, on many 
of the matters disclosed by the survey. However, it appears that accounts 
receivable arising from VA hospitalization should be placed under more effective 
accounting control with procedures designed to assure their recording and that 
such items remain in asset accounts until collection is made or their uncollecti- 
bility is reasonably established. 

As to the unable-to-pay affidavit, our findings are, in substance, (1) that some 
veterans are being hospitalized on unable-to-pay entitlement who are able to 
pay for private hospitalization; (2) that others are able, and no doubt are willing, 
to pay in part for their hospitalization, and (3) that some veterans, able to pay in 
part, are forgoing needed hospital care by reason of doubt as to the propriety of 
executing the affidavit. As the law (38 U. S. C. 706) now stands, there is no 
apparent method by which the VA can restrict hospitalization to those veterans 
who are financially able to pay for private hospitalization but who, notwith- 
standing, are willing to execute the affidavit that they are unable to pay. Further, 
under the present law there is no procedure or authority which will permit an 
applicant for hospitalization, however well intentioned he may be, to pay to the 
extent of his ability for such hospitalization as he may require. 

That part of 38 United States Code 706 added by the act of March 28, 1934, 48 
Statutes 525, section 29, reads in part as follows: 

“The statement under oath of the applicant on such form as may be prescribed 
by the Administrator of Veterans’ Affairs shall be accepted as sufficient evidence 
of inability to defray necessary expenses.” 

It is believed that this language should be amended to provide that the Admin- 
istrator of Veterans’ Affairs require the applicant for hospitalization, in cases not 
established as service connected, to make disclosure, under oath, on the applica- 
tion, of facts bearing on his ability to pay (such as earnings, property holdings, or 
other assets) and to provide by regulation criteria for determination from these 
disclosures which applicants are to be admitted for hospitalization without charge 
and the terms on which other applicants may be admitted for partial payment 
only. 
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Apprenpix TABLE I.—Average stay, 46 hospitals, 4 diagnoses 
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APPENDIX TABLE II.— Average stay of patients with various diagnoses at 3 hospitals 





Boise, Idaho 


Type of ailment a 


ber of 
|patients| 


Aver- 
age 
stay 
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Tonsillitis. .......... 

Hemorrhoids. - . .- 

Hernia 

Heart disease 

Gastritis, colic, constipa- 
tion, and other stomach 
ailments | 

Psychoneurosis, anxiety | 
state, schizophrenic, etc_. 

Cysts, anal abscess, etc 

Ulcers—peptic, duodenal, 
gastric, ete........ 

Arthritis__. ; 

Alcoholism - - - - 

Pneumonia -| 
Prostatitis, eee, kid- 
neys, etc ionaed 
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Tuberculosis 
Iritis, cataracts, otitis, ete 
Gunshot and stab wounds... 
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Fractures, lacerations, 
burns, and sprains-_-- 
Bronchitis, asthma, colds, 
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Surgical checkups, no diag- 
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Other ailments..._. 
Diabetes 
Appendicitis 
Tumors. 
Carcinoma 
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CoMPTROLLER GENERAL OF THE UNITED STATES, 
Washington 25, April 15, 1958. 
Hon. Evita Nourse RoGers, 
Chairman, Committee on Veterans’ Affairs, 
House of Representatives. 

My Dear Mapam Cuatirman: Transmitted herewith is copy of a 
report by the General Accounting Office on Public Health Service 
and Veterans’ Administration hospitals relative to employee-patient 
ratios; patient per diem costs, and average length of stay for selected 
types of illnesses in Public Health Service, Veterans’ Administration, 
State, and local and private general hospitals, which I feel may be 
of interest to your committee. 0} 

This report was requested by the Permanent Investigating Subcom- 
mittee of the Senate Committee on Government Operations, and copy 
has been furnished also to the Secretary of Health, Education, and 
Welfare; the Subcommittee on Independent Offices of the House 
Committee on Appropriations; and the Manpower Utilization Sub- 
committee of the House Post Office and Civil Service Committee. 

Sincerely yours, 
Linpsay C. WARREN, 
Comptroller General of the United States. 
Enclosure. 


GENERAL ACCOUNTING OFFICE, OFFICE OF INVESTIGATIONS 


REPORT ON Pusiic HEALTH SERVICE AND VETERANS’ ADMINISTRATION HOSPITALS 
RELATIVE TO— 


I. Employee-patient ratios 
II. Patient per diem costs 
III. Average length of stay for selected types of illnesses 


INTRODUCTION 


This report supplementing information contained in individual survey reports 
on Public Health Service hospitals, at— 
Boston, Mass, Baltimore, Md. 
Savannah, Ga, New Orleans, La, 
Memphis, Tenn. Cleveland, Ohio. 
Chicago, Ill. San Francisco, Calif. 
has been prepared, in part, for the purpose of comparing certain specific phases of 
the operation of Public Health Service hospitals with those of hospitals operated 
by the Veterans’ Administration, and State and local and voluntary general hos- 
pitals. The report is divided into three parts, as follows: 


Part I. Employee-patient ratios. 
Part II. Patient per diem costs. 
Part III. Average length of stay for selected types of illnesses. 


Statistics for employee-patient ratios for Federal hospitals, patient per diem 
costs and length of stay, were furnished by the Public Health Service, Federal 
Security Agency, and the Veterans’ Administration, and represent the summarized 
results of monthly reports submitted by hospitals under their jurisdiction. Sta- 
tistics for State and local and voluntary general hospitals were obtained from the 
journal published by the American Hospital Association entitled ‘‘Hospitals— 
Administrator’s Guide Issue, Part II, June 1952’’ and cover operations of these 
classes of hospitals for the calendar year 1951. 

The statistics here presented on employee-patient ratios (exhibits I-A and I—B) 
and patient per diem operating costs (exhibit II-A) show that both factors are 
considerably higher in Veterans’ Administration hospitals than in the other three 
classes of hospitals included in the survey (with the exception of private general 
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hospitals, which have the highest employee-patient ratio). The Administrator of 
Veterans’ Affairs, in his Annual Report for the Fiscal Year 1952 explains that 
these factors are higher in comparison with private hospitals because of addi- 
tional services included in Veterans’ Administration medical program, such as 
dental, rehabilitation, diversional therapy, administrative facilities, and special 
nursing services (pp. 23-24). Also other special services are provided, such as 
recreation, library, chaplaincy, etc., not ordinarily included in the medical pro- 
grams of the other classes of hospitals here compared (p. 56 et seq.), comprising 
about 2.2 percent of total full-time personnel in hospitals. 

The several comparisons between Federal and private general hospitals are 
subject to wide explanations lending doubt as to whether there is obtainable a 
factual basis for comparisons. For example, the figures as to number of em- 
ployees and per diem costs include, in the case of the Government hospitals, the 
physicians and surgeons, while those for private general, State, and local hos- 
pitals exclude residents, interns, and students, as well as the attending private 
physicians. 


















PART I, EMPLOYEE-PATIENT RATIOS 





This study relates to the average number of full-time employees to the average 
number of inpatients in eight Public Health Service hospitals as compared with 
like ratios in Veterans’ Administration, State, and local and private voluntary 
general hospitals in the same general areas. 

These statistics are presented in the form of exhibits with appropriate explana- 
tions as to the source and nature of each, as follows: 

Exhibit No. I-A, employee-patient ratios of Public Health Service and Vet- 
erans’ Administration hospitals, by quarters, is a composite statement showing 
the average employee-patient ratios in Public Health Service and Veterans’ 
Administration hospitals in 8 areas for 4 quarterly periods ending December 31, 
1951, March 31, June 30, and September 30, 1952. The statement was prepared 
from figures furnished by the Public Health Service and from monthly summaries 
published by the Veterans’ Administration. 

Exhibit No. I-B, annual employee-patient ratios of Public Health Service, 
Veterans’ Administration, State, and local and voluntary general hospitals, is a 
composite statement showing yearly employee-patient ratios of these classes of 
hospitals and was prepared from statistics furnished by the Public Health Serv- 
ice; from Veterans’ Administration monthly statistical summaries; and from the 
journal of the American Hospital Association, ‘‘Hospitals—Administrator’s 
Guide Issue, Part II, June 1952.” 

Exhibit No. I-C is a statement showing the number of full-time personnel, 
inpatient load, inpatient admissions, and outpatient visits for 8 Public Health 
Service hospitals covering 4 quarterly periods ending December 1951, March, 
June, and September, 1952, and was prepared by the Bureau of Medical Service, 
United States Public Health Service. 

Comparison of ratios of employees to patients for four quarterly periods (ex- 
hibit I-A) shows a somewhat higher ratio of employees in veterans’ hospitals 






























oe 


(average slightly over 1.6) than in Public Health Service hospitals (average t 
slightly under 1.3). 
Private hospitals (exhibit I-B) show a slightly higher ratio of employees to 


patients than Federal, State, and local hospitals, as follows: 


SG: Rene ROC ne co, a ae uate te an dilly eis ck Dar ayia oles li dy anaes on daa abies 1. 26 a 
Vatorsae Baministration......... ...<<awsetterekeass seen sehen eau 1. 60 
Private.meneral (nonprofit) ....... .. ...- -4neocc toes pee enhe ete debe 1. 83 
Dente ane tooak. oe Se ee DDS Tee eee ooh dt! 1. 52 


Full-time personnel in Veterans’ Administration hospitals on January 31, 1953, 
was 103,404 employees of which 76.3 percent were engaged in the care and treat- 
ment of patients and 23.7 percent in hospital maintenance, special and adminis- 
trative services. Full-time personnel in Public Health Service hospitals on Jan- 
uary 31, 1953, was 5,888 employees of which 75.9 percent were engaged in the 
care and treatment of patients and 24.1 percent in hospital maintenance and 
administrative services 
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PART II, PATIENT PER DIEM COSTS 


This part of the report relates to average per patient-day operating costs in 
eight Public Health Service hospitals and a comparison of such costs in Veterans’ 
Administration, State, and local and private voluntary hospitals in the same 
general areas. 

These statistics are presented in the form of exhibits with appropriate explana- 
tions as to the source and nature of each, as follows: 

Exhibit No. II—-A shows average operating expense per patient hospital day in 
eight Public Health Service hospitals as compared with Veterans’ Administration, 
private general, and State and local hospitals. The statement was prepared 
from statistics furnished by the Bureau of Medical Service, United States Public 
Health Service, and by the Veterans’ Administration for the four quarterly 
periods ended September 30, 1952; and from statistics contained in the journal of 
the American Hospital Association, Administrator’s Guide Issue, Part I], June 
1952, for the calendar year 1951. 

Exhibit No. II-B is a table prepared by the Bureau of Medical Service, United 
States Public Health Service, showing the inpatient operating costs per patient 
day for specified periods in eight Public Health Service hospitals broken down to 
show cost of ‘personal services,’’ ‘subsistence,’ and ‘‘other.”’ 

Average annual patient day costs (exhibit II-A) are shown generally to be 
higher in Veterans’ Administration hospitals surveyed than in Public Health 
Service hospitals for the four quarterly periods covered by the examination. 
Also, such costs are shown as higher in private general than State and local for the 
calendar year covered, as follows: 


Veterans’ Rarirmntrntien. Ls eh ae ; ric ease 
Public Health Service.__.-..._._____-_- EAVES 2h RU Oe SNe BL 14. 92 
State and local_. Se et Lee Meee 2 AS: buLbwuy (Saas 
Private general (nonprofit) __...._....._-_- ae BIOS O Te UT IOL RL rae 


The average annual patient-day costs here reported for Veterans’|Administration 
hospitals of $21.32 are somewhat higher than the national average of about $19.75 
indicated in our report on survey of GMS Veterans’ Administration hospitals 
(House Committee Print No. 15, 83d Cong.) because in 3 of the 8 areas here 
studied—San Francisco, New Orleans, and Manchester—these daily costs are 
reported to be $22.87, $22.37, and $29.21, respectively. 


PART III. LENGTH OF STAY FOR SPECIFIED SURGICAL PROCEDURES 


This study of length of stay by type of ailment was limited to four elective 
surgical procedures because of their relative comparability and because it was 
found that different coding systems are used in the two Federal hospital systems. 
Veterans’ Administration codes the case under the diagnosis responsible for the 
major part of the patient’s total stay in the hospital while the Public Health 
Service codes the case under the diagnosis responsible for the patient’s initial 
admission, which may or may not have been responsible for the greater portion of 
the patient’s stay in the hospital. 

This study relates to the average number of davs of stay of patients for cases of 
tonsillectomies, appendectomies, herniotomies, and hemorrhoidectomies, in 
certain Public Health Service and Veterans’ Administration hospitals, reliable 
statistics not being available for State and local, and voluntary general hospitals. 
These statistics are presented in two exhibits with appropriate explanations as to 
the source and nature of each as follows: 

Exhibit No. IIT—-A consists of 6 tables prepared by the Bureau of Medical 
Service, Public Health Service, showing by stay intervals, length of stay of 
patients in 8 Public Health Service hospitals for tonsillectomies (under 15 years of 
age, over 15 years of age, and combined), appendectomies, herniotomies, and 
hemorrhoidectomies. The Bureau of Medical Service, Public Health Service, 
has commented on these statistics, as follows: 

“In connection with your request for additional information concerning the 
length of stay of patients in Public Health Service hospitals, we are transmitting 
the following items: 
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“l. Tables showing for fiscal year 1952 the total number of cases, the average 
length of stay, the median length of stay, and the number of cases in each length 
of stay group for each of the following types of uncomplicated surgery cases for 
the eight general hospitals for which you requested data: 

(a) Tonsillectomies (all ages). 

(b) Tonsillectomies (persons under 15 years of age). 
(c) Tonsillectomies (persons 15 years of age and over). 
(d) Appendectomies. 

(e) Hemorrhoidectomies. 

(f) Herniotomies (primary, unilateral, inguinal). 

“It should be noted that there are certain minor discrepancies between these 
tables and table IV previously submitted to you. The differences are due to 
mechanical errors. Je, therefore, request that the present data, which we believe 
to be accurate, be substituted for the data previously submitted. 

“In selecting the cases to be included in this study, no effort was made to elimi- 
nate any case on the basis of an unusually long length of stay alone. We have 
included as uncomplicated some cases which may be in reality complicated cases. 
Therefore, it is likely that the averages given are higher than the averages that 
would be obtained if the truly uncomplicated cases only were selected. Such a 
selection is not possible on the basis of the summary record available in our office. 

“2. A table showing for each USPHS general hospital the number of cases, the 
average length of stay, and the percentage distribution for each of three length- 
of-stay groups. The data again represent dispositions from our hospitals during 
fiscal year 1952. 

“Tt may be seen from this table that over 80 percent of our cases have a length 
of stay of less than 30 days and the average stay for this group is under 11 days. 
In view of the many problems involved in attempting to classify patients by 
specific diagnosis, it is felt that by classifying patients in these broad length-of- 
stay groups more reasonable comparisons can be made between different hospital 
systems. 

“3. A table showing for fiscal year 1950 the diagnostic classification of patients 
discharged from PHS general hospitals in 91 broad categories. It is recommended 
that these figures not be used for comparison with similar data obtained from other 
hospital systems. The large differences, both in selecting and classifying diag- 
noses for statistical purposes among the various hospital systems, make specific 
comparisons impossible except for precisely identified cases: Our own system 
for selecting and classifying diagnostic data is generally as follows: 

(a) The one diagnosis selected for statistical purposes is the diagnosis which, 
in the opinion of the physician, caused the patient to come to the hospital for 
treatment. (This diagnosis may or may not have any relation to the diagnosis 
which is responsible for the greater portion of the stay in the hospital. For 
example, a patient may be admitted to our hospital because of an acute attack of 
appendicitis for which an appendectomy is performed. During his hospitaliza- 
tion it is determined that he has a cancer of the skin which requires treatment. 
If his total hospital stay were 30 days, under our system all 30 days would be 
charged to the diagnosis of acute appendicitis.) 

“(b) Our diagnostic classification system is a modification of the international 
statistical classification system. While the broad groups, as indicated by the 
roman numerals and the footnotes to our tables, generally are equivalent, indi- 
vidual disease entities in the two systems may be at wide variance with each other. 

“There is another factor worth noting in order that length of stay statistics can 
be properly interpreted. Our data are based on records of disposition; therefore, if 
for administrative or other reasons a number of long-term chronic cases are dis- 
charged or transferred in any one fiscal year, the average length of stay for any one 
hospital or for the entire system may be materially affected.” 


xhibit No. III—B consists of 4 tables pate from statistics furnished by the 


Veterans’ Administration showing data on length of stay of patients treated for 
tonsillectomies, appendectomies, herniotomies and hemorrhoidectomies in 16 

eneral medical and surgical hospitals located in the same 8 general areas as the 
Public Health Service hospitals. 
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The Veterans’ Administration has commented on the statistics furnished, as 
follows:! 

“In response to your verbal request for information pertaining to the length 
of stay of patients treated in Veterans’ Administration hospitals for specific 
disabilities, we have prepared the attached two tabulations which describe our 
most recent experience. 

“Tabulation 1 shows the number and average length of stay of patients dis- 
charged from Veterans’ Administration hospitals during calendar year 1951 
according to the specific diagnosis which was responsible for the major part of 
the patients total stay in hospital. The diagnosis categories are identified by a 
four-digit code which can be readily translated in most instances by reference 
to Volume I, International Statistical Classification of Diseases, Injuries, and 
Causes of Death, 1948, published by the World Health Organization. The 
purpose of this tabulation is to provide some insight and knowledge of the varia- 
tion in length of stay between diagnostic categories. For example, patients 
treated for an ‘anxiety reaction,’ Code 310X, had an average length of stay for 
37 days; whereas patients treated for an ‘obessive-compulsive reaction,’ Code 
313X, had an average length of stay for 95 days even though both categories of 
patients are classified as having a psychoneurotic disability. 

“Tabulation 2 shows the number of patients discharged and their distribution 
according to length of stay for the following four classes of patients: 

(1) Patients with uncomplicated acute appendicitis who had an appendectomy. 

(2) Patients with uncomplicated acute tonsillitis who had a tonsillectomy. 

(3) Patients with uncomplicated hemorrhoids who had a hemorrhoidectomy. 

(4) Patients with uncomplicated inguinal hernia who had their hernia repaired 
by either a herniotomy or a herniorrhaphy. 

“This tabulation is based upon a 50 percent random systematic sample of 
patients discharged from Veterans’ Administration general medical and surgical 
hospitals during the 3-month period, January through March 1952. For each 
class of patient, the table shows the total patients discharged, as well as the number 
discharged from each of our general medical and surgical hospitals. 

“A total of 322 patients falling into category 1 above are shown according to 
their length of stay. These patients had a total of 2,888 days of hospital care 
provided them, or an average of 9 days per case. However, if we exclude the 26 
cases which required more than 15 days of care on the assumption that they 
probably do not represent uncomplicated appendicitis, we find that the average 
length of the other 296 cases was 7. 7 days, similar data are summarized for other 
3 categories of patients in the attached table. 

“Tt should be noted that in category 4 we have included patients with uncom- 
plicated inguinal hernia of the following types: Direct, double, indirect, oblique, 
and scrotal.” 

The average stay for all four surgical procedures in Veterans’ Administration 
hospitals and in Public Health Service hopsitals follows: 


| Veterans’ | Public Health 
Administration Service 





Tet noobie nnetcke 

Appendectomies 

Hemorrhoidectomies - - . 

Be eadtinaicuiinbibibtdaneudwetimenscweenencaeueiatil ‘ 


! Tabulation 1, referred to in the second paragraph of the following comments was found unsuitable for 
comparison with Public Health Service statistics because of wide variations in the coding systems used, and 
is therefore not included in this study. 
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Exuteit No. I-A.—Ratio uf full-time personnel to patients by quarters ended Dec. 
81, 1951 and Mar. 31, June 80, and Sept. 30, 1952, in Public Health Service and 
Veterans’ Administration hospitals 


Quarter ending December 1951 | Quarter ending March 1952 


Employ- | Employ- | side | 
oss Ratio | ees | Patients | Ratio 


| Patients 


Public Health Service 
Baltimore 
New Orleans 
San Francisco 
Boston 
Chicago 
Cleveland 
Memphis 
Savannah... 


490 396 | 
449 415 | 
462 
178 
197 


123 
139 


2, 078 


tt et pat pet tpt 
ek) 
te et tt et 





Average. - 
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co 
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Veterans’ Administration: 
Baltimore 7 
New Orleans 
San Francisco. ._.. iy 
Boston area (Manchester, N. H.) -... 
Chicago area (Dwight, Il.) 
Cleveland area (Erie, Pa.) -. 
Memphis area (Little Rock, Ark.) 
Savannah area (Dublin, Ga.) - -- 


406 
435 
348 
113 
222 
136 
362 
325 


2, 357 


et et et 
Saunwo~ ts. %8 
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Quarter ending June 1952 | Quarter ending September 1952 


| [iia (OT Se eee: ee 
| Pmploy- | patients | Ratio | ®™PlOY-| patients | Ratio 


Public Health Service: | 
Baltimore....----. : 475 
New Orleans_..._. 434 
San Francisco lated 442 | 
Boston....-- fs cia 353 | 
Chicago-...- : 220 | 
Cleveland - - : ‘ae 232 | 
Memphis... an pawek 107 
Savannah... seal hungatetaiaia 143 | 


| 
470 
430 


KO arnow 
“hoe & OO o& 


Average. ....---- poseumualion 2,406 | 1,906 


le 








Veterans’ Administration | 
Baltimore-....-- ; ate 530 | 
New Orleans....- ted 628 
San Francisco--..-. , 576 
Boston area (Manchester, N. H.)_.... 281 
Chicago area (Dwight, Ill.) .........-- 266 
Cleveland area (Erie, Pa.) 271 
Memphis area (Little Rock, Ark.) _--- 558 
Savannah area (Dublin, Ga.)-........ 493 


Pepe 
tt po po 
~s AIAOLOCwe 





| 
a! 


2, 108 | 








_ 


Average all areas, 4 quarterly periods 


Employees Patients 


Public Health Service sen oon 1,913 
Veterans’ Administration -| 2, 216 





RI 2 cn PAA MIE AEE Ry: ll 


Seat 


3 
2 
& 
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Average Average 
employees patients 
Public Health Service: ! 
I innnoe cathe epehdsqnonbnene cane ie 481.0 | 365. 7 
DION Cintas cnnacoesweddthdsnoondews deep etaasis 441.0 | 385. 0 
San Francisco...........---.- Uepecccanas waene 450.0 | 381.5 
i Heouleagmawuns eb 350.7 | 241.5 
Cs cediictisnecccee . 218. 7 152. 5 
Cleveland._... poctehoptisureny re a 234. 0 172. 5 
ee eee nine oth elteeou ' 107.2 | 105. 5 
Savannah...- dindiitieoowsdaniniitilee pibcigbectn dn 144.5 | 128.7 
Average higedl Aa col sched sbe ct ; 313. 26 | 288. 62 
Veterans’ Administration: ! 
SE tintowendirdiine cowneqoeue cossuhne _ ° 525. 8 389. 5 
SL | cncechiibenbeadbank 628. 7 373. 2 
OS) ES a ee a ae 573.5 | 345. 5 
Boston area (Manchester, N. H.) ei ih asiabibiieases 264. 2 111.2 
Chicago area (Dwight, Ill.) ...........- ax : 265. 0 208. 0 
Cleveland area (Erie, Pa.)....... wee Secwese 265.2 | 128. 5 
Memphis area (Little Rock, Ark.)...............-- 553.0 | 336. 0 
Savannah area (Doublin, Ga.)_......... ivemiceee 482.5 | 324. 5 
Pe i statweinweemmdiecveveveryetws either diiend 444. 73 | 77.0 
Private general: 2 3 
i tkadiins bpds i basbocsceqeceestenenoncdqds ‘ 180.0 | (100) 
New Orleans area........-. 181.0 | (100) 
I inn cnn cdbdsicccccdcudentoonanniiin 209.0 | (100) 
i costcbdocshacenenee 194.0 | (100) 
Chicago area.............. 178.0 | (100) 
Cleveland area...........- | 178.0 | (100) 
Memphis area. .........-.- ‘inlaiees 168.0 | (100) 
cle dh cttnnsededcsthosocsepbaieeee . | 180.0 | (100) 
DE, Aude dnmbowsnepdebhecaccash nade s | 183. 50 | (100) 
State and local: 28 | 
ih tnd a cnuidetabhbentesunhbetee | 144.0 (100) 
New Orleans area......-.- 179.0 | (100) 
San Francisco area... ....-. . andl 130.0 | (100) 
I icedpdindgimencquece dibakecodedss 170.0 (100) 
Chicago area_... we 145.0 | (100) 
Cleveland area. 145.0 (100) 
Memphis area. -. 160.0 | (100) 
Savannah area... 144.0 (100) 
Average........... SescwceedeseeuienesEtesocreann 152. 13 (100) 


’ Year ending Sept. 30, 1952, 
? Calendar year 1951. 
+ Employees per 100 patients. 
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Exuipit I-B.—Annual ratio of full-time personnel to patients in Public Health 
Service, Veterans’ Administration, private general, and State and local hospiials 


Ratio 
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Exuipir No. I-C.—Number of full-time personnel, inpatient load, and admissions 
and outpatient visits for selected Public Health Service hospitals, October 1951- 









| 








October-December 1951 | 


| Average 











January-March 1952 




















: Average | ,. | 4 ; 
Hospital | anne Average | Total in- Total out-| number | 4Yerage | Total in- 
. |, daily | patient aa P daily patient 
of full | inpatient] admis- patient | of full inpatient} admis- 
time | {oad | sions visits | time | Yoad sions 
emma. or ' personnel 
1 ' 
Baltimore _........_- 489. 3 | 364.5/ 1,700} 15,360 490. 3 396.3 2, 063 
EEE OT." 355.3 | 244.9 | 992 10, 044 | 359.0 276.4 1, 051 
Chicago - .. 226.0 | 141.8 | 472 4, 634 | 225.3 178.2 552 
Cleveland sie 240.0 172.6 | 699 4, 252 | 236.3 196. 7 821 
Memphis. .-_-_....... 105. 7 103.3 | 307 1, 545 | 107.7 123.3 400 
New Orleans. ......- 451.0 364. 1 1, 193 14, 424 | 449.0 415.4 1, 722 
San Francisco. ..._. 456.7 399.3 | 1, 203 20, 766 | 461.7 | 354. 4 1, 219 
Savannah .....____. 146.3 | 127.5 | 474 4,082; 147.3] 139.3 525 
April-June 1952 July-September 1952 
tes | Average : | Average . ” 
Hospital | number arenes ei Total out-| number oe ee 
of full- | inpatient nem patient | offull- | in vationt out 
time joad sions visits time load sions 
personnel personnel . 
Baltimore -.......... 5.0 360. 5 1, 924 17, 349 469.7 342.8 1,854 
Boston... 53.0 | 238. 1 927 12,177 335. 7 207.1 887 | 
Chicago............ 0. 3 | 145.7 436 | 5, 150 | 204.0 143.9 476 
Cleveland ......._... 232.3 166.0 676 5, 300 228. 0 | 154.4 626 
Memphis... ........| 107.3 106. 6 317 1, 700 108.0 89.4 339 
New Orleans-.-_..... 434.3 402.7 1, 583 16, 228 430.0 358. 3 1, 497 
San Francisco. -...... 441.7 360.9 1,175 21,118 438.7 332.5 1,092 
Savannah. .......... 143.0 124.7 71 4, 254 142.3 123.8 452 





Division of Administrative Management, BMS, Oct, 29, 1952. 





Total out- 


patient 
visits 


17, 049 
12, 105 
6, 000 
6, 076 


Total out- 


patient 
visits 


16, 918 
11, 135 
4, 493 
5, 065 
1, 831 
15, 893 
16, 320 
3, 095 


Exuisit No. II-A.—Average operating expense per patient hospital day in Public 





























Health Service, Veterans’ Administration, private general, and State and local 
hospitals 
| Quarter ending December Quarter ending March 
1951 1952 
Location and type of hospital 
Payroll | Total | Payroll Total 

Public Health Service: | 
Baltimore area . $15. 29 $18. 66 | $13. 18 $16. 25 
New Orleans ’ a . al 13. 26 15. 83 | 11. 06 13. 47 
I. ao aduliagiodsinen sei | 10. 79 13. 69 11. 65 14. 65 
a en eee RS 13. 94 17. 40 11. 61 15. 93 
i AR SS a | 13. 79 17. 66 11. 23 14. 69 
Cleveland __. 2 13. 81 19. 27 11.31 15. 09 
i a 10. 53 13. 70 8. 67 11. 90 
Savannah | 11. 87 | 14. 96 10. 37 13. 23 
RONG in. ante : 12. 91 16. 39 | 11.13 14. 40 
— _ | => 

Veterans’ Administration: 
Baltimore sienna visa 2 a 14. 42 18. 29 13. 59 17. 42 
New Orleans_- . 16. 16 19. 82 15. 48 18. 78 
San Francisco 19. 99 24. 03 18. 00 22. 24 
Boston area (M¢ anchester, N. H.) 24. 04 | 30. 49 22. 43 28. 31 
Chicago area (Dwight, ni. a * 13. 93 17.13 12. 78 16. 21 
Cleveland area (Erie, Pa.) 5 27. 51 35. 23 18. 77 24. 48 
Memphis area (Little Rock, Ark, ). “s 18. 22 22. 81 15. 52 19. 66 
Savannah area (Dublin, Ga.) Sekianibiamane 14. 32 | 17. 78 | 13. 64 17. 02 


Average. 
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Exuisit No. II- ~A.— Average 0 
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erating expense per patient hospital day in Public 


Health Service, Veterans’ Administration, private general, and State and local 


hospitals—Continued 





Quarter ending 
June 1952 


Location and type of hospital 








Quarter ending 


September 1952 | Average 1 year! 

























































| Payroll Total Payroll Total Payroll Total 
Public Health Service: 
Baltimore area $14. 49 $17. 86 $16.18 $19. 32 $14. 78 $18. 02 
EEE eS 11. 37 13. 61 13. 45 15. 97 12. 28 14. 72 
OEE cer cndnedtbeodnecnansews 11. 60 14.74 12. 21 15. 39 11. 56 14. 62 
EE EE CY SS 13. 53 16. 62 15. 37 18. 75 13. 61 17.18 
Ge 0ccgnessnicobenvinwncepwone 13. 54 17. 32 13. 50 | 16. 84 13. 02 16. 63 
Cc cgen cen tbtttltétesicesews 13. 58 16, 86 14. 34 17. 25 13. 26 17.12 
 ccailitentebewedanstnwithanscaiiil 9. 36 12.77 11.77 14. 88 10. 08 13. 31 
Pe ciditnccaneditbecdmsdadpets 11. 04 14.00 11. 37 14.16 11.16 14. 09 
DED... cnthnvincedcccinmniinndinadmenide 12. 31 15. 47 _18. 2 16. 57 11. 93 14. 92 
Veterans’ Administration: 
DD < <iiuipadintounieuacades | 14. 09 17. 92 15, 11 18, 37 14. 30 | 18. 00 
ae 19.98 | 23.06 23.84) 27.83 18. 86 | 22. 37 
San Francisco _-. 18. 72 22. 81 18, 34 | 22. 40 18. 76 | 22. 87 
Boston area (Manchester, N. H.)_--. 23. 26 29. 51 23.12 | 28. 51 23.21 | 29. 21 
Chicago area (Dwight, Il.)............} 13. 94 | 17. 37 15. 03 18. 38 13. 92 | j 
Cleveland area (Erie, Pa.) 20. 80 26. 43 19. 41 24. 23 21. 62 27. 
Memphis area (L ittle Roe k, Ark, Ri 17. 68 21. 80 16, 98 20. 39 17.10 21. 
Savannah area (Dublin, Ga. Bowes 14. 20 17. 34 15.15 18. 38 14. 33 17.6 
a sinh venmeels 17. 83 22. 03 18. 37 | 22. 31 16. 99 21.32 
= =— = = —— —————SS| SS —= —— |] 
Private general: | } | 
NO hat odin cw enti ccgensoewen i | ap aeiewttid a ae 8. 49 15. 93 
New Orleans........ on | bin enideies ian oda lined i 9. 69 18. 83 
tea a siisciiidlasibtiion Lencospaneg Ls Rultiwdels dade ren 14. 56 24. 11 
BP stiaswieneon ot otbennaqael | — Resa. es 11. 54 20. 28 
Chicago... + ‘ soliaet ir ES oll edoun 10.7 18. 60 
Cleveland... ...... " sd ~--|-- pigpnin = 4losntty wan 10.71 18. 60 
En  caihaee walniadall Diet eis = ed Eee 7. 89 5. 49 
TEE Snsa<wcuniien eee te os. ae een ee | 8. 49 15. 93 
State and local: | 
clk dite nkandiinosbincideons |------<--+|--0-0--0- a ‘bn 7.48 13. 75 
Be ee . cowneaiedaces |------==--|-- ceeeiietiiheliameng 6. 38 11. 02 
i tithes emeboeniemeons |---------- lotideawniaetieaiennder sie CEES i 10. 08 13. 99 
Boston... ... ‘ manesl bi tainte emott= db adsdedplielimnose Lehindhaooadl 10. 65 16. 75 
Chicago a opedanin casonegueb odds chddtuteShiin~ | asinanee 9. 44 15. 05 
Cleveland... _...-..- ss lenwmociioes csp ssa inaiecnnanened 9. 44 15. 05 
Memphis... ..- Schnee |------~---|-0---0---- Se 7. 61 14.15 
DO sc ecicchacbanncensdesinpionces owe. | dee dndnabactaees-—q= Livgeie sped 7.48 13. 75 
| | 
Average, 1 year! 
Payroll | Total 
Average, all areas: 
a eee ee ee wipes 11. 927 14. 920 
Veterans’ Administration... 16. 987 21.317 
Private general_.............-- 10. 260 18. 470 
OO GE Pi icisiin nw cnsenlintcieersstbsuiinpeowenstivdncwpiieuibaes 8. 557 14. 189 


! Public Health Service and Veterans’ Administration, year ended Sept, 30, 1952; private general and 


State and local, calendar year 1951. 
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1682 HOSPITAL CARE AND OUYPATIENT DENTAL TREATMENT 


Hovust or REPRESENTATIVES, 
ComMiITTEE ON VETERANS’ AFFAIRS, 
Washington, D. C., March 10, 1958. 


(Identical letters to representatives of The American Legion, Veterans of Foreign 
Wars, Disabled American Veterans, and AMVETS) 


Dear Str: I am writing as chairman of the Subcommittee on Hos- 
pitals concerning the provision in law today which requires the veteran 
to make a statement of his inability to defray necessary hospital ex- 
penses. ‘This is the so-called pauper’s oath. 

The Subcommittee on Hospitals is desirous of obtaining your posi- 
tion on this section of the law which reads as follows: ‘“The statement 
under oath of the applicant on such form as may be prescribed by the 
Administrator of Veterans’ Affairs, shall be accepted as sufficient 
evidence of inability to defray necessary expenses.’?’ Does your 
organization believe that it is desirable that this portion of the law 
be retained in its present form, or would you support an amendment? 
If so, what form of an amendment would you support and what 
language would you suggest? 

Would you feel it reasonable for the local hospital manager to 
contact the local credit otfice in an effort to determine the financial 
standing and responsibility of a veteran who makes a statement that 
he is unable to defray the necessary expenses? 

Of course, you understand that in each case we are speaking of the 
non-service-connected veteran who is seeking hospitalization and not 
the veteran who has a service-connected disability. 

The subcommittee will greatly appreciate your cooperation in this 
matter, and it is hoped that you will give us a prompt reply. May 
we hear from you Monday, March 16, in order that this information 
and your position may be available for the subcommittee at its next 
meeting on Tuesday, March 17? 

Very truly yours, 
B. W. Kearney, 
Chairman, Subcommittee on Hospitals. 


Tue AMERICAN LEGION, 
NATIONAL LEGISLATIVE COMMISSION, 


Washington 6, D. C., March 13, 1958. 
Hon. Bernarp W. Kearney, 


Chairman, Subcommittee on Hospitals of the 
House Committee on Veterans’ A ers, 
House Office Building, Washington 25, D. C. 

Dear ConGressMAN Kurarney: I wish to acknowledge receipt of, 
and thank you for, your letter of March 10 relative to the so-called 
pauper’s oath, etc., and in keeping with your request, I shall endeavor 
to set forth the position of the national organization of the American 
Legion in connection therewith. 

i believe that the quotation set forth in the second paragraph of 


your letter is taken from Public Law 312 of the 74th Congress. As 
you know this act amends section 6 of the title I of the Economy 
Act, as amended, and explicitly sets forth the provision for hospital 
care of war veterans who are in need thereof, and who are unable to 
pay for medical and hospital expenses, and provided further that a 
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bed is available in a VA facility. This is the basic law still in effect. 

The American Legion adopted resolution No. 234 at its 1934 na- 
tional convention, stating in words or substance, that the American 
Legion— 
is proponent for hospitalization in Federal hospitals for disabilities not service 
incurred only when it is actually necessary and in cases where the veteran is unable 
to pay for care privately. This is a privilege granted to all citizens in similar 
circumstances in private or public hospitals. The responsibility for the medical 
care of the civilian group is in the community; the responsibility for the care of the 
veteran who fought for the whole people is vested in the Federal Government. 

I believe this resolution and the support which it received later on 
contributed to the enactment of Public Law 312 above referred to. 

The national rehabilitation commission of the American Legion 
believes that this portion of the law should be retained in its present 
form and that it can be made to work. 

I have been advised that our national rehabilitation commission also 
objects to any form of amendment to the current basic law. 

It does not appear to us that it would be feasible or possible for a 
local hospital manager to contact local credit agencies in an effort to 
determine the financial standing of applicants who seek hospitalization 
for non-service-connected conditions. 

For your information I would advise that the national rehabilitation 
commission of the American Legion has a positive program designed 
to counsel and assist applicants in the observance of the law and 
regulations with reference to this benefit. Here are the elements of 
that program as developed so far: 

(a) Four surveys have been conducted among bed patients in 
general medical and surgical hospitals (Fort Miley, Calif.; Dearborn, 
Mich. ; Indianapolis, Ind.; and Columbia, 5. C.) as to how the patients 
came to the VA hospital; what funds, if any, they expended with 
private doctors and hospitals, and whether or not they could afford 
to pay for the care they were receiving. ‘The findings of these surveys 
revealed expenditures of hundreds and in some cases thousands of 
dollars on the part of the applicants before they came to the VA and 
that they were not in a position to finance the care any further. 
Moreover, the findings did not substantiate the allegations that there 
was widespread abuse of the privilege of getting hospital care for non- 
service-connected conditions. 

(6) The American Legion through its department service officers 
and national field service is undertaking surveys in six additional 
general medical and surgical hospitals. We want to get at the facts. 

(c) Liaison is being maintained with the American Medical Asso- 
ciation, American Hospital Association, American Dental Association, 
and other groups for the purpose of getting at the facts and dissemi- 
nating the truth about this program to the public. The kickoff 
meeting on this joint effort was held on March 1, 1953, with approxi- 
mately 60 in attendance. The rational commander is supplying 
every department commander with basic data and requesting meet- 
ings with State medical, hospital, and dental societies for the purpose 
of implementing two resolutions passed at our 1952 national con- 
vention. 

(d) In addition to the above the following steps are being urged 
on the part of all concerned for the purpose of tightening the proc- 
essitig of the application forms P-10: 

(1) The service officer who assists the applicant will explain 
to him the purpose and limitations of the law and stress their 
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importance and the significance of his signature and sworn 
statement as to ability or inability to pay for hospital service. 

(2) The family doctor, or the doctor who signs the medical 
certificate, is also in position to counsel with the applicant as to 
whether his application should be forwarded to the VA or the 
applicant arrange for his care at a private hospital. 

(3) That the people within the VA itself observe more strictly 
the purpose of the application, explain the questions to the ap- 
plicant, point out the significance of his sworn statement, and 
declaration as to financial ability. Desist in the habit of having 
the applicant sign the form P-10 without telling him exactly 
what he is signing and that he is required to swear to the state- 
ments made. 

(4) Finally, point out to the applicant the penalty clause which 
appears immediately under his signature, and urge him to treat 
the application as any other sworn document conveying the facts 
and the truth. 

In conclusion we respectfully submit that a joint effort on the part 
of the applicants themselves, service officers of veterans organizations, 
practicing physicians, and the Veterans’ Administration can make the 
present law work without amendment or abridgment, to the end that 
the limited number of beds authorized for the VA hospital system (ap- 
proximately 131,000) will be manned and operated for the service- 
connected veterans, the mentally ill, the tuberculous, the chronic, 
and those with short-term afflictions who are unable to defray medical 
and hospital expenses. 

Trusting the above information may be helpful to you, and with 
kindest personal regards, I am, 

Sincerely yours, 

Mixes D. Kennepy, Director. 


VeTerANs OF Foreign Wars or tHe Unirep Starss, 
Kansas City, Mo., March 18, 1953. 
Hon. B. W. Kearney, 


Chairman, Subcommittee on Hospitals, 
Committee on Veterans’ Affairs, 
House of Representatives, Washington, D. C. 

My Dear ConeressMan: This is in reply to your letter dated 
March 10, in reference to the so-called pauper’s oath and making the 
inquiries (1) does the Veterans of Foreign Wars favor retention of 
the existing law requirmg that the veteran’s oath to the effect that 
he is unable to defray necessary expenses of hospitalization or domi- 
ciliary care shall be accepted as sufficient evidence by the Adminis- 
trator of Veterans’ Affairs; (2) would our organization support an 
amendment to the law; (3) what amending language is suggested; 
and (4) would it be reasonable for the hospital manager to contact the 
local credit office in an effort to determine the financial standing and 
responsibility of a veteran who makes a statement that he is unable 
to defray the necessary expenses. 

In the initiation or sponsorship of legislation, this office is governed 
by mandates of our national encampments and/or recommendations 
made by the commander in chief, the national council of administra- 
tion, and the national legislative committee. We have no current 
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mandate or recommendation concerning the so-called pauper’s oath 
from either ofthese governing bodies simply because there has been no 
evidence during the past few years that serious consideration to 
amending the subject provision of law was imminent. Consequently, 

I am confining this reply to the personal opinions of Col. George E. 
Ijams, VFW national director of rehabilitation, and myself rather 
than to an expression of the views of our entire membership. 

It is our belief that the existing law should not be amended in any 
restrictive manner and that our membership would vigorously oppose 
any move in that direction. Therefore, no suggestion as to amending 
language is offered. As to obtaining the local credit office determina- 
tion of the veteran’s financial standing and responsibility, it is believed 
that if such procedure was instituted prior to admission it would 
delay needed treatment and be detrimental to the veteran; if after 
admission, it would be of little or no help to the hospital manager, 
and unworkable in the majority of cases. 

One suggestion is offered, which is presently the policy of the VFW 
national rehabilitation servic e, to the effect that the Veterans’ Admin- 
istration and the major veteran organizations conduct continuing 
campaigns advising veterans of the requirements which must be met 
to obtain inpatient treatment for non-service-connected disabilities 
in veterans hospitals and discourage those who appear able to pay 
from applying for free treatment. 

Upon receipt of your letter, a request for comments was made to 
Col. George E. Ijams, director of our national rehabilitation service, 
who for 34 years has been familiar with the problem being studied by 
your subcommittee, and there is enclosed for your consideration his 
memorandum of March 12, which is a detailed account of reasons 
why any restrictive change in the governing law would be inadvisable, 
unworkable, and not in the public interest. I concur in his opposition 
to the proposal. 

Thanking you for giving me an opportunity to comment upon the 
problem and with warm personal regards, I am, 

Respectfully yours, 
Omar B. Kercuum, Director. 


INTEROFFICE MEMORANDUM 

Marcu 12, 1953. 
From: George E. Ijams, Director, National Rehabilitation Service. 
To: Omar B. Ketchum, Director, National Legislative Service. 
Subject: Pauper’s Oath. 

Late yesterday Sid Wilkins brought me a copy of Congressman B. 
W. Kearney’s letter addressed to you on March 10 in which he has 
requested our comment on the wording of the law covering the 
admission of non-service-connected veterans to veterans hospitals— 
the so-called pauper’s oath. 

Much has been said and written about this provision of the law since 
it was enacted many years ago, and it will be remembered that 
organized medicine for years objected to the admission of non-service- 
connected cases to veterans hospitals, basing their objection on the 
often expressed thought that if the non-service-connected cases were 
not admitted as free patients to veterans hospitals they would be 
forced to seek admission to private institutions thus increasing the 
revenue of the members of the medical profession. 
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In recent years two things have caused organized medicine to change 
its attitude—First, civilian hospitals are crowded in spite of the tre- 
mendous increase in the cost of inpatient care. Second, members of 
the medical profession have learned that most veterans suffering from 
non-service-connected conditions cannot afford to pay the tremendous 
costs of present-day medical care. 

The writer has been in intimate contact with the situation discussed 
in Congressman Kearney’s letter for a period of 34 years, both in the 
Federal Government and while serving in his present capacity as 
director of the national rehabilitation service of the VFW. No one 
can deny that certain persons capable of paying hospital bills have 
secured free hospitalization through making a false statement as to 
their ability to pay for their care in a private institution. However, 
it is believed that those who have taken advantage of this provision are 
very few in number, and in fact represent only an infinitesimal fraction 
of those veterans who have sought inpatient care for non-service- 
connected conditions. The writer can state without reservation that 
the national rehabilitation service of the VF W, during the last 7 years 
at least, has never advocated the in-patient care of any non-service- 
connected veteran capable of paying for his hospitalization even for 
a few days, and it must be remembered that the vast majority seeking 
our assistance are men suffering from conditions which will require 
months and perhaps years of hospitalization such as the psychiatric 
cases, the tuberculars, and the older men suffering from chronic 
conditions. 

Most of the veterans, including those of World War II, are married 
men, men suffering from conditions requiring long periods of hospitali- 
zation. They are unable to work and support their families; conse- 
quently, it can be readily seen that they cannot possibly pay for in- 
patient care in private institutions. It has been our experience that 
the families of these men are either supported by relatives or they 
must go on relief while the veteran is in the hospital. 

The number of veterans requiring inpatient care is increasing, and 
will continue to increase as these men become older and as we create 
new veterans by fighting additional wars. We are, therefore, con- 
fronted with the knowledge that we shall have thousands of men 
suffering from non-service-connected conditions requiring long periods 
of hospital care who cannot support themselves or their families, who 
cannot pay for hospitalization, and who must of necessity as a humani- 
tarian measure, be cared for on some level at public expense. No 
State in the Union currently has sufficient medical facilities to pro- 
vide adequate hospitalization for the non-service-connected veterans 
of their own State. A determination must be made as to who is 
responsible for the hospitalization of these men. If it is the State 
then every State in the Union should immediately appropriate funds 
and build a large number of hospitals to meet their obligations to 
our disabled veterans. If the responsibility lies with the National 
Government then adequate facilities must be provided by the Na- 
tional Government. 

Returning to the specific questions asked by Congressman Kearney 
as to whether we feel that the wording of the law should be retained 
in its present form or amended, it is my belief that the present wording, 
which has been in the law for a number of years and has been under 
attack by certain persons and organizations during all of the time 
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it has been on the statute books, should be retained as is, but that 
the Veterans’ Administration and the cooperating veteran organiza- 
tions should warn those who apply for hospitalization against accept- 
ing free hospitalization in the event the patient can pay for his own 
care. 

I would, however, call attention to one rather serious situation with 
regard to general medical and surgical conditions. I have personally 
observed a number of cases tore the years of men who have gone 
into private hospitals for the relief of an undiagnosed condition on 
the assumption that their period of hospitalization would be of short 
duration and they felt that they could adequately pay for their 
treatment. After a thorough diagnosis of the case in a private hospital 
it has often been found that the patient has a very serious condition 
which will require weeks and perhaps months of hospitalization and 
for which the veteran patient could not possibly pay. These men find 
themselves in a most unfortunate situation because veterans already 
in a private hospital are placed at the bottom of the priority list for 
admission to VA hospitals. As will be seen, this imposes a distinct 
hardship upon the veteran who is perfectly willing and able to pay 
for a short period of hospitalization but he discovers too late that a 
long period of hospitalization for which he cannot possibly pay is 
essential in his case. 

Many veterans carry hospital insurance for themselves and the 
members of their families. Under certain of these policies the non- 
service-connected veteran going into a hospital assigns the hospital 
benefits due him to the Federal Government. I have been informed, 
however, that certain hospital plans which are very popular with the 
public have a clause in their policy to the effect that no hospital 
benefits will be paid if the policyholder receives care in a veterans 
hospital. I believe that Congress should take whatever action is 
necessary to require these hospital plans to pay benefits to the policy- 
holders whether they are in private or veterans hospitals, and in the 
event veterans hospitals are used, the benefits derived by the policy- 
holder should be paid to the United States Government. The fact 
that the veteran is willing to pay his own money to carry hospital 
insurance indicates his desire to provide for his own hospitalization, 
and it would seem that any hospital insurance groups which refuse 
payment when a man is hospitalized in a veterans hospital should 
be required to make payments to the hospitalized person whether he 
is in a Federal Government or a private one. 

Congressman Kearney asks if we feel it reasonable for the local 
hospital manager to contact the local credit office in an effort to 
determine the financial standing and responsibility of a veteran who 
makes the statement that he is unable to defray the necessary ex- 
penses. It must be remembered that most men seeking hospitaliza- 
tion are in an emergent condition and in most instances they must 
be admitted immediately. This fact would preclude any possibility 
of checking on a man’s financial responsibility prior to his admission. 
I might add that the very suggestion made by Congressman Kearney 
was considered in the VA some years ago and the plan was abandoned 
for the reason stated above. 

I wish to conclude by reiterating my belief that there are very few 
men in veterans hospitals today who could possibly afford to pay 
for their care in any private institutions. 
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It is my personal hope that this matter, which has caused a great 
deal of difficulty over a long period of years, may finally be resolved 
by the Congress taking a definite stand regarding the hospitalization 
of the so-called non-service-connected cases. If Congress decides 
that these men are in fact, wards of the State, and not of the Federal] 
Government for which they fought, then the national administration 
should call a meeting of all governors of our States, explain the situa- 
tion to them, and alert the governors to the fact that they must im- 
mediately secure the necessary funds and build State hospitals to 
care for these men. 

Groree E. Isams, Director. 


DisaBLeED AMERICAN VETERANS, 
Washington 9, D. C., March 18, 1958. 
Hon. Bernarp W. (Pat) Kearney, 
House of Representatives, 
Washington 25, D. C. 

My Dear ConcressMan: This is in reply to your communication 
of March 10, 1953, asking for an opinion of the Disabled American 
Veterans with regard to existing law requiring a non-service-connected 
veteran, making application for hospital treatment or domiciliary 
care, to sign a statement under oath as to his financial ability to pay 
the necessary expenses incident thereto. 

Keeping in mind that our organization is primarily interested in the 
hospitalization and treatment benefits extended to war service- 
connected veterans, the DAV is still of the opinion that the provision 
of the subject law above referred to and the regulations under which 
it is applied are adequate. We are, however, aware of the continued 
reports of abuses and evasions of this law by which individuals who 
are in fact well able, financially, to meet the cost of hospitalization 
and treatment are admitted to VA hospitals as patients. We are 
confident that these abuses can be corrected by a clearer understand- 
ing of the purpose and intent of the law on the part of VA officials and 
admitting officers, as well as on the part of recognized and accredited 
service officers of national veterans organizations. 

Therefore no amendment of existing law is recommended. 

We believe that a campaign of education among all veterans as to 
their rights and entitlement to hospitalization or domiciliary care in 
VA institutions—emphasizing the restrictions placed on the non- 
service-connected veteran with regard to his financial ability to secure 
these services elsewhere—will do much to limit if not eliminate present 
abuses. 

Requiring the manager to contact local credit agencies or make 
other ahah to determine the financial standing of each non-service- 
connected applicant for hospital admission would require the estab- 
lishment of investigative officers or groups in each institution, a 

ractice which would entail additional expense and which should not 
»e indulged in until all other efforts to correct the situation have been 
exhausted. 

With kind personal regards, I am, 

Very sincerely yours, 
Francis M. Sutuivan, 
National Legislative Director. 








HOSPITAL CARE AND OUTPATIENT DENTAL TREATMENT 1689 


AMVETS, 
Washington, D. C., March 16, 1958. 
Mr. B. W. Kearney, 
Chairman, Subcommittee on Hospitals, 
Committee on Veterans’ Affairs, 
House Office Building, Washington 25, D. C. 

Dear Generat Kearney: This will acknowledge rec eipt of your 
letter of March 10, 1953, in relation to the so-called pauper’s oath on 
VA hospitalization. 

Just recently, the national service council—the official service 
committee of AMVETS—met in Washington, D. C., to discuss many 
aspects of veterans’ programs. They adopted a medical resolution 
which will soon be presented to our national executive committee. 
That resolution reads in part: 

We feel that a clear and unmistakable definition of eligibility requirements for 
non-service-connected hospitalization should be promulgated immediately. 

This resolution was passed after the service council had taken into 
consideration a previous request made by our organization to the Con- 
gress, that the entire subject of non-service-connected hospitalization 
be investigated toward the end that controversy on this matter might 
be eliminated. During the discussion of these resolutions, it was re- 
peatedly stressed that AMVETS favor the general principle of non- 
service-connected hospitalization for needy American war veterans. 

Quite naturally, the pauper’s oath dominated our discussions on 
non-service-connected VA hospitalization. It was agreed by the 
national service council that herein lies the center of the gross misin- 
formation regarding this program. Herein, in our opinion, is where 
correction must occur if the public is to ever be reliably informed on 
this matter. 

Because of the limited time available, it was determined that an 
attempt should not be made by our service council to spell out an 
amendment to the basic law. For this reason, we will have to study 
the subject a bit longer before we can advocate specific language. 
You are informed, however, of our belief that the law and the regula- 
tions concerning the law should be amended to eliminate, insofar as 
possible, abuse of the VA medical program. 

Without being too specific, AMVETS would generally support the 
— principles concerning the pauper’s oath: 

Non-service-connected hospitalization should be continued for 
aa war veterans. 

2. Chronic and long-term cases should be granted prima facie 
eligibility for non-service-connected hospitalization because the vast 
majority of such cases fall into a class obviously unable to pay for 
= hospitalization. 

All emergency cases should be granted prima facie eligibility for 
noitledevine tadusthed hospitalization with a proviso that each case 
be investigated on its own merits following admission—thus assuring 
that the pauper’s oath is essentially a true statement. 

4. An amendment to the basic law should be passed, providing 
authority to the Veterans’ Administration to make full contract col- 
lections on all hospitalization insurance by individual veterans hos- 
pitalized for non-service-connected disabilities. In this connection, 
we are reliably informed that some hospitalization insurance companies 
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refuse to make such payments. However, we are also informed that 
the Veterans’ Administration has collected a sizable sum of money 
through this medium. 

5. Nonemergency general medical and surgical cases should be 
carefully investigated to determine actual need prior to the time of 
admission. Such need investigation might be predicated on income 
as compared to an estimated period of time a man would be in a 
hospital. Such income limitations should, of course, be much broader 
than those now existent for pension programs. AMVETS cannot 
say, at this time, that they would definitely support such a proposal, 
but we do advocate that the possibilities be explored. 

6. Nonemergency cases should be investigated as to hospitalization 
insurance, prior to eligibility determination. 

7. Severe penalties should be provided for those individuals who 
knowingly make false statements as to their economic position in 
order to obtain non-service-connected hospitalization. 

8. Without going into extensive thought on the matter, we feel, in 
answer to your inquiry, that a report from a credit office might prove 
highly discriminatory in determination of eligibility for non-service- 
connected hospitalization. For this reason, unless compelling argu- 
ments can be made to the contrary, we would not approve this 
suggestion. 

This letter is necessarily general in nature. However, we will 
continue to give the matter study in the hope that specific recom- 
mendations might be made to you. As a general overall proposi- 
tion, we once again recommend that the entire subject of non-service- 
connected hospitalization be investigated by your subcommittee. 

We deeply appreciate your courtesy in allowing us to comment on 
this question. If you decide to hold hearings on the matter we would, 
of course, like to appear to go into this subject further. 

Very truly yours, 
Rurvus H. Wixson, 
National Legislative Director. 


VETERANS’ ADMINISTRATION, 
Washington 25, D. C., April 20, 1988. 
Hon. Bernarp W. KR®arney, 
Chairman, Subcommittee on Hospitals, 
Committee on Veterans’ Affairs, House of Representatives, 
Washington 25, D. C. 
(Attention Mr. Karl Standish, Chief Clerk.) 


Dear Mr. Kearney: This has reference to your letter dated 
April 7, 1953, requesting a report regarding collection of hospital 
insurance by the Veterans’ Administration and referring to a news 
dispatch in regard thereto. 

The enclosed memorandum from the Solicitor to the Administrator 
covers the subject in detail, particularly as to the legal aspects in 
which you are interested. 

Very truly yours, 
G. H. Brrpsatt, 
Assistant Administrator for Legislation. 


— 


a nt heen, a a on 
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Aprit 15, 1953. 


ALLEGED Farture or VA To Couiect Amounts FoR Wuicu INsuRANCE Com- 
PANIES ARE LIABLE FOR TREATMENT RENDERED VETERANS IN VA HoOspPITALS 


To the ADMINISTRATOR: 


1. This memorandum is addressed to you in the light of the assumption and 
statements made in letter addressed to you on April 7, 1953, by Marshall E. Miller, 
national commander, AMVETS, with a view to affording an accurate factual 
statement of the situation and at the same time a partial understanding of at 
least some of the legal principles involved. 

2. In his letter the commander refers to an Associated Press story to the effect 
that “the Veterans’ Administration loses over $3,500,000 annually because of its 
inability to collect from certain hospital insurance companies for treatment 
rendered veterans in VA hospitals” and he suggests, as a remedy, that you take 
up with the governors of the several States, as well as the directors of insurance in 
the States, the question of compelling “corporations issuing hospital insurance 
policies to delete therefrom any clauses or provisions designed to relieve them of 
liability” for the expenses of such hospitalization. Finally, he requests a list of all 
insurance ee which have “sought to evade their contractual obligations” 
which list he desires for the purpose of advising all members of the AMVETS to 
reexamine their insurance policies with a view to preventing ‘a fraud upon the 
American taxpayers.”’ 

3. The figures quoted in the press story apparently were taken from information 
supplied the Comptroller General by the VA and contained in the report of the 
Comptroller General to the chairman, Committee on Veterans Affairs, House of 
Representatives, which showed that for the first half of the fiscal year, 1952, VA 
hospitals had prepared statements of charges in 11,842 cases amounting in total 
to $4,913,390.51 and had collected from insurers a total of $1,265,564.86. It 
seems that. some have assumed that the difference between these figures represents 
liabilities of insurance companies which they refuse to pay. That this is not a 
fact may, I think, be readily demonstrated. In fact there is no significance 
whatever in the amounts, and no relationship between them. 

4. Because of the procedure necessarily followed by the VA, there is no direct 
relationship between the amount billed and the amount collectible, or indeed the 
amount, if any, that ought to be collected in any particular case. Under the 
regulations which have been in effect for many years each veteran or other person 
admitted to a VA hospital for a non-service-connected disability is asked whether 
he has any insurance, or was injured under circumstances possibly resulting in 
liability on a third party, under workmen’s compensation statutes or otherwise. 
In the event of an affirmative answer he is requested to execute an assignment in 
favor of the VA. Obviously, neither the patient nor the admitting officer, nor 
the finance officer of the hospital, can know at that time whether there exists a 
statutory, or a tort liability; or liability under the terms of an insurance policy or 
policies held if any. Naturally, the policy is not then available. If it were, it 
would not affect the situation, since lawyers are not stationed at the hospital. 
The bills are made on the basis of the administratively prescribed rate for each 
day of hospital care, and for all extra items furnished, and without investigation 
of the facts or law applicable in the particular case. Insurance companies which, 
under their policies, are legally liable, usually make payment either routinely or 
after the matter has been referred to a representative of this office, usually our 
local chief attorney, for collection, upon appropriate explanation. If it is deter- 
mined that the insurance company is not liable, no further efforts to collect are in 
order. Obviously the matter is determinable strictly upon the terms of the in- 
surance policy involved and the facts of the particular case. It is quite erroneous 
to assume that the mere existence of an insurance contract affords an answer as to 
the right to collect. In this field of contract law, as in others, differences of opinion 
as to liability, and the extent thereof, do occur. But in most cases the terms of 
the contract are reasonably clear. 

5. The inquiry is in error also in assuming that it is only with respect to “hospital 
insurance” that the question arises. The quoted term is a loose popular term 
used to identify some ‘prepaid plans of medical or hospital care.’’ It has no 
definite meaning, taken alone. Other types of policies, either individual or group, 
often are the contracts potentially applicable. Some cover third-party liability 
as for injury in automobile and other accidents. Others are “personal accident 
policies.”” Further, there are, under various State workmen’s compensation laws, 
policies covering, within limits, care for certain occupational diseases, as well as 
for injuries. Some such statutes exclude payment to a State or Federal hospital, 
with certain conditional exceptions. 
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6. With respect to the so-called prepaid plans, the VA some 15 or 20 years ago, 
made every effort to secure agreements whereby it could be repaid, at least in 
part, for the hospital care by the VA for non-service-connected disabilities of 
veterans insured under such plans. For reasons which are at once apparent, 
considering the state of the law (38 U. 8. C. 706), it was not legally possible to 
deny hospital care for eligible veterans who signed the required statement. 
This was and is true notwithstanding such persons may have such insurance 
policies; this for the reason, among others, that no such policy in existence then 
or now covers everything which is afforded an eligible veteran under the Federal 
statute in a VA hospital. (Of course, except in emergency or serious long-term 
cases such as TB or NP, such applicants can be placed in a nonpriority status on 
the list.) Some of these companies demurred on the ground that the veteran was 
entitled to the Federal care and to use his prepaid privileges would deprive his 
family and possibly him of such care that might be needed later. (It will be 
borne in mind that practically all policies fix a limit of benefits, either in dollars 
or in hospital time, or both.) They also objected to the length of hospital care in 
VA hospitals which, for reasons readily seen, is generally greater than that in 
private hospitals. The matter was taken up by the VA with the State commis- 
sioners of insurance in some of the States, wherein such corporations were organ- 
ized or did business, but without any tangible results. Probably in few, if any, 
States do the commissioners of insurance, or other officials have any legal right 
to prescribe the terms of policies of insurance. They often do have statutory 
functions with respect to rates. We are not here discussing statutory standard 
fire policies, so-called. Certainly it is most unlikely that any governor has been 
given any such powers. In due course, in the light of experience, the companies 
quite generally changed their insurance contracts so as to expressly exclude from 
coverage any hospital care in a State or Federal hospital; some also mention 
municipal hospitals; some generalize by excluding tax-supported hospitals. 

7. With respect to liability policies, much greater success was and still is 
attained. These policies indemnify the assured, within limits, against loss by 
reason of liability for tort. Other individual or group policies undertake, within 
limits, to pay for expense of medical and hospital care occasioned by accident or 
illness.!_ In the first group fali many of the cases in which assignments are taken, 
that is, emergency cases where the veteran has been injured in an accident, usually 
an automobile accident. Quite obviously the question of liability under such 
policies depends upon establishing that the insured was at fault in causing the 
injury, and the injured person was free of fault. In many cases liability is not 
conceced but must depend upon the result of a proper action filed in a court of 
competent jurisdiction. Many of such cases are compromised, often for a rela- 
tively minimal amount of the total damages claimed, and frequently under cir- 
cumstances which make it impossible for the VA to recover any sum, or more than 
a small token payment. The VA has no legal right to take anything from the 
veteran. The law varies in different States as to recovering from a tort defendant 
the plaintiff's hospital expense, when plaintiff has not paid same. In the second 
of the type of policies mentioned in this paragraph the insurance companies have 
quite generally changed their policies so as to preclude payment to the VA or to 
other tax-supported agencies. This is done in various ways, the means being 
influenced no doubt by supposed sales resistance, and individual choice; rather 
than by purely legal considerations. Some policies are reimbursement policies 
only, that is, they purport to cover only amounts actually paid by the insured. 
The insurer is not liable under such policy because the veteran does not pay the 
VA. In fact the VA has no legal authority to collect from the veteran who signs 
the statutory application. (This of course also precludes collection if the policy 
provides for paying specified amounts to the insured, irrespective of whether and 
to what extent he incurs expense.) Still other policies cover care only in desig- 
nated hospitals, viz, those which admit patients of affiliated physicians. It is 
safe to say that most of the policies currently being written contain one of these, 
or similar, exclusion clauses. There is nothing illegal about this. The parties 
have a right to contract as they please. No State insurance commission or other 
regulatory body, or governor, would have any legal authority to require such 
insurance companies to insure a risk they do not want to insure. 

8. There is still another category of cases, namely, those covered under work- 
men’s compensation laws. Upon proper application and proof by our chief 
attorneys, VA bills for hospital care of the type herein considered, if given in an 
emergency in a case covered by such act, can be and are collected, within the 
limits preseribed by such act. 


1 In general all policies exclude, or limit, liability for NP and TB hospital care. 
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9. It is impracticable to examine the statutes of 48 States to ascertain the 
exact scope of the widely varying regulatory statutes presently existing. Except 
for certain ‘‘compulsory’”’ automobile liability insurance statutes (e. g., Massa- 
chusetts), it probably is correct to say that in every State an insurer is at liberty 
to refuse to contract, and in general to determine the scope of coverage if he does 
contract. Moreover, even when the State statute authorizes certain regulation, 
or a fixing of premium rates, it necessarily is true that the losses suffered will to a 
large extent determine the required rates. To protect the public the insurer 
must be given profitable rates, or insolvency is inevitable if the particular type 
risk is continued. There is a natural and proper effort to provide premiums 
sufficient to carry each particular type of risk, so as to avoid charging other 
types of assured’s for a risk they have not insured, e. g., life premiums ought not 
to be used to pay disability losses, ete. To the extent that potential losses are 
circumscribed, the necessity for higher rates is avoided, or postponed. As a 
matter of economic and industrial history of the United States the experience of 
insurers in the health field has been generally unprofitable. The record in the 
reorganization of several companies active in that field in the past, and which 
got into financial difficulties, demonstrates the reasons for caution as to coverage, 
and the necessity for restrictive coverage if premium rates are to be kept within 
a range that the purchasers of insurance can and will pay. These are simply 
existing facts that must be recognized, irrespective of one’s regret that they 
exist. There is no question of morality involved. The parties, insurer and 
insured, have a right to contract as they please. Either can refuse to contract 
if the terms are not satisfactory. The Government is not a party to the contract 
and does not pay the premium. 

10. Under the circumstances, it is my opinion that the VA is doing everything 
possible and that none of the recommendations of the AMVETS or others who 
have expressed themselves in the matter offer any possibilities which have not 
been heretofore fully explored. Finally, this office knows of no company which 
has refused to pay its uncontroverted liabilities, albeit there are cases wherein 
informed lawyers disagree as to existence of liability, a situation not peculiar to 
insurance contracts. 

Epwarp E. Opom. 


VETERANS’ ADMINISTRATION, 
Orrice or CHrer MEpicat Director, 
Washington, D. C., May 14, 1953. 
Hon. Epira Nourse Rogers, 
House of Representatives, Washington, D. C. 

Dear Mrs. Rocers: For your information, I am enclosing copies of two letters 
that I have dispatched to all Veterans’ Administration field stations in reference 
to the problem of completing the financial statement of the Veterans’ Adminis- 
tration Form 10—-P-10. 

If my recollection serves me correctly, you have a copy of the letter marked 
“Attachment A’’, but I am enclosing another one for your convenience in hav- 
ing both letters immediately available. I have included an extra copy of each in 
the event you wish to make them available to the chairman of your Subcommit- 
tee on Hospitals. 

With kindest personal regards, I am 

Very sincerely yours, 
J. T. Boong, 
Vice Admiral (M. 0.), U. S. Navy, Retired, 
Chief Medical Director. 


ATTACHMENT A 


VETERANS’ ADMINISTRATION, 
OFFICE oF CHIEF MEpIcAL Director, 
Washington, D. C., March 27, .19538. 


Personal and confidential 
To Managers, All Hospitals and Regional Offices, and Area Medical Directors: 
I am deeply concerned over the growing public criticism which is directed at 
the medical-hospital program with reference to the admission of non-service- 
connected cases for hospital and medical care. 
There is widespread misunderstanding, or lack of information, as to the 


entitlement of a veteran to hospital care. To begin with a veteran of a war 
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(including a veteran of the Korean hostilities), a person who was discharged 
from the military or naval service for a disability incurred in line of duty, 
or one who is in receipt of compensation for a service-connected disability, has 
eligibility for such care and treatment if suffering from permanent disabilities, 
tuberculosis or neuropsychiatric ailments and for diseases and injuries, subject 
to limitations prescribed by the Administrator and within the limits of existing 
Veterans’ Administration facilities. 

In addition to the foregoing, a veteran of any war who is in need of hospitali- 
zation and medical care, for other than disabilities mentioned above, but.who is 
unable to provide same at his own expense, may be furnished hospitalization 
(or domiciliary care) if a bed is available in a Veterans’ Administration facil- 
ity. It is with respect to this latter group that most misunderstanding exists. 

Many such veterans believe that they are entitled to hospital care for non- 
service-connected conditions as a matter of legal right because of their war 
veteran status; and that the statutory oath required is not significant. The 
statute reads: 

“* * * any veteran of any war who was discharged under other than dis- 
honorable conditions, suffering from disability, disease, or defect, who is in 
need of hospitalization or domiciliary care and is unable to defray the necessary 
expenses thereof * * * shall be furnished necessary hospitalization or domicil- 
iary care in any Veterans’ Administration facility, within the limitations exist- 
ing in such facilities, irrespective of whether the disability, disease, or defect 
was due to service. The statement under oath of the applicant on such form 
as may be prescribed by the Administrator of Veterans’ Affairs shall be accepted 
as sufficient evidence of inability to defray necessary expenses” (sec. 706, title 
38, U. 8. C.). 

Where the veteran (or his proper representative if veteran is incompetent) 
signs this affidavit, there must be assurance also that he (or his representative) 
has read and understands the penalty clause for fraudulent signing. With the 
execution of the affidavit the liability and responsibility rests upon the veteran. 

The Deputy Administrator, in his all-station letter of August 5, 1952, announc- 
ing the revision of VA form 10—P-10, called to your attention the essentiality 
of all personnel coming in contact with this form to thoroughly understand the 
questions asked and be familiar with its use and purpose. I therefore request 
that you as manager assure yourself that the admission officer, registrar’s office, 
contact officers, information or eligibility clerks, and all of your staff having 
to do with admission of patients perform their duties, in every aspect, informa- 
tively when patients enter a Veterans’ Administration hospital or make applica- 
tion for hospitalization at your station. This will require a continuous program 
of education of staff members including residents and interns in our affiliated 
hospitals. 

1 also request that in your contacts with the general public, especially veterans’ 
organizations and medical societies on the local and State level, you endeavor 
to explain the basis on which non-service-connected patients are accepted in our 
hospitals. We, as officials of the United States Government, as well as all other 
citizens, have an obligation to both the veteran and the Federal Government to 
see that the privileges granted by the Congress to veterans are administered in 
strict conformity to the expressed will of the Congress. 

This is a serious problem which requires very tactful handling in order that 
no one gains the impression that the Veterans’ Administration is doing other than 
earrying out its mission in justly administering benefits to veterans in their and 
the public interests in accordance with the letter and intent of existing laws. I 
believe that carefully transmitted information on this subject would materially 
tend to eliminate charges of “chiseling” and admissions under suspected or alleged 
fraudulent circumstances. 

Managers will report to the Administrator, through the Chief Medical Director, 
any and all cases in which facts come to their attention which clearly indicate 
the statement as to inability to defray expenses of hospitalization is false. Prior 
to submission of such cases, managers should confer with or refer the matter to 
the chief attorney for his comment. However, no investigation is to be conducted 
in these cases by either the chief attorney or the manager. The complete report 
will then be forwarded by the manager and will include all facts which have come 
to his attention. 

I request that you advise me as to what steps you have taken to be assured 
that every measure is instituted and applied by you for the protection of the 
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Government and the legal entitlement of the patient in the hospitalization of 
non-service-connected cases. 
J. T. Boone, 
Vice Admiral (M.C.), U.S. Navy, Retired, 
Chief Medical Director. 


ATTACHMENT B 


VETERANS’ ADMINISTRATION, 
OFFICE OF CHIEF MEDICAL DrREcTOR, 
Washington 25, D. 0., May 8, 1953. 
To Managers, All Hospitals, Regional Offices, and Area Medical Directors: 

1. In my personal and confidential letter dated March 27, 1953, concerning 
public criticism directed at the admission of patients for treatment of non- 
service-connected diseases or injuries with particular reference to the sworn 
statement of inability to defray the expense thereof, you were requested to 
advise me what steps you have taken to be assured that every measure is insti- 
tuted and applied by you for the protection of the Government and the applicant. 
In response to this letter, each of you has assured me that our policy and pro- 
cedures in this matter were understood by all responsible employees under your 
direction and that, on the whole, appropriate action was being taken to insure 
observance of current directives in this matter. Each reply has been very care- 
fully analyzed. On the whole, I am satisfied with the expressions of compliance 
which I have received to date from the field stations. However, some stations, 
although adhering to our policies, raised certain minor questions, the replies to 
which may be of informational value to all the other stations. Accordingly, 
listed hereunder are representative questions raised by certain stations, followed 
by appropriate comments thereon. 

Question 1. Over 60 percent of applications for hospitalization are prepared 
by other than VA personnel. Should the VA personnel handling these applica- 
tions assure themselves that the veteran has read and understood the penalty 
clause for fraudulent signing? Should any other action be taken with reference 
to this type of application? 

Comment: Normally, completion of the “oath,” item 31 of VA Form 10-P-10, 
by non-VA personnel, is acceptable; nevertheless, in order to comply with the 
intent of the Administrator’s letter of August 5, 1952, and change 3 to TB 
10OA—289, it is necessary that VA personnel review this item with the applicant. 
Accordingly, in all instances in which the oath on VA Form 10—P-10 has been 
completed by non-VA personnel, items 27 through 31 will be reviewed with the 
applicant at such time as he reports in person if his physical and mental condition 
permits. The VA employee responsible for conducting the review of these items 
with the applicant will assure himself that the questions, answers, and the 
warning clause are read by or to the applicant. In cases of mentally incompetent 
applicants, these items will be reviewed, if feasible, with the person signing the 
application for the veteran, as appropriate. 

Question 2. Whether the present directive (TB 10A-289, November 26, 1951, 
item 28), relating to veterans who have been discharged from service for a 
disability incurred in line of duty, or who are receiving disability compensation, 
is proper in exempting such veterans from answering question No. 28 of VA 
Form 10-P-10 when applying for hospital treatment for a condition unrelated 
to their service-connected disability. 

Comment: Item 28 of TB 10A—289, exempting veterans discharged from service 
for disability incurred in line of duty, or who are receiving disability compensa- 
tion, from answering question No. 28 of VA Form 10—-P-10 when applying for 
hospital treatment for a nonservice-connected condition is proper. This exemp- 
tion is based on the language found in VA Regulation 6047 (C) (1). This regu- 
lation does not require a statement under oath from applicants : 

“* * * who were discharged or released from active military or naval service 
under other than dishonorable conditions for disability incurred or aggravated in 
line of duty, or who are in receipt of compensation for service-connected or serv- 
ice-aggravated disability, when suffering from non-service-connected diseases or 
injuries requiring hospitalization. See also subparagraphs (B) (1), (a), (b), 
(c), which apply here. * * *.” 

In view of the foregoing, veterans determined to be eligible for hospitalization 
under the above-quoted regulation will not ‘be requested to complete item 28 of 
VA Form 10—-P-10. 
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Question 3. It is my belief that unless Central Office can establish some 
standard guide as to what constitutes ability to pay for hospitalization and 
approved procedure whereby a VA employee can determine an applicant’s finan- 
cial status, we have no alternative but to accept the applicant’s sworn statement 
regarding ability to pay for hospitalization. 

Comment: Although this office is in accord with that portion of the above 
statement to the effect that we will accept the applicant’s sworn statement re- 
garding ability to pay for hospitalization, the opinion expressed on this matter 
on page 4 of my statement on November 29, 1951, is applicable, the pertinent 
portion of which reads as follows: 

“* * * the unambiguous language included in the law that the ‘statement under 
oath * * * shall be accepted as sufficient evidence of inability to defray ex- 
penses,’ precludes the establishment * * * of a means test as to the ability of 
the veteran to pay * * * so long as he complies with the foregoing requirements.” 

Notwithstanding this statement, if it can be determined that the veteran's 
statement in this connection was fraudulent or false, the individual may pos- 
sibly be subject to criminal action, a matter not within the jurisdiction of the VA 
Therefore, in keeping with my comments in the last paragraph of page 2 of my 
letter of March 27, 1953, managers are requested to report to the Administrator, 
through my office, any and all cases in which facts come to their attention which 
clearly indicate that the statement as to inability to defray cost of hospitaliza- 
tion is false. Prior to the submission of such cases, managers should confer 
with or refer the matter to the chief attorney for his comment. However, no 
investigation is to be conducted in these cases by the manager. In this connec- 
tion, under date of March 31, 1953, the Solicitor advised chief attorneys, all 
regional offices, as follows: 

“The function of the chief attorney in this matter is to advise the manager 
as to whether the material on which he proposes to predicate his conclusion 
that the facts ‘clearly indicate’ (not necessarily establish—note the word is 
‘indicate’) that the statement on the form 10—-P-10 by the applicant as to his 
inability to defray the expenses of hospitalization is false, is sufficient to justify 
such a conclusion. Neither the manager nor the chief attorney will conduct an 
investigation to ascertain the truth or falsity of the statements on which the 
conclusion as to clear indication of falsity is predicated, inasmuch as the stat- 
ute, Public Law 312, 74th Congress (38 U. 8. C. 706), provides that the state- 
ment under oath of the applicant on such form as may be prescribed by the Ad- 
ministrator of Veterans’ Affairs shall be accepted as sufficient evidence of in- 
ability to defray necessary expenses. It is contemplated that the manager will 
forward the complete report, including the comment of the chief attorney to 
eentral office.” 

Question 4. We are concerned as to whether a non-service-connected veteran 
who indicates that he has hospitalization insurance is by this fact able to pay 
the cost of hospitalization. 

Comment: The answer to this question may be found in TB 10A-289, item ff, 
page 4, reading as follows: 

“Membership in a union, fraternal organization, group hospitalization, or in- 
surance plan or policy, etc., does not in and of itself necessitate an affirmative 
answer to item 27 (VA Form 10—-P-10) nor does it indicate that the applicant is 
financially able to defray the cost of hospitalization. 

Again, in my statement of November 29, 1951, on this subject, on page 4, the 
following was stated: 

“It is true that many persons with some means, some of which means may 
consist of a chose in action such as an insurance policy, against the insurer, 
ean and do truthfully state that they are unable to pay for the required hospital 
care.” 

In view of these quotations, there should be no hesitancy in accepting the 
veteran’s statement under oath of inability to defray the cost of hospitalization, 
even though he indicates that he has some form of insurance. 

2. In closing, I wish to express my appreciation to all managers for their 
prompt cooperation in submitting a reply to my letter of March 27, 1953. Other 
questions raised by managers that have not been answeréd above and which are 
not for general application will be answered on an individual basis as soon as 


time permits. 
J. T. Boonr, 
Vice Admiral (Marine Corps), United States Navy, Retired, Chief 
Medical Director. 


I a Ler 





HOSPITAL CARE AND OUTPATIENT DENTAL TREATMENT 1697 


LovIsvVILLE, Ky., April 15, 1953. 
Hon. EvirH Nourse Rocers, 
House Office Building, Washington, D. C. 


DEAR CONGRESSWOMAN Rocres: Because of your committee’s interest in the 
subject, We are mailing to you under separate cover, reprints of a series of articles 
dealing with veterans’ medical care which was published in the Louisville Times 
during the week of April 6-10. 

The articles were written by one of our staff reporters, Richard Harwood, who 
is a veteran himself. About 2 months research went into this series. Condensa- 
tions of the stories were carried by the Associated Press and the United Press 
and were widely used by newspapers throughout America. 

I hope the series will prove to be of interest to you. We would like to have 
your comments. 

Sincerely yours, 
Epwarp A, O’NEIr1, 
City Editor, the Louisville Times. 


INSURANCE FirMs Won’r Pay VA Hosprrat Bris 


The author, Richard Harwood, reporter for the Louisville Times, spent 2 months working 
on this series. He is a veteran, with 3 years’ service in the Marines. He was 31 months 
overseas in the Pacific area. Warly in January, the Louisville Times published his 
widely quoted series of articles on deserters and AWOL’s which resulted in prompt 
corrective action by the Army. 


Eprror’s Note.—This is the first of four articles. Dr. H. H. Shoulders, a former 
president of the American Medical Association, has said: “You are prepared to tackle a 
problem of major importance to the present and future of this country. It is the first 
time, in my opinion, that any newspaper has undertaken to reveal the facts.” 

The Tennessee Medical Association, meeting this week in Memphis, has ordered 200 
copies of the Louisville Times rushed to the meetings daily. It has also asked for reprints 
of the entire series for distribution to the house of delegates of the AMA. 


By Richard Harwood, Louisville Times Staff Writer 


American insurance companies and their big group-hospitalization customers 
are getting what amounts to a multimillion dollar yearly subsidy out of Federal 
funds appropriated for veterans hospitals. 

The subsidy is represented by thousands of unpaid hospital bills rendered by 
the Veterans’ Administration in the cases of veterans who own health insurance 
policies, 

Some of America’s biggest insurers—Metropolitan, Prudential, John Hancock, 
Travelers, and Aetna Life to name a few—are among the companies that have 
refused to pay off when their policyholders got treatment at veterans hospitals. 

What happens then is that the Federal Treasury foots the bill and private 
insurance premiums are lowered. 


IS LISTED 


Corporations that presumably benefit from this practice include B. I. duPont 
de Nemours, United States Steel, General Motors, Ford Motors, American 
Tobacco, International Harvester, Reynolds Metals, and scores of others. 

The Veterans’ Administration wound up 1952 with a total of $3,700,000 in 
uncollected bills. If paid, this money would have gone into the United States 
Treasury. 

The insurance companies and corporations that don’t pay off are protected 
from legal action. 

In the first place, attorneys for the Veterans’ Administration for some unex- 
plained reason have been ordered not to sue. And many of the companies are 
protected against legal action in any case through the insertion of exclusion 
clauses into their insurance contracts which bar payments to the VA. 

Yet many of their policyholders continue to go to veterans’ hospitals for 
costly operations and other expensive treatment. 

The insurance companies argue that: 

1, Every bill they can avoid paying tends to keep down the premium cost to 
the compatiies and individuals who buy insurance. Thus, the underwriters 
claim they are doing a service to policyholders. 
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KO CHARGE TO PATIENTS 


2. There is no obligation to pay since veterans’ hospitals are tax-supported and 
patients are charged nothing. 

The Government's attitude is represented by the following statement from 
Adm. Joel T. Boone, chief medical director of the VA. 

“It is inequitable to expect the taxpayers of the United States to bear the 
expense of hospitalization of one who carried insurance * * * and thereby 
relieve the insurer of the responsibility of meeting its contractual obligations.” 

Every unpaid bill of this kind, he said, represents “a form of subsidy to the 
insurer.” 

The actual loss to the Veterans’ Administration on unpaid insurance cases 
is difficult to reckon accurately. An estimated 80 to 90 percent of the patients 
admitted to the Louisville Veterans’ Hospital for short-term treatment of ail- 
ments not connected with their wartime service own health insurance policies 
of some kind. But collections are made on only about one out of four bills. 

The liability of insurance companies, however, is seldom equal to the entire 
cost of a hospital stay. Thus, the total amount of uncollected bills listed by the 
Veterans’ Administration does not represent the money that would actually 
have been collected if all the companies had agreed to pay to the extent of 
their liability. 

On the other hand, the VA doesn’t even bother to send out bills any more to 
companies that have consistently refused to pay in the past. 

Another factor that reduces VA’s net losses is its method of billing. Virtually 
all of its bills contain charges many times in excess of the actual cost of some 
of the services rendered. 

For example, Louisville Veterans’ Hospital charges $9.50 for three laboratory 
tests which actually cost less than 50 cents, according to general hospital esti- 
mates. An 8-cent shot of penicillin is billed at $3.50; a $25 or $50 operation 
may be billed at $200 or more; a routine X-ray that costs the hospital about $1.25 
is billed at $10; a blood transfusion that costs under $2 is billed at $15 or $25. 
Many other examples could be cited. 

Veterans’ Hospital officials here admit with disarming candor that the bills 
they send to insurance companies “have absolutely no relation to cost.” 

“We just charge what the doctors (through the State Medical Association) tell 
us to charge,” they explained. 

The reason for this is that VA policymakers in Washington, since 1951, have 
instructed all hospitals to make their bills conform to a fee schedule drawn up by 
State affiliates of the American Medical Association. If this fee schedule fails 
to cover a particular case, a master fee schedule based on national Medical 
Association rates, is used by the hospital. 

(While the American Medical Association’s State affiliates do provide VA 
with a medical price list, the AMA is opposed to the admission of insured vet- 
erans to veterans’ hospitals. AMA adopted a resolution to this effect at its last 
meeting. ) 

The charge for room and board at a Veterans’ Hospital is not prescribed by 
the medical associations, however. The VA sets this rate, which is currently 
$14.25 all over the Nation. On insurance bills, this charge allegedly covers 
nothing but meals and bed space. 

Yet, Carl Gray, VA Administrator, stated in his annual report for 1952 that 
$14.25 was the average total daily cost of giving care in a VA hospital. That 
would include medicines, laboratory services, dental work, orthopedic appliances, 
doctors’ bills, cigarettes, and so forth—in brief, the whole works. 

Considering the bills rendered by VA as a whole, are they out of line with 
private hospital rates. The answer is a qualified “No.” Private hospitals in 
this area charge almost exactly the same for laboratory services, X-rays, medi- 
cines, and se forth, although VA’s $14.25 daily charge for room and board is 
higher than private hospital rates for a comparable bed. 

Whether any of these charges are actually excessive in relation to the cost of 
specific services is a question the insurance companies seldom raise with VA. 

The underwriters’ arguments against paying VA are based on other grounds. 

For example, Clarence W. Wyatt, a vice president of the John Hancock Insur- 
ance Co. in Boston, told the Louisville Times basic injustices might result if 
the underwriters paid the bills of policyholders treated at veterans’ hospitals. 

Inasmuch as the VA never charges the patient directly, he said, it might be 
possible for an employee to be treated by the Government, then pocket the insur- 
ance check. 
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(Actually, this would be difficult since VA patients are required to waive to 
the Government all claims to insurance benefits.) 


OBLIGATED TO INDUSTRY 


Wyatt's second point was that the insurance companies have an obligation to 
the industries and the corporations that buy group insurance plans to keep the 
premium rate as low as possible. 

Thus, he explained, the insurance companies reduce an industry’s liability by 
refusing to pay the VA. 

As a theoretical example, he said, if 2 or 3 percent of a company’s employees 
were treated at a veterans’ hospital it might result in a 2 or 3 percent saving 
on the group premium. 

Robert Estie, of the Aetna Insurance Co., Hartford, Conn., gave a similar 
answer. 

“The employers who buy our insurance,” he said, “feel that they are taxed 
to support the veterans’ hospitals and see no reason why they should also have 
to pay hospital bills at those hospitals.” 

Junius Hankins, executive vice president of a somewhat smaller company, 
the Mammoth Insurance Co. of Louisville, said flatly that by eliminating pay- 
ments to the VA his firm’s risk factor is reduced and the premiums are less. 


SAYS IT’S COMPLEX BUSINESS 


A couple of companies referred inquiries on the subject to Ralph Heller, vice 
president of the Prudential Insurance Oo. in Newark. Heller is chairman of 
the Health Insurance Council, which is made up of the industry’s representatives, 
and he is ostensibly the industry’s only formal spokesman on the matter of health 
insurance. 

But Heller was reluctant to give a statement. Health insurance, he said, 
is a complex business and policies relating to payments to VA are equally com- 
plex. There is no general agreement, said Heller, among the hundreds of under- 
writers as to what their attitude should be with regard to VA payments. 

Questioned about Prudential practices, Heller replied that his company is in 
the group insurance business and that group contracts ordinarily do not exclude 
payments to VA hospitals. (Actually, many group contracts, including some of 
those written by Prudential, do exclude such payments. ) 

“In other words,” he was asked, “Prudential does pay VA. Is that correct?’ 

“No,” replied Heller, “you can’t say that. We write hundreds of different 
policies. I know what you want. You want a definitive statement. I’m not 
going to give you one.” 

Assuming that it is possible for a company to profit if its employees go to 
VA hospitals, do any companies encourage this practice? 

At least one large Louisville concern concluded that it had done so in the 
hope of reducing its premium costs. Another company—one of the largest in 
Louisville—had 96 employees at the Louisville Veterans’ hospital in a period of 
about a year. Whether these 96 went there of their own choosing or at the 
suggestion of the company has not been learned. 

At any rate, efforts are under way in Washington to straighten out the whole 
situation. 

A report, partly devoted to this problem, but mainly concerned with other 
abuses of the veterans hospital program has just been submitted to Congress. 
It will be summarized in the Louisville Times tomorrow. 


Vererans’ Hosprrars Give AWAY Servicers TO MANy Arie To Pay—CHANGES 
SovecHTt 1n VA LAW To BAR FREE RIDERS AS PATIENTS 


(By Richard Harwood, Louisville Times staff writer) 


Recommendations are now before a congressional subcommittee for significant 
changes in the veterans’ hospital admission law under which it is now possible 
for millionaires to get free care at Government expense. 

The much-abused law now in effect forces the VA to hopitalize any veteran, 
merely on the strength of his statement that in his own opinion he can’t afford 
private medical care. 
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Government attorneys have rules that VA must not question any patient 
about his finances and hospital officials have been given specific instructions to 
that effect. 

The resulting abuses by wealthy veterans have been pinpointed in a brand 
new report by the United States Comptroller General, Lindsay Warren. 


MANY MAKE $5,000 


A slightly garbled reference to the report was made on the floor of Congress 
last week but in the main it has been hitherto unpublished. 

The report includes one cross-section summary of the financial status of 336 
veterans getting free care at Government expense and reveals that well over 
half of them have incomes of more than $5,000 a year and that at least one of 
them is worth between $500,000 and $1 million. A number of others have assets 
ranging from $20,000 to $500,000 plus incomes of up to $50,000 a year. 

Yet all of these veterans went to Government hospitals for the treatment of 
ailments that had no connection with their war service and all of them swore 
under oath they couldn’t afford to pay for private hospitalization. 

These are representative cases, the report asserts, which implies they were 
not loaded cases picked merely to startle. 

The report was submitted by Warren to the House Armed Services Committee 
under the date of March 11, 1953. It suggests significant changes in the hospital- 
ization law to prevent the recurrence of such abuses. 

The study was made by the investigating branch of the General Accounting 
Office and covered conditions found at 46 veterans’ hospitals, including the one 
at Louisville, 


TAKE TWO-THIRDS OF BUDGET 


Overall, the investigators found that two-thirds of all veterans hospital beds 
are occupied by patients with non-service-connected disabilities and they absorb 
about two-thirds of the VA’s medical budget. (It should be noted, however, that 
a large proportion of these patients are tuberculars, mental cases, and chron- 
ically ill veterans. ) 

Nonetheless, it is obvious, Warren wrote to the congressional committee, that 
many veterans who swear they are unable to pay for hospital care are, in ac- 
tuality, ‘fully able to pay for their hospitalization and others who are able to 
pay in part.” 

Of the 336, “representative cases” reported by the investigators, every one of 
them had an income of more than $4,000 a year; 76 had incomes of up to $6,000; 
49, up to $7,000; 31, up to $8,000; 20 up to $9,000; 11, up to $10,000, and 26 
had incomes of between $10,000 and $50,000 a year. And 25 of these same 
patients had rea) property and other tangible assets worth between $20,000 
and $1 million, 


STATEMENT IS ENOUGH 


These abuses, said the study group, can be traced to loopholes in the law gov- 
erning the admission of veterans’ hospital patients. The main fault is “the 
unqualified acceptance (by the VA) * * * of the statement of the veteran under 
oath as sufficient evidence of his inability to defray the necessary expenses of 
hospitalization.” 

Dr. Paul Hawley, former chief medical director of the VA pointed up the 
problem, when he testified before Congress that: 

“Under the present law you cannot even question the signature of a veteran 
on his * * * application and it is not unusual for veterans to sign (an applica- 
tion) * * * and come in for treatment, and deposit for safekeeping in the hos- 
pital, bonds and securities for $5,000 or $6,000. And there have been, in the 
last few years, veterans dying with non-service-connected conditions, and leaving 
estates of as much as half a million dollars.” 

Gen. Omar Bradley, former VA Administrator, gave similar testimony: 

“Men with considerable income sign that statement (of inability to pay),” 
he said. “I think the origina: intention (of Congress) was to take care of the 
indigent cases, but it has gone beyond that and there is now pressure on us 
to even do away with that statement (of indigency) * * *.” 


en a aed 
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CAN’T QUESTION PATIENTS 


Lewis Cook, assistant manager of the Louisville Veterans’ Hospital, explained 
that an incoming patient is asked merely to state whether, in his own opinion, 
he can afford to pay for hospitalization. If the answer is “No,” the VA must ad- 
mit the patient, Cook said, even if he is known to be a $100,000 a year corporation 
executive. Moreover, Cook said, hospital officials have been specifically in- 
structed not to question any patients about their finances. 

The Warren report recommends that this practice be changed : 

“The [Armed Services] committee may wish to consider the desirability (of 
an amendment to the law) * * * to guarantee that such facilities as are avail- 
able for care of indigent veterans are not utilized by veterans * * * able to pay 
for private hospitalization. In the interests of reducing to some extent the in- 
creasing cost of the hospitalization program, you may also wish to consider 
(an) amendment * * * to permit those veterans who may be unable to pay 
the full cost of needed hospitalization to pay therefor to the extent of their 
ability.” 

Abuses of the current “inability to pay” regulation occur most frequently 
among patients who enter the hospital for general medical or surgical care and 
who remain for 90 days or less, the study group reported. The Government cur- 
rently is spending about $72,500,000 a year on patients in this category. 

The report also called attention to the fact that veteran and military hospitals 
keep patients much longer than private hospitals, a practice that greatly 
increases expense. 


KEEP EIGHT DAYS 


For example, the study showed that a patient spends on the average only a 
day and a half in a private hospital when he has his tonsils removed. But in 
a veterans’ hospital, the patient is kept 8 days on the average for the same 
operation, and in Army hospitals, he is kept 16 days. 

A patient averages 8 days in a private hospital for an appendectomy. In a 
veterans’ hospital it’s 11 days. 

A patient averages 7 days in a private hospital for a hemorrhoid operation. 
It’s 16 days in a veterans’ hospital. 

The Government hospital figures are higher partly because patients ordi- 
narily are given convalescent care, which in civilian life is given at home, the 
report states. 


INELIGIBLES GET CARE 


The findings of the General Accounting Office bore out to some extent the 
allegations of private medical and hospital organizations that Government med- 
ical care is expensive and that many ineligible patients obtain free care from 
the Government. 

The American Medical Association, in particular, has been concerned with 
this problem for several years but since 1949 has withheld criticism of the 
veterans’ medicine program. Efforts by certain members of the association to 
urge Congress to pass reform legislation have been defeated consistently since 
1949 by the AMA’s leadership. 

The story of this fight within the AMA is a revealing chapter in the history 
of the world’s largest doctors’ organization. 


Dip THry BARTER ON TRUMAN PLAN?—LINK Doctors AND LEGION To “DEAL” ON 
VETERANS’ Hosprrat PRoGRAM 


(By Richard Harwood, Louisville Times staff writer) 


The American Medical Association, for 25 years the bitterest critic of free 
medical care for veterans with illnesses not related to their military service, 
today maintains public silence on an expanding veterans-hospitalization program. 

Inwardly, however, a battle hus raged in the AMA since 1949, over the problem. 
The battle is still on. 

Up until that year the AMA was calling for strict limitations. In 1949 the 
official silence fell. Leading medical men since have charged AMA leaders are 
operating in collusion with the American Legion to suppress criticisms of the 


VA hospital program. 
36102—53——-5 
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AIRING DEMANDED 


One former AMA president has demanded to know if a secret deal has not 
existed between the leaders of the two organizations. 

The secret deal presumably called for the Legion to oppose former President 
Truman’s health program, which the doctors called “socialized medicine.” In 
return the AMA is charged with stopping its traditional criticism of the veterans’ 
hospital program. 

It was at the AMA’s fall meeting in 1948 in St. Louis that the medical group 
announced its plan to assess each of its members $25 to oppose the Government 
program. 

In December 1948 the AMA employed the public relations firm of Clem Whitaker 
and Leone Baxter. In February 1949 the AMA announced what it called a $3 
million crusade against socialized medicine. 


DENVER BATTLE RECALLED 


Also in 1949 the AMA secretary-managership changed hands, the American 
Legion came out against the Truman proposal, and at every AMA session since, 
proposals to curtail the VA hospital program have been voted down or killed in 
committee, 

The most recent floor battle took place 4 months ago at the AMA session in 
Denver. 

A committee chosen by the trustees of the AMA presented a set of sweeping 
recommendations for changes in the VA setup. These were tabled, with the 
committee’s consent, after a National Legion official yoiced his objections. 

A former chairman of the American Hospital Association's committee on vet- 
erans’ hospitals, A. E. Hardgrove, of Louisville, says that it is his understanding 
that the AMA’s top officials have kept silent on the VA program in exchange for 
the Legion’s active support in the fight against former President Truman’s com- 
pulsory health insurance proposal. Hardgrove is administrator of the Norton 
Memorial Infirmary. 

Referring to the tabling of the trustees’ report at Denver, Hardgrove said 
he had been informed that: 

“They (the trustees) felt their hands were tied because of the previous agree- 
ment with the American Legion.” 

He went on to explain that “the AMA was worried about the Truman plan and 
felt that they had to have the Legion’s support to beat it. They made a deal 
and so the AMA withheld its criticism of VA.” 

Dr. Harrison H. Shoulders, of Nashville, Tenn., president of the AMA in 1947 
and for 9 years speaker of its house of delegates, believes the actions of AMA 
officers since 1949 bear out this suspicion. 


EXPLANATION CALLED FOR 


It was Dr. Shoulders who called on AMA leaders last year to give an expla- 
nation of their inaction on the VA problem and to state whether an agreement 
with the Legion existed. 

Dr. George F. Lull, the AMA’s secretary-manager, the successor to the ousted 
Pr. Morris Fishbein, denies that he is a party to any agreement with the Legion 
and snvs he doubts that such an agreement was ever made. Dr. Lull for 8 years 
has been a member of the Legion’s medical advisory committee. He took the 
AMA office in 1949. 

Ir. Shoulders maintains that every positive proposal put forward by AMA 
mem ers on the VA program has been muzzled since 1949. 

“Instead,” he says, “the AMA’s trustees have lined up with the Legion in lobby- 
ing against the adoption of Hoover Commission recommendations affecting 
the VA.” 

ISSUED STRONG STATEMENT 


In a formal statement, issued in 1952, Dr. Shoulders and three associates said: 

“The board of trustees did appear before a congressional committee to oppose 
legislation to implement the recommendations of the Hoover Commission on this 
subject—and did not appear to oppose legislation appropriating $350 million for 
additional VA hospitals. It is common knowledge that powerful forces are 
joined in an effort to preserve and expand the present VA program of hospital 
care.” 
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This statement went on to ask: “Has the present leadership of the AMA joined 
these forces? * * * Shall this leadership fight against the enactment of a com- 
pulsory health insurance law and for a system of Government medicine patterned 
after the VA program? Who has authorized such a policy?” 

“Does the house of delegates,” asked the statement, “still make the policies 
of AMA, or does a small group of leaders make them? * * * If basic principles 
are to be subordinated to political expediency, then be frank about it.” 










HOSTILITY DATES TO 1925 











Traditional AMA hostility to unlimited medical care for veterans goes back 
to 1925 when the board of trustees termed the Veterans Act as “communistic 
medicine in its most militant form, endeavoring to edge its way into American life 
under the cloak of patriotism.” 

Year after year the AMA voted to oppose the Veterans Act to “do away with 
free medical and surgical services and care for all veterans except those whose 
disabilities have been caused by war service * * * or at least restrict (these 
services) to those veterans unable to pay for the same.” 

In 1931 Dr. Shoulders proposed that the Government purchase prepaid medical 
insurance, renewable annually, for veterans with non-service-connected dis- 
abilities who were unable to pay for private care. The proposal was approved 
by the AMA’s house of delegates. 

The American Legion asked for a meeting with Dr. Shoulders and other AMA 
leaders. This meeting was held in Indianapolis. Some agreements were 
reached. 



















“THEY WERE NEVER PUBLISHED” 









Dr. Shoulders says: “They were verbal agreements. They were never pub- 
lished. In general, they were to the effect that if the AMA did not urge the 
passage of the legislation proposed in the resolution, the American Legion would 
not press for the creation of any more general medical and surgical hospitals.” 

“As a result of these agreements,” said Dr. Shoulders, “no more new general 
medical and surgical hospitals were begun until after World War II, It was kept 
until a new leadership took charge of the American Legion.” 

Thus from 1946 through 1948 the AMA renewed its criticism of the expanding 
VA hospital program. In 1948 the AMA asked Congress to tighten the laws 
governing the admission of non-service-connected cases and asked for a definite 
ceiling of 140,000 beds for VA. 















1949 WAS A BUSY YEAR 










In July 1949, the national Legion magazine published an article by Perry 
Brown, then national commander. Brown criticized the AMA and the American 
Hospital Association for their attacks on the VA program. In the same article 
he said conferences were under way with officials of the two medical organiza- 
tions in an effort to settle the ('spute, 

In June of that year the AMA bad received the Shoulders proposal again and 
had referred it to the trustees. 

In September Dr. Lull took over the AMA office. In October the Legion went 
on reeord against the Truman proposal. In December the AMA meeting again 
decided to take no action on the Shovlders proposal, The Legion said no more 
about the AMA, The AMA said nothing publicly about the VA. 
















LEGION MEN ON PROGRAM 





The internal battle in AMA has continued, however, and meetings of the AMA 
have featured national Legion officials. 

In December 1951, National Commander Donald Wilson of the Legion appeared 
before the AMA’s Los Angeles sessions to oppose the Hoover Commission report 
advocating the consolidation of all Federal health services into a single admin- 
istrative unit. 

In March 1952 the AMA’s trustees went to Washington to testify against the 
Hoover plan. 

Meanwhile, a trustees’ committee had been put to work to weigh the repeated 
proposals for curtailment of free care for veterans with non-service-connected 
disabilities. 
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NEW LEGISLATION ASKED 


This committee presented its “Survey of Federal Medical Service” to the 
December 1952 meeting of the house of delegates. 

The report called for new legislation by Congress to limit free hospital care 
for veterans. Eligibility, under the report, would have been restricted to: 

1. “Veterans * * * whose disabilities or diseases are service-incurred or 
aggravated.” 

2. “Veterans with wartime service suffering from tuberculosis or psychiatric 
or neurological disorders of non-service-connected origin who are unable to defray 
the expenses of necessary hospitalization.” 


TIE “NEVER MORE VITAL” 


Before the meeting took up the report, Dr. Norman R. Booker, of the Legion’s 
national rehabilitation commission, appeared and said: “The mutual cooperation 
between the AMA and the Legion over the years has never been more vital to 
both organizations than it has been in the past year and than it is at this 
moment.” 

Booker added that “we think the present law should stand without the dan- 
gerous procedure of tampering with it in the Congress.” 

Two days later, the AMA tabled the section of the trustees’ report dealing 
with the VA. It was announced that the committee concurred that “it would 
be ill-advised to attempt to change Public Law 312” until after further discus- 
sions with “veterans’ organizations” and other groups. 


A NatTionaL DitemMA—How Far Is Unitep States Duty To MEN WHO SErvED? 


(By Richard Harwood, Louisville Times staff writer) 


The struggle within the American Medical Association over the rights of 
ex-servicemen to free hospital care reflects a national dilemma which the present 
Congress may be asked to resolve. 

In essence, the question reduces to this: 

To what extent are the American people obligated to men and women who 
perform military service? 

Congress has wrestled for years with the problem which has grown as the 
veteran population has grown. Today there are approximately 20 million living 
ex-servicemen and women. 


A MAJOR PROBLEM 


Providing for the health needs of this group is a major problem in itself. 

Different interest groups have advanced different solutions. On the one hand, 
the veterans’ organizations—of which the American Legion is the most powerful— 
have supported increasing medical benefits, without regard to whether a veteran’s 
illness is related to his military service. 

A former national commander of the Legion, Hanford MacNider, expressed the 
Legion’s position in this way: 

“It is the spirit that prompted a man to enter the service that counts in the 
American Legion, not the circumstances that followed his enlistment and over 
which he had little control. There can be no distinction between men who have 
offered their life to their country.” 


WANTED UNLIMITED CARE 


Other groups, including the American Medical Association until recent years, 
have insisted that the Government is obligated to provide unlimited care to 
veterans who were hurt or wounded during their military service. And the AMA 
has been willing for the Federal Government to treat all veterans suffering from 
tuberculosis and mental illness. ; 

But the AMA—up until 1949—publicly opposed the use of veterans’ hospitals 
by ex-servicemen whose illnesses have no connection with their military service. 

Until the present, however, the thinking of the veterans’ groups has prevailed. 
This has come about under legislation known as Public Law 312 which permits 
any veteran to enter a veterans’ hospital solely on the strength of his statement 
that, in his own opinion, he cannot afford private hospitalization. 
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The result has been that VA hospital beds have been kept filled and waiting 
lists of applicants have built up. This situation has brought demands from the 
Legion and other veterans’ organizations that more hospitals be built. As these 
new hospitals are filled, more hyspitals are sought. 

The effect of this cycle has been that VA expanded its hospital system from 71 
hospitals and 40,213 beds in 1933 to 154 hospitals and 116,986 beds at the present 
time. Additional hospitals are under construction to bring the total beds to 
130,000 in the near future. 

Separate studies by the AMA and the United States General Accounting Office 
show that two-thirds of these beds are occupied by veterans whose illnesses are 
not service connected. That figure however, includes tuberculars and mental 
cases. 


COSTS 700 MILLION A YEAR 


The General Accounting Office commented in a recent report: * * * it appears 
that the service-connected patient load in 1951 was less than the total number 
of hospital beds available in 1933.” 

The total cost of the veterans’ medical program—excluding construction 
funds—is in the neighborhood of $700 million a year, better than 10 percent 
of the current annual appropriation of about $6 billion for veterans’ benefits of 
all kinds. 

It has been brought out on a number of occasions that many veterans getting 
free hospital care are quite able to pay for that care in private hospitals. The 
GAO study reemphasized this point. 

Many patients being admitted to VA hospitals own private hospital insurance 
but the VA has encountered great difficulty in collecting from insurance companies, 

Collections on these cases would reduce the taxpayers’ burden, the VA claims, 
but the underwriters still pay off only in less than 1 out of 4 cases. 

The Legion has been the main opponent to tightening VA’s admission policies 
and at its 1952 convention rejected a resolution calling for reconsideration of 
the present law. 

The AMA sought changes in the law for years but since 1949 has not officially 
expressed itself on the matter. Some medical men have charged that AMA’s 
4-year silence on the issue was part of a private agreement between AMA and 
Legion Officials. An internal struggle within the AMA on this issue was cul- 
minated last December when a report by a trustees committee, urging that the 
law be changed, was tabled after a national Legion official expressed opposition 
to the proposal. 

THE TENNESSEE PLAN 


As a substitute for the present VA medical program, some AMA members 
have proposed that VA hospitals discontinue the treatment of indigent veterans 
with nonservice-connected ailments. 

Instead, according to the proposal, these veterans should be treated in private 
hospitals by private doctors. The cost of such care would be met with prepaid 
health insurance which the Government would issue to veterans who could 
qualify on grounds of indigency. 

A veterans’ eligibility would be determined by Congress on the basis of his 
income-tax return. Eligible veterans would get Government checks to buy the 
insurance from private companies and the checks would be cashed for no other 
purpose. The veteran's eligibility would be reviewed annually. 


ADVANCED FIRST IN 1931 


This proposal, known as the Tennessee plan, was advanced first in 1981 by 
Dr. Harrison H. Shoulders, of Nashville, Tenn., a past president of the AMA and 
for 9 years speaker of its house of delegates. 

The Tennessee plan was adopted by the AMA’s house of delegates in 1931 but 
was never implemented by Congress. 

Since World War ITI, Shoulders has again sought AMA support of the plan, but 
each time it has been introduced it has been killed in committee. 

Shoulders has charged that the plan’s defeat can be traced to the desire of 
AMA’s leaders not to offend the Legion and to the opposition of “some physicians 
who are paid from $25 to $50 per visit to VA hospitals.” 
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CLAIMS FOUR ADVANTAGES 


He claims for the plan these advantages: 

1. That it would effectively eliminate costly abuses of the present VA program, 
particularly the admission to VA hospitals of veterans able to pay for private care. 

2. That savings from the reduction in the patient load at VA hospitals would 
more than offset the cost of the insurance premiums to the Government. 

3. That it would eliminate the need for new VA hospitals and at the same 
time contribute to the financial stability of private hospitals, particularly new 
hospitals built in recent years with Hill-Burton funds. 

4. That it would put the AMA on record with a constructive answer to a major 
national health problem. 


LULL ISSUES STATEMENT 


Late yesterday, Dr. George Lull, secretary-treasurer of the AMA, issued the 
following statement : 

“Many different plans for resolving this problem have been proposed before 
our policymaking body, the house of delegates. Dr. Harrison Shoulders has 
sponsored various plans before the house of delegates relative to insurance for 
hospitalization of veterans with non-service-connected disabilities. They have 
repeatedly been rejected in recent years by the house on the basis that they would, 
in effect, stimulate a further expansion of the VA program.” 

This plan is now being considered by members of the House Armed Services 
Committee. Other suggestions almost certainly will be advanced. And the com- 
mittee’s recommendations may have important bearing for years to come on the 
availability of free medical care to 20 million veterans. 


MEDICAL EPrrrion Says: “AMA-L&GION DEAL Is WELL KNowN TO Doctors” 
3y Richard Harwood, Louisville Times Staff Writer 


A Washington medical editor today said it “is pretty well known in medical 
circles that the American Legion and the American Medical Association have 
been in collusion for 3 or 4 years.” 

The editor, Gerald B. Gross, who issues the Washington Report on the Medical 
Sciences, added: 

“T’ve made that statement in my newsletter on several occasions and I have 
never heard any complaint from either the AMA or the Legion.” Gross’ news- 
letter is distributed to many State affiliates of the AMA, and he said the Legion 
also is among the subscribers. 

Gross went on to say: “It has been a tacit, informal agreement, which does 
exist, and which has never been disputed by either organization.” 

(Both the AMA and the Legion made denials earlier this week after publica- 
tion of such statements in the Louisville Times.) 


NO REPUDIATION : SHOULDERS 


Gross went on to say that the AMA lobbied against the Hoover Commission 
recommendations on Federal medical services “at the insistence of the Legion.” 

Late yesterday Dr. Harrison H. Shoulders, of Nashville, Tenn., the former 
president of the AMA, who was quoted by the Times on the extent of the veterans’ 
program, issued a statement saying that while he personally had no direct knowl- 
edge of such an agreement, “I have heard repeated rumors to the effect.” 

Today, in Nashville, Dr. Shoulders issued a short additional statement. It 
read: 

“I did not intend in my statement yesterday to repudiate in any way the Louis- 
ville Times’ story. 

“I merely stated that I did not personally have proof or personal knowledge 
that this agreement was made. But I am not saying that the deal was not made.” 


[Editorial from the Courier-Journal, of Thursday, April 9, 1953] 
Wuere Doers PrincrpaAL Pnp AND SOCIALIZED MEDICINE BEGIN? 


Articles now running in the Louisville Times on the veterans hospital program 
and its abuses hold evidence of a cynical] alliance between two powerful vested 
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interests. Richard Harwood, who wrote them, is convincing as he lays these 
points on the line: 

1, Organized medicine, as represented by the American Medical Association, 
has since 1949 refrained from pressing for reforms in the veterans medical pro- 
gram which previously it had demanded. 

(It was in this year that the AMA assessed its members $25 each and launched 
its aggressive campaign against public-health insurance. ) 

2. Organized veterans, represented by the American Legion, have since then 
been carrying the banner against “socialized medicine,” to pick up the AMA 
epithet. 

(And this, although the veterans’ hospital program, with its provision for 
treatment of non-service-connected disabilities, is the ultimate refinement of 
state medicine—or, as the doctors put it, “socialized medicine.” ) 

3. The two groups have lobbied against recommendations by the Hoover Com- 
mission which would have shaken the waste and extravagance from Federal 
activities in medical care. 

(A Hoover task force found these activities to be distributed: 61 percent for 
Veterans’ Administration, 20 percent for Armed Forces, 14 percent for Federal 
Security Agency, 5 percent for some 35 other agencies. ) 

There is a point in listing some of the Hoover Commission’s findings before 
going on to Mr. Harwood’s special discoveries. The first give ample support to 
pracically everything in the second. They include: 

More than 40 Federal agencies provide direct medical care for more than 
24 million people, a sixth of the Nation’s population, at cost of nearly $2 billion 
a year. 

Proposed hospital construction (at time of the report, 1949) exceeds $1 billion. 

Four large and many smaller agencies build hospitals which compete for 
scarce personnel. 

Overall planning is lacking. 

Hospital construction costs per bed range between $20,000 and $51,000, in 
contract with $16,000 in private hospitals. 

Large hospitals are being built, although much present capacity is unused. 

Medical manpower is insufficient for existing facilities. The Armed Forces 
cannot recruit enough young physicians. 

Here is a system of duplication and waste that creates a drain on the Public 
Treasury to the extent of hundreds of unnecessary millions. The costs are com- 
pounded because, as the Hoover Commission found, more than two-thirds of the 
cases in VA hospitals have injuries or illnesses not connected with military 
service, 

Mr. Harwood added startling information to all this. He found that the 
veterans hospital system airily brushes off the refusal of insurance companies 
to pay for treatment in a tax-supported hospital. He describes a tongue-in-cheek 
process of phony charges. He assembled details of free medical and hospital 
service for many a veteran who could pay whatever the cost. 

If, as both Mr. Harwood and the Hoover reports calculate, the cost of the vet- 
erans medical program is around $700 million a year, the proportion of costs 
for nonservice-connected illness runs well into the hundreds of millions. For 
years the American Medical Association had opposed public payment of bills 
for unlimited medical care. It did so with consistency and logic. Here, said 
the doctors, was “state medicine,” the entering wedge of socialism. It said so, 
that is, until the fateful year of 1949, when it picked up its most outspoken and 
powerful ally, the Legion. 

What does all this add up to? It is hard to escape a moral conclusion. Organ- 
ized medicine’s fight against what it calls socialized medicine was paid for in 
the largest extent by the taxpayers themselves. The war chest of $3 million or 
so raised by the AMA for lobbying and propaganda through a $25 assessment on 
each member in 1949 becomes by comparison small potatoes. 

The fight also was paid for at cost of withdrawal from the profession’s old 
stand against unlimited medical care for all veterans at public expense. This 
means a reversal of the old position, a winking at old principles, a tacit approval 
of the most “socialized” process of medical care, which is practice of medicine 
by the Government through physicians on Government salary. 

The doctors themselves do not all approve of this, Mr. Harwood points to Dr. 
Harrison Shoulders, of Nashville, a former president of the association, who js 
still fighting for a plan of paid treatment in cases not connected with service 
injuries or illnesses. He could have pointed to members of the National Doc- 
tors Committee for Improved Federal Medical Services. Dr. R. C. Page, of New 
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York, chairman of this committee, wrote 2 years ago in GP, the official magazine 
of general practitioners: 

“Unless the job (reform of the veterans system) is done at once by doctors 
within the profession, I predict that it will only be a matter of time before the 
medical profession in this country will find itself in exactly the same predica. 
ment as the medical profession in Britain finds itself today.” 

In alliances such as Mr. Harwood describes, many valuable hostages neces- 
sarily are given and taken. 


[From the Louisvflle Times] 


A PowerFuL ALLIANCE AGAINST THE ForGoTTEN MAN—Mepicat Lossy UNItTes 
WitH THE LEGION To SquerzE Him WHILE He Just Works AND SAVES AND 
Pays 


Richard Harwood’s series of articles, concluding today in the Louisville Times, 
has reminded us sharply, even poignantly, of the forgotten man in the original 
sense of the term. We mean the sense intended by Prof. William Graham 
Sumner, one of Yale’s great teachers, who coined the phrase in the 1880's, 
Franklin D. Roosevelt made it famous 50 years later but in a new and different 
definition. 

Let us return to what Sumner was thinking about: “I affirm that there is 
always somebody who pays, and that it is always the sober, honest, industrious, 
economical men or women, who attend no meetings, pass no resolutions, never 
go to the lobby, are never mentioned in the newspapers, but just work and 
save and pay.” 

This long-suffering company of the unremembered is accustomed to infliction, 
but the example dealt with by Mr. Harwood is rather special and painful. 
Two powerful political pressure groups are principally involved in the operation. 


DOCTORS’ OBSESSION 


One is the American Medical Association. The organized doctors have been 
for some years obsessed by fear of compulsory national health insurance, or 
socialized medicine, as they prefer to call it. This newspaper shares their view 
that the scheme is impractical, at least in the present circumstances of this 
country. We have, nevertheless, been appalled by some of the excesses of 
medical tactics, propagandist and political. 

The other powerful pressure group we refer to is the American Legion. Its 
primary concern is with the welfare of the veterans of our wars, hot and 
cold. This concern has made itself felt in noble ways. Where, for instance, the 
Legion has insisted that the Nation has a continuing obligation—a financial 
obligation, definite and real—to men who have suffered permanent disability 
and disadvantages as a result of service under arms, this newspaper agrees 
wholeheartedly. Practically every body else does. 

However, the Legion has a strong tendency to insist upon special favors 
for the veterans even when he has completed his service without any kind of 
impairment and is free to enjoy with other citizens all of the opportunities 
of our way of life. To those, the Legion would add extra advantages, thus 
creating an elite class privileged above other citizens. 

The extra advantages sought—and often obtained—have taken many and 
diverse forms. The one which presently interests us is that which entitles 
a veteran to free care at a Government hospital even when his ailment or injury 
has nothing whatever to do with his former war service and even when he could 
afford to pay for care if he had to, just as a nonveteran has to. 

Here is a heavy imposition, incredibly heavy now, certain to become heavier 
and heavier as the years go by unless it is lifted off of the Forgotten Man, Frank- 
lin D. Roosevelt was a notable humanitarian. His definition of Forgotten Man 
differed from Sumner’s because his outlook differed. Roosevelt championed 
social amelioration. Sumner viewed it with suspicion. Yet not even Roosevelt 
countenanced free hospital care for veterans in cases having no service connec- 
tion, unless the veterans were actually destitute. 

Roosevelt’s opinion was that if a veteran “has not the wherewithal to take 
eare of himself, it is, first of all the duty of the community in which he lives to 
take care of him (as in all other cases of involuntary want or destitution) and 
next it is the duty of the State in which he lives. Only if under these circum- 
stances his own community and his own State are unable, after reasonable effort, 
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to care for him, then, and then only, should the Federal Government offer him 
hospitalization and care. * * *” 

To ignore this fair and sound rule is to introduce socialized medicine in an 
aggravated and grossly discriminatory form. The rule was being ignored, of 
course, even when Roosevelt enunciated it, and it has continued to be ignored, 
increasingly ignored, meanwhile. The matter did not escape the aggrieved atten- 
tion of the American Medical Association. Come-one-come-all hospitalization for 
veterans not only socked, and still socks, the general taxpayer. It also offered, 
and still offers, sorely unfair competition to private medicine. The AMA used 
to squawk about this pretty indignantly. 

However, in late years the AMA tune has been changed, or at any rate has been 
stilled. The organized doctors now condone socialized medicine, flagrantly social- 
ized medicine, in the veterans’ hospitals. In return, the American Legion has 
engaged in a tremendous bluster against compulsory national health insurance, 
Mr. Harwood’s findings indicate that in 1949, when the AMA’s frenzy over Presi- 
dent Truman’s insurance plan was at its height, the two great lobbies entered 
into a compact whereby each has pleasantly scratched the other’s back ever 
since, 


SPEAKING OF SPENDING 


The AMA has spent thousand upon thousands of dollars in propagandist and 
political activity, and the Legion has not been backward or miserly in its own 
behalf in the same field. But while the lobbies have poured out their thousands, 
ihe Forgotten Man has had to pour out his millions, supporting arrant socialized 
medicine in the veterans’ hospitals—and at the same time indirectly subsidizing 
(as readers of Mr. Harwood's series already know) some of the hospitalization 
insurance companies. 

Not a!l doctors go along with the official policies of the AMA. Least of all do 
all veterans go along with the official policies of the American Legion. But the 
hierarchies of the AMA and the Legion carry great weight in Congress in the 
name of doctors and veterans, and the Fogotten Man lives between the upper and 
nether millstones—as Sumner said, working, saving, paying. 

The Forgotten Man even pays (and this is a wrinkle Sumner never thought of 
in the 1880’s) not only the hospital bills of his own family but also those of other 
men whose wages are the equal of, when not better than, his own. 


(The following letter was sent to those listed on second page.) 


WasHinoton, D. C., June 19, 1953. 

DRAR -.._--__-___........: As you may be aware, I am scheduling hearings 
for the Subcommittee on Hospitals to open on Wednesday, July 8, on the general 
question of hospitalization entitlement of veterans. While some operational 
problems are likely to come up in this discussion, it will be my purpose to con- 
centrate insofar as possible on the eligibility for hospitalization rather than the 
operations of the medical department of the Veterans’ Administration. I plan 
to hear the veterans’ organizations first. 

Enclosed for your use in replying to this letter or for testifying before the 
committee are several copies of the text of the law as it exists today. It is 
desirable to have as much specific information as possible, and therefore I request 
that any recommendations which you may make be keyed to this language or 
an amendment to this text. 

The subcommittee is interested in having your opinion concerning the hos- 
pitalization of nonservice-connected veterans—tuberculosis, neuropsychiatric, 
and chronic long-term cases, as well as the policy which you think should be 
pursued in connection with the patients in general medical and surgical hos- 
pitals. Is payment for all or a part of hospitalization for the nonservice-con- 
nected case feasible or desirable? What is the relation of contract hospitaliza- 
tion to this overall problem? Would it be desirable that contract hospitalization 
be provided for certain nonservice-connected cases over and above that author- 
ized today? 

What standards do you think should be set for determining eligibility for 
hospitalization for the nonservice-connected case? Should it be based upon 
income limitation or a determination of the net worth of the individual, or should 
there be a check with the local credit bureau? Should the possession of a 
private hospital insurance contract entitling the veteran to treatment in a 
private hospital be a bar to hospitalization in a VA hospital? 
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What is your position on the out-patient dental program? Should it be 
restricted over and above what it is today? What should be done concerning 
adjunct dental treatment? 

If your organization has conducted any studies on this point, will you please 
make them available to the committee? 

It is this sort of information indicated above in which the subcommittee is 
interested. The questions above are intended to give an indication of matters 
which will likely be discussed and are not to be considered as a limit of the 
scope of its inquiry. Your full cooperation is solicited. 

Please address all replies to me at room 356, Old House Office Building, 
Washington 25, D. C. 

Sincerely yours, 
B. W. Kearney, 
Chairman, Subcommittee on Hospitals. 


Letter above sent to following: 
Justice Department * 
Defense Department 
Veteran’s Administration 
Department of Health, Education, and 
Welfare 
General Accounting Office 
Bureau of the Budget 
American Legion 
Veterans of Foreign Wars 
Disabled American Veterans 
American Veterans of World War II 
American Medical Association 
National Medical Vets 
Commission on Financing Medical Care 
Commission on Chronic Illness 
American Public Health Association 
Accident and Public Health Council 
American Dental Association 
American Hospital Association 


Councin or STATE CHAMBERS OF COMMERCE, 
WASHINGTON RESEARCH OFFICE, 
June 23, 1958. 
Hon. B. W. KEARNEY, 
House of Representatives, Washington, D. C. 


My Drar ConaressMAN: On June 3, 1953, through the courtesy of the Empire 
State Chamber of Commerce, there was made available to you a Federal Spend- 
ing Facts Bulletin entitled “Should the VA Be Exempt From Economy Efforts.” 
However, in view of the fact that you will be conducting hearings on the matter 
of hospitalization entitlement for veterans beginning on July 8, I felt that you 
would like to have specifically called to your attention the views expressed by 
Mr. Eugene F. Rinta, research director of the Council of State Chambers of 
Commerce. 

On page 3, under the heading “Circumventing the Law in Non-Service-Con- 
nected Cases,” you will find information of particular importance regarding 
hospitalization for non-service-connected disabilities. 

Sincerely yours, 
Rosert C. Gresuam, Fiscal Analyst. 


Suovurtp tHe VA Be Exempt From Economy Errorrs? 


The full force of an organized pressure campaign by the most powerful of 
all spending lobbies is now being felt by Members of Congress. The campaign 
got underway immediately after May 20 when a revised fiscal 1954 budget 
for the Veterans’ Administration was sent to Capitol Hill by the new adminis- 
tration. And during the last 2 weeks that the House Appropriations Committee 
has been considering this revised VA budget, members of that committee have 


1 Letter to Department of Justice involved an hospitalization insurance contract. 
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been flooded with telegrams from local posts of veterans’ organizations demand- 
ing amounts requested in the Truman bndget. 

Although the total Truman budget request for VA activities in 1954 was 
$4,574 million, the fire of the veterans’ groups is directed primarily at any 
reduction from the $921 million Truman request for administration and medical 
and hospital services. They are concerned with retaining the full $921 million 
item for two reasons. First, it is the appropriation which pays the salaries 
of more than 170,000 of the 175,000 employees on the VA rolls. Second, it 
finances the free medical and hospital services which are extended to veterans 
with non-service-connected disabilities as well as to veterans with disabilities 
directly traceable to military service. 

The veterans’ organizations understandably show little concern with appro- 
priation cuts in such items as compensation and pensions and in readjustment 
benefits for which the Truman budget provided $2,546 million and $885 million, 
respectively. They know that reductions in funds for these programs will be 
restored later by supplemental appropriations, if needed, because spending for 
them is controlled by legislative formulas and administrative decisions by the 
VA on the basis of the formulas rather than by the appropriation process. That 
is, the annual cost of compensation and pensions and readjustment benefits 
depends on the number of veterans demanding these benefits and the rulings 
of VA personnel as to the eligibility of individual veterans for benefits. 

The second independent offices appropriation bill which provides funds in 
fiscal 1954 for the VA and other agencies will go before the House of Repre- 
sentatives for debate during the week of June 8. Since debate on veterans’ 
matters is often charged with emotionalism, facts tend to be lost sight of, dis- 
torted, or buried. In the following paragraph, therefore, an effort is made to 
set down the cold facts on two of the major veterans’ programs which saving 
can reasonably be effected. 


GROWTH OF NON-SERVICE-CONNECTED HOSPITAL CARE 


Under an act of March 28, 1934, veterans of any war are entitled to free hos 
pitalization in VA facilities for non-service-connected disabilities whenever beds 
are available, provided that applicants certify to their inability to pay for private 
hospital service. This provision has been the prime cause of the great expan- 
sion in VA hospital facilities and a major factor in the increasing cost of the 
program. The pressure on Congress to provide beds for more and more non- 
service-connected cases as well as for an increasing number of service-connected 
cases has resulted in a steady increase in the number of beds from 40,213 in 1933 
to 110,248 on June 30, 1952. 

Annual reports of the VA show that the average number of service-connected 
eases had risen from 14,080 in 1933 to only 36,944 in 1952, but that the non- 
service-connected patient load rose from 19,917 in 1933 to 66,830 in 1952. The 
cost of service-connected cases in 1952 was estimated by the VA at $179 million 
while non-service-connected cases cost $323 million, making a total VA hospital 
operating cost of $502 million. 


HOSPITAL OPERATING COSTS CAN BE CUT 


An analysis of the 66,830 non-service-connected patient load of June 30, 1952, 
which was made by the General Accounting Office showed the following break- 
down of cases: 11,830 patients had service-connected disabilities but were re- 
ceiving treatment for non-service-connected disabilities; 25,736 patients were 
veterans on pension for non-service-connected disabilities; another 11,830 vet- 
erans were being treated for non-service-connected tuberculosis, psychosis, and 
other chronic disabilities and had filed no claim that their disabilities were 
service-connected ; 623 patients were Federal employees and humanitarian cases; 
6,330 were patients who claimed their disabilities were service-connected but 
whose cases had not been adjudicated; and the remaining 10,481 patients were 
veterans who were being treated as general medical and surgical cases for less 
than 90 days in connection with non-service-connected disabilities and who 
claimed no service-connected disabilities. 

It is in this last category of 10,481 cases of short-term non-service-connected 
disabilities where savings can most easily and properly be made. The General 
Accounting Office report of March 11, 1953, analyzing these cases estimated the 
cost of this category of cases in 1952 at $72.5 million. The report pointed out 
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that it is here “that there may be expected to be found the greater number of 
patients claiming without basis their inability to pay.” 

The cost of operating VA tospitals in the current fiscal year is estimated at 
$515 million. The Truman budget provided $549 million for 1954 with most of 
the increase due to adding 8,585 beds to the number available in 1953. The re- 
vised budget, based on a directive of the Budget Bureau, allows $524 million and 
4,565 new beds in 1954. It certainly appears that both the dollar amount and 
the number of additional beds recommended in the revised budget amply fulfil! 
the Government’s obligation to provide hospital care to all veterans with service- 
connected disabilities and to other veterans, with the limits of existing facilities, 
who are unable to pay for hospitalization. In fact, these obligations could be 
fulfilled even though a substantially larger reduction were made in this appro- 
priation. For one thing, closer scrutiny of eligibility for hospital care could 
alone result in savings of millions of dollars without taking a bed from a single 
needy veteran. 


CIRCUMVENTING THE LAW IN NON-SERVICE-CONNECTED CASES 


The act of March 28, 1934, requires that applicants for hospitalization for 
non-service-connected disabilities sign a statement under oath attesting their 
inability to pay. The act also states that the applicant’s affidavit shall be 
accepted by the VA as sufficient evidence of inability to defray expenses. The 
intent of this provision is clear, but in practice it has not served the purpose of 
restricting free hospitalization for non-service-connected cases to the needy 
veteran. It has been freely circumvented both by VA personnel administering 
the program and by applicants. 

The General Accounting Office found in studying VA hospital practices with 
respect to non-service-connected cases that VA personnel at times influence 
applicants to deny ability to pay by advising them that this is merely a formality 
necessary for admission. The GAO also found that applicants generally were 
not informed of penal provisions against making false statements in applications 
and even found that some VA hospitals treated veterans despite their admission 
of ability to pay. In 26 of 46 hospitals surveyed the GAO report said: “It was 
common practice to permit an applicant to reverse his affirmative response (as to 
ability to pay) after he was informed that it would disqualify him for admis- 
sion. * * * Even where there were obvious indications of ability to pay, none of 
the hospitals surveyed inquired whether the veteran could pay any part of his 
expenses.” 

GAO investigators examined a sampling of 336 cases which, from information 
on the application forms, indicated evidence of ability to pay. These cases 
included 123 with incomes of $4,000 to $5,000; 76 in the $5,000-to-$6,000 income 
bracket : 49 in the $6,000-to-$7,000 bracket: 62 in the $7,000-to-$10,000 bracket ; 
and 26 with incomes over $10,000, including one with a $50,000 income. In 25 of 
these cases the veterans owned property and other assets valued at over $20,000 
each, and 4 of this group owned property over $100,000 in value each. 

The full extent of the abuse of the “unable to pay” entitlement for free hos- 
pitalization of non-service-connected cases is not known but studies which have 
been made clearly indicate it has materially increased the cost of the VA hospital 
program. Also, it has undoubtedly deprived some veterans of free hospital 
service who were less able to pay than those who abused the privilege. 


PROPOSED HOSPITAL CONSTRUCTION NOT NECESSARY NOW 


The Truman budget included a request of $92,368,000 of appropriations for 
construction of four new hospitals and alterations of some others. In addition 
it provided $21,185,664 to liquidate contracts previously entered into for hospital 
construction, This latter item, of course, is an obligation which must be paid. 
But the $92 million for new construction should be considered in the light of the 
administration’s economy directive of February 3 calling for a review of all 
construction projects to limit them to those “clearly essential.” 

The proposed new hospital construction obviously cannot be classified as 
“clearly essential” at the present time or in the immediate future. Two of the 
four new projects would be 500-bed general medical and surgical hospitals which 
would primarily serve non-service-connected cases with short-term disabilities. 
The other two would be neuropsychiatric hospitals of 1,000-bed capacity each. 
If the demand for bed space for non-service-connected psychosis patients in- 





HOSPITAL CARE AND OUTPATIENT DENTAL TREATMENT 1713 


creases beyond vresent capacity, the VA can find plenty of beds for them by 
converting sparsely occupied general med‘cal hospitals into neuropsychiatric 
hospitals and cutting down on the number of non-service-connected general medi- 
cal cases approved for hospitalization. 

Another objection to expending funds for new hospital construction at this 
time is the shortage of qualified personnel to staff the hospitals. For example, 
when questioned as to the relatively low occupancy of tuberculosis hospitals, a 
VA official informed the House Appropriations Committee last year that “our 
problem there is primarily inability to staff presently existing beds.” At the 
same time Representative Albert Thomas, then chairman of the subcommittee 
considering VA appropriations, pointed out that VA hospitals were operating 
with 20 percent average vacancy. He suggested that with a 20-percent vacancy 
in VA hospitals “there is no need of spending the taxpayers’ money for building 
more hospitals and increasing (the) ratio between occupancy and vacancy.” 

Analysis by the House Appropriations Committee staff of VA hospital capacity 
and occupancy during the first 9 months of the 1953 fiscal year indicates little 
relative change from the situation described a year ago by Mr. Thomas. Rather 
than being “clearly essential,” therefore, the proposed $92 million new hospital 
construction and renovation program can be classified as unessential at this time. 
The whole amount could be saved—which is what the Budget Bureau recom- 
mended. 

AN OBLIGATION OF VETERANS AND THE CONGRESS 


With a current veteran population of about 20 million growing by almost a 
million a year, it is time for the Congress and organized veterans groups to 
reconsider their positions with respect to legislation on behalf of the veterans. 
The time is not far off when veterans and their families will comprise the 
majority of our people and can no longer be considered a special-interest minority 
group. Attention of Congress and veterans’ groups should, therefore, be directed 
increasingly to assisting veterans, including their survivors, whose disabilities 
or death are connected with military service, and to helping other truly needy 
veterans instead of providing special benefits to veterans as a class. 

In addition to reexamining policies with regard to medical and hospital serv- 
ices for non-service-connected disabilities, a review of certain other veterans 
programs is advisable to assure that programs for needy veterans are protected. 
This review might well include studies of the programs of free dental care, pen- 
sions for non-service-connected disabilities, and compensation payments for 
minor disabilities where earning capacity has not been impaired. 

EuGENE F. RInNTA, 
Research Director. 


Wasuineton 6, D. C., June 23, 1953. 
Congressman B. W. Kearney, 
Chairman, Subcommittee on Hospitals, 
Room 356, Old House Office Building Washington 25, D. C. 

Dear CONGRESSMAN Kearney: I have received your letter of June 22 in regard 
to the hearings for the Subcommittee on Hospitals scheduled to open on Wednes- 
day, July 8. I sincerely appreciate on behalf of the National Medical Veterans 
Society your interest in our opinions and suggestions. 

We would appreciate very much the opportunity to testify before the com- 
mittee. We realize the tremendous importance of these questions and would 
like to make whatever contribution we can toward the framing of fair and 
adequate legislation. As veterans ourselves we are most interested that the 
veteran receives just consideration. As citizens of the United States we 
recognize that all people must be considered in the framing of national legisla- 
tion. Therefore, we will be most anxious to give you our full cooperation in 
this question. 

Thank you once again for your interest in our point of view. I look forward 
to your reply as to what time we may have. If there is any other way in which 
we may be of service, do not hesitate to call upon us. 

Sincerely yours, 
Witulam B. Wats, M. D. 





1714 HOSPITAL CARE AND OUTPATIENT DENTAL TREATMENT 


Tue AMERICAN LEGION, 
NATIONAL LEGISLATIVE CoMMISSION, 
Washington, D. C., June 23, 1958. 
Hon. B. W. Kearney, 
Chairman, Subcommittee on Hospitals, 
Washington, D. 0. 

Dear ConGresSMAN KEARNEY: We are today in receipt of your letter of 
June 19 relative to hearings scheduled to begin before your subcommittee on 
Wednesday, July 8, on the general question of hospitalization entitlement of 
veterans. 

Please accept our thanks for writing to us as you did. Our people are very 
happy to have this opportunity of testifying before your subcommittee, and we 
will do everything we can to assemble the answers to the numerous questions 
set forth in your letter and be prepared to cover them during the hearings. 

With kindest regards, I am 

Sincerely yours, 
Mites D. Kennepy, Director. 


AMERICAN MEprcart ASSOCIATION, 
Washington, D. C., June 23, 1958. 
Hon. B. W. Kearney, 
Chairman, Subcommittee on Hospitals, Committee on Veterans’ Affairs, 
House of Representatives, Washington, D. C. 

Dear Mr. Kearney: This will acknowledge receipt of your letter dated Juno 
22, and to inform you that the American Medical Association would like to be 
heard during your subcommittee’s consideration of hospitalizing non-service- 
connected veterans in VA hospitals. 

Our witness will be Dr. Walter B. Martin of Norfolk, Va., president-elect, 
American Medical Association, who probably will be accompanied by Mr. C. 
Joseph Stetler, chairman of our committee on legislation. I would appreciate 
it if you would let me know at your earliest convenience the exact time when 
our witnesses could be heard, so that I can make proper arrangements for their 
arrival and stay in Washington. 

Yours sincerely, 
F. E. Wixson, M. D., Director. 


AMVETS, NATIONAL HEADQUARTERS, 
OFFICE OF THE LEGISLATIVE DrreEcTOR, 
Washington, D. C., June 24, 19538. 
Hon. B. W. KEARNEY, 
Chairman, Subcommittee on Hospitals, Committee on Veterans’ Affairs, 
House of Representatives, Washington, D. C. 


My Derar Mr. Kearney: Thank you so much for your letter of June 19, 1953, 
in which you advised that the Subcommittee on Hospitals will open hearings on 
July 8 on the general question of hospitalization entitlement of veterans. 

AMVETS will be very pleased to appear before your committee on the sched- 
uled date and offer our comments on this subject. We are very gratified that 
the committee has seen fit to call these hearings. 

Sincerely yours, 
RvuFus H. WItson, 
National Legislative Director. 


AMERICAN Hosptrat ASSOCIATION, 
WASHINGTON Service BUREAU, 
Washington 6, D. C., June 24, 1958. 
Hon. B. W. KEARNEY, 
Chairman, Subcommittee on Hospitals, Committee‘ on Veterans’ Affairs, 
House of Representatives, Washington, D. 0. 

Dear Mr. Kearney: Mr. George Bugbee, the executive director of the Amer- 
ican Hospital Association, has asked me to express the appreciation of the 
association for the invitation which you extended to us in your letter of June 
22, 1953, for appearance before your committee. 
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We are conversant with the difficult problem with which you are confronted 
and hope that our views and reconmmendations looking toward the solution of 
the problem related to veterans’ hospitalization may be of constructive assist- 
ance to you and your associates. 

We understand that it is anticipated that an opportunity will be afforded for 
our representative to appear about July 10. In the meantime, our study group 
will give serious consideration to the various points that you have enumerated, 
and we hope to be prepared to afford the type of assistance you desire. Please 
let us know the place, date, and time that you have set aside for our appear- 
ance. 

I am, very respectfully 
Datxias G. Sutron, M. D. 
Director of Study, Government Hospital Relations. 


AMERICAN MEDICAL ASSOCIATION, 
Washington, D. 0., June 25, 1958. 
Hon, BerNArp W. KEARNEY, 
House of Representatives, 
Washington, D.C. 
Dear MR. KearNey: The enclosed copy of Survey of Federal Medical 
ervices is being sent to you as chairman of the subcommittee of the Veterans’ 
Affairs Committee which is now studying the hospitalization program of the 
Veterans’ Administration, with particular reference to non-service-connected 
cases. This study will be presented before your subcommittee by the Amer- 
ican Medical Association’s witness, Dr. Walter B. Martin, president-elect, 
when he testifies next month. 
I am sending you this copy in advance so that you may be familiar with 
the background information on our testimony. 
Yours sincerely, 
F. BE. Wrison, M. D., Director. 












SURVEY 
OF 


FEDERAL MEDICAL SERVICES 


AMERICAN MEDICAL ASSOCIATION 
535 North Dearborn Street 
Chicago 10, Illinois 





RESUME OF ACTIONS BY THE BOARD OF TRUSTEES AND THE 
HOUSE OF DELEGATES OF THE AMERICAN 
MEDICAL ASSOCIATION 


On Dec. 1, 1952 the Board of Trustees approved, with slight modifica- 
tion, the report and recommendations of the Special Committee on Federal 
Medical Services. 

On December 2 it was submitted as a part of the supplementary report of 
the Board of Trustees to the House of Delegates. 


After extensive hearings, the Reference Committee on Insurance and 
Medical Service submitted a report, the pertinent parts of which are quoted 
below. It should be noted that the recommendations of the Special Committee 
on Federal Medical Services dealing with medical care for veterans with 
non-service-connected disabilities were modified. The report of the Reference 
Committee was adopted by the House of Delegates on Dec. 4, 1952: 


Report of Reference Committee on Insurance and Medical Service 


“5. Report of the Special Committee on Federal Medical Services 

“Your Reference Committee has carefully perused Parts One, Two and 
Three of the Report of the Special Committee on Federal Medical Services 
and wishes to comment on the work involved and the comprehensive scope of 
this report. Admitting the occasional inaccuracies that might be present in 
Parts One, Two, and Three, this is a most voluminous and comprehensive 
report. The Committee regrets that the Booz, Allen and Hamilton report was 
not available during the preparation of Parts One, Two, Three and Four. The 
Reference Committee believes the House owes a debt of great appreciation 
to the efforts of all the people who assisted in the preparation of the report 
of the Special Committee. 


“In considering the recommendations under Part Four, this Committee 
has approached this problem in the same spirit in which the Special Committee 
on Federal Medical Services approached it, and your Reference Committee 
agrees that the American Medical Association must take a courageous stand 
on the basis of sound principles if the public, the Congress and the profession 
are to receive wise guidance, 


“We are in complete accord with Part Two which contained the following 
recommendation: ‘It is recommended that the establishment of a definitive 
policy by the American Medical Association on the subject of dependent 
medical care be deferred until such time as these studies are completed.’ 

“We are also in complete accord with Part Three which ‘. . . heartily 
endorses the purpose of the program of transferring seriously disabled service 
personnel from service hospitals to Veterans Administration installations. It 
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is the recommendation of the Committee that it be continued and that every 
effort be made to accomplish 1naximum implementation.’ 


“In the General Recommendations, your Committee approves (a) as 
written, namely, “To obtain a clear congressional definition of the extent of 
the government’s responsibility for furnishing medical care with particular 
reference to the treatment of veterans with non-service-connected disabilities 
and the dependents of service personnel.’ 

“Under (b) your Reference Committee recommends that the wording be 
changed to read: ‘To establish a federal board to allocate the number of beds 
required by the several federal hospital services; to insure joint planning in 
the field of civilian and federal hospital construction and to determine the 
need for and location of proposed new hospitals in the United States.’ In 
order to clear the situation your Committee believes these two above recom- 
mendations are important. 


“In Chapter XVII, ‘Review of Pending Resolutions,’ your Reference 
Committeé concurs in the Special Committee’s disapproval of resolutions 1, 2, 
3, 5, 6, 9, and 10. 

“In regard to the resolutions 4 and 7, testimony presented and reviewed 
by the Reference Committee indicates a general agreement that the Veterans 
Administration should not provide benefits to veterans for non-service-con- 
nected disabilities while they have in effect a prepaid hospital and/or medical 
care plan. Your Reference Committee endorses these resolutions. 


“Concerning resolution 8, your Committee recommends that no recon- 
sideration of this resolution be undertaken since this problem is under study. 


“Part One of the Recommendations (Chapter XVI) has occupied the 
greatest portion of the Reference Committee’s time both in its hearings and 
in its deliberations. The Committee believes that the fundamental considera- 
tion of limiting the care of veterans in Veterans Administration hospitals to 
the two following categories is sound: ‘(a) Veterans with peacetime or war- 
time service whose disabilities or diseases are service-incurred or aggravated, 
and (b) Within the limits of existing facilities to veterans with wartime service 
suffering from tuberculosis or psychiatric or neurological disorders of non- 
service-connected origin, who are unable to defray the expenses of necessary 
hospitalization.’ 

“The Reference Committee believes that the recommendation of the 
Special Committee *. . . that the provision of medical care and hospitalization 
in Veterans Administration hospitals for the remaining groups of veterans 
with non-service-connected disabilities be discontinued and that the responsi- 
bility for the care of such veterans revert to the individual and the community, 
where it rightfully belongs,’ cannot be accomplished without the cooperation 
of Congress, veterans’ organizations, and the medical profession. Your Refer- 
ence Committee, after conducting extensive hearings, is of the opinion that 
the only honorable, equitable, and reasonable way to approach this problem 
is to recommend to the House of Delegates that the American Medical 
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Association, the veterans’ organizations, the American Dental Association, 
the American Hospital Association, and representatives of the Department of 
Defense and the Veterans Administration sit down and try to reach reasonable 
conclusions for appropriate action from agreed upon data rather than take 
any precipitate action now. 


“As evidence of the reasonableness of this solution, your Reference Com- 
mittee would like to call this House’s attention to the eminent success of the 
Indiana program indicating a satisfactory approach to this very complex 
problem. 


“It is the opinion of your Reference Committee that until the above 
methods and suggestions have been accomplished it would be ill advised to 
attempt to change Public Law 312. 

“This House of Delegates heard Tuesday from Norman R. Booher, M.D., 
representing the Commander of the American Legion, a most intelligent 
appraisal of the entire problem in which he said, “The position of the American 
Legion is that if these categories of non-service-connected cases are accepted 
as under the present lav, that we the American Legion stand willing and ready 
to join with the American Medical Association, American Hospital Asso- 
ciation, American Dental Association, and all others to prevent the non- 
service-cases which we might term “chiselers” from ever receiving treatment 
by the Veterans Administration. The presence of such an individual who can 
afford to pay for his private medical care in a Veterans Administration bed 
means to us that he is depriving a worthy and qualified Veteran from receiving 
the care the Congress and the people of this country intend for him to have. 

“ ‘Believing as we do the above principles, we think that the present law, 
P. L. 312, should stand without the dangerous procedure of tampering with 
it in the Congress. By the same token, we believe that the enforcement of 
the present law by administrative means should be reconsidered with every 
American demanding its fair enforcement. The Legion has already helped 
accomplish some administrative changes.’ 


“With the clear understanding of the American Legion’s position in regard 
to the care of the veterans and its willingness to cooperate, and as a result 
of the careful study of the supporting evidence of the full report, and after a 
day of deliberations, your Reference Committee moves the adoption of the 
above report.” 


Respectfully submitted, 
Carlton E. Wertz, M.D., Chairman 
Harlan English, M.D. 

William L. Estes, M.D. 
H. Gordon MacLean, M.D. 

Robert L. Novy, M.D. 


INTRODUCTION 


At the Clinical Session of the American Medical Association in December 195), 
several resolutions were introduced dealing with various aspects of federal medica] 
services. The first of these resolutions, which was submitted by the Council on Nationa] 
Emergency Medical Service to the Board of Trustees on Dec. 3, 1951, requested the 
appointment of a committee, with adequate staff, to study thoroughly the entire program 
of federal medical care with respect to veterans and dependents of service personnel and 
recommend a course of action for the Association in this regard. 

On December 4, Dr. James P. Wall of Mississippi, Dr. C. M. Hamilton of Tennessee 
and Dr. James Z. Appel of Pennsylvania introduced additional resolutions dealing with 
veterans’ medical care. The resolutions were referred to the Reference Committee on 
Legislation and Public Relations, which recommended that the Board of Trustees, at 
an early date, create a special committee to consider this complex problem. The report 
of the Reference Committee was adopted by the House of Delegates. 

A Special Committee on Federal Medical Services, composed of Dr. E. L. Henderson, 
Chairman; Dr. Perrin H. Long, Dr. George F. Lull, Dr. Walter B. Martin, Dr. H. B. 
Mulholland, Dr. Harvey B. Stone and Mr. C. Joseph Stetler, Secretary, was appointed 
by the Board of Trustees. After nine months of service with the Committee, Dr. Hender- 
son found it necessary to submit his resignation as Chairman and member on September 
15. Following the receipt of his resignation Dr. Walter B. Martin was elected Chairman. 

The Committee was instructed by the Board of Trustees to study and report with 
respect to the following three subjects: 

(a) Medical and hospitalization benefits for veterans with non-service-connected 
disabilities; 

(b) Medical and hospitalization benefits for dependents of service personnel, and 


(c) The transfer of seriously disabled service personnel from service hospitals to 
Veterans Administration installations. 


It was apparent at the outset that a survey of the magnitude encompassed by the 
mandate of the Board of Trustees could not be accomplished in less than one year. 
For that reason an interim report was submitted on June 9, 1952, outlining the 
preliminary activities of the Committee. 


In conducting its survey the Committee has consulted and corresponded with repre- 
sentatives of various government agencies, including the United States Public Health 
Service, the Department of Defense and the Veterans Administration, and has drawn 
heavily on their facilities to obtain historical and statistical information. The Com- 
mittee has also communicated with representatives of allied health associations, veterans’ 
organizations, state medical societies, and other individuals and organizations interested 
in the subjects under consideration. Details concerning these research activities are 
spelled out in Exhibit I (Appendix). 

In its efforts to prepare a truly exhaustive report, the Committee has endeavored 
to communicate with all interested individuals and organizations. If anyone has been 
overlooked the omission is an oversight and not intentional. It is the sincere hope of 
the Committee that all comments and suggestions germane to the survey have been 
received. 





Part One 


MEDICAL AND HOSPITALIZATION BENEFITS FOR VETERANS 
WITH NON-SERVICE-CONNECTED DISABILITIES 


CHAPTER I. PRESENT LAW 


The basic legislative authority for the current medical program of the 
Veterans Administration is found in Section 6, Public Law 2, 73d Congress, as 
amended. Under that Law, which was enacted on March 20, 1933, and its 
subsequent changes, the Administrator of Veterans’ Affairs is authorized, with 
certain limitations, to provide hospitalization and domiciliary care to veterans 
with service-connected disabilities, and to war veterans with non-service- 
connected disabilities, within the limits of existing facilities, if they are dis- 
charged under conditions other than dishonorable, and if they show that they 
are unable to defray the expenses of necessary hospitalization. A statement 
made on the prescribed form and under oath is, by law, sufficient evidence of 
inability to pay necessary expenses. 

On July 5, 1952, the Veterans Administration publisied Technical Bulletin 
|0-A-313, outlining the nine classifications established for the purpose of deter- 
mining priority for admission to Veterans Administration installations: 

Group 1.—War veterans and those who served since June 27, 1950 (post-Korea) who 
require hospitalization for service-connected disabilities. 

Group 2.—Peacetime veterans requiring hospitalization for service-connected or line 
f duty discharge disabilities. 

Group 3.—Veterans whose hospitalization has been requested by authorized officials 
for observation and examination purposes. 

Group 4.—Wartime, post-Korea, and peacetime veterans with service-connected dis- 
abilities or with line of duty discharges who are currently hospitalized by the Veterans 


Administration in non-Veterans Administration hospitals, but have requested transfer 
to a Veterans Administration hospital. 

Group 5.—Wartime, post-Korea, and peacetime veterans who are currently hospital- 
ized by Veterans Administration for treatment of non-service-connected disabilities, but 
whose transfer from one hospital to another has been requested by authorized officials 
for medical reasons. 

Group 6.—Wartime, post-Korea, and peacetime veterans with compensable service- 
connected disabilities or discharged for line of duty disabilities requiring hospitalization 
for non-service-connected disabilities. 

Group 7.—Wartime, post-Korea, and certain veterans retired from the United States 
Armed Forces for physical disabilities and not discharged for line of duty disabilities, who 
require hospitalization for non-service-connected disabilities. 

Group 8.—Non-veterans whose hospitalization has been requested by authorized offi- 
cials, excepting United States Armed Forces personnel whose hospitalization is directed 
by the Veterans Administration Central Office in Washington, D. C. 

Group 9.—All eligible veterans currently hospitalized in another Veterans Adminis- 
tration hospital who have requested transfer for personal reasons, but whose transfer is 
not necessary for medical reasons; and certain eligible veterans whom Veterans Adminis- 
tration has hospitalized in non-Veterans Administration hospitals and who have requested 
transfer to Veterans Administration hospitals for personal reasons but whose transfer is 
not necessary for medica! reasons. 
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CHAPTER II. LEGISLATIVE HISTORY 


The first instance in recorded history in which a country provided any form 
of hospitalization benefits for veterans occurred in England with the passage 
of what was primarily a pension act in the year 1681. 

Medical and hospital care for United States veterans in the post-Revolution- 
ary War period was provided by the individual states and communities. It was 
in 1811 that the first domiciliary and medical facility for veterans was provided 
by the federal government. In that year the Congress established the U. S. Naval 
Home in Philadelphia which, although more of an old soldiers’ and sailors 
home, did operate as a general hospital. In 1868 the first separate federal hos- 
pital was constructed. This institution, which was called the Philadelphia Naval 
Hospital, had a capacity of 130 beds. 

The first legislative provision for purely medical benefits for veterans was 
approved by the Congress in the form of an amendment to the War Risk Insur- 
ance Act (38 Stat. 711). The Act of Oct. 6, 1917 (40 Stat. 398) further 
amended the War Risk Insurance Act by adding Section 302 (3) which pro- 
vided with respect to service-connected conditions that 
“* * * the injured person shall be furnished by the United States such reasonable 
governmental medical, surgical, and hospital services and with such supplies, including 


artificial limbs, trusses, and similar appliances, as the Director may determine to be useful 
and reasonably necessary: * * *” 


Among other things, an Act of March 3, 1919 provided for the care and 
treatment by the United States Public Health Service of patients of the War 
Risk Insurance Bureau and certain discharged military and naval personnel. 
The 1919 Act also provided for the transfer of properties and buildings from 
the War Department to the Treasury Department for the use of the Public 
Health Service for hospitals or sanatoria. 

The Act of Aug. 9, 1921 created the Veterans’ Bureau (now the Veterans 
Administration). Pursuant to that Act, the President, on April 29, 1922, by 


Executive Order, transferred a number of hospitals under the supervision of | | 


the United States Public Health Service to the then Veterans’ Bureau, together | © 
with facilities, equipment, records and personnel. Since 1921, beneficiaries of | 


the Veterans Administration have been admitted to hospitals of the United States | q 


Public Health Service only on a reimbursable basis. Section 327 of the Public 
Health Service Act is the present authority for the admission of such veteran 
patients and other federal beneficiaries. 

By 1923, due to a reduction in the service-connected load, there were some 


beds available, and the Congress, in Section 4 of the Act of March 4, 1923 |) 


(42 Stat. 1521), authorized the care of veterans of the Spanish-American War, |” 
Philippine Insurrection and the Boxer Rebellion suffering from neuropsychiatric | © 
or tubercular diseases without reference to service connection. E’ 

Although this legislation in itself did not authorize hospital treatment for ¢ | ~ 


large number of veterans, it did result in the necessity for additional hospital 


construction until at the close of the fiscal year 1923, approximately 15,402 
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beds were being furnished in United States Veterans’ Bureau hospitals. In gen- 
eral, these hospital facilities were adequate ‘until the passage of the World War 
Veterans’ Act, 1924. Subsections (6) and (10) of Section 202 of that Act 
restated, in general, the hospitalization provisions of the War Risk Insurance 
Act, as amended, and provided liberalized hospitalization privileges, whenever 
existing government facilities were available, to veterans of any war, military 


’ occupation, or expedition since 1897, not dishonorably discharged, without 


regard to the nature or origin of their disabilities. Preference in admission was 
provided for those veterans who were financially unable to pay for their hos- 
pitalization and the necessary traveling expenses. 

The Act of July 2, 1926 (44 Stat. 790) later amended Section 202 (10) by 
eliminating the date 1897 and extending the benefits described above to the 
veterans of any war, military occupation, or expedition (a veteran population 


' of approximately 5,000,000 men and women). This caused a large influx of 


veterans of all types into government institutions. 
On March 20, 1933, Public Law 2, 73d Congress (the Economy Act) was 


_ enacted which, among other things, repealed all public laws granting medical 


er 


or hospital treatment or domiciliary care to veterans who served in or subsequent 
to the Spanish-American War. Section 6 of this law, as amended by Section 1 of 
Public Law 78, 73d Congress, June 16, 1933, authorized the Administrator of 
Veterans’ Affairs, under limitations prescribed by the President within the limits 


' of existing hospitals, to furnish to men discharged from the armed services for 
_ disabilities incurred in line of duty and to veterans of any war hospitalization 
' and domiciliary care, providing such veterans were suffering from permanent 


3 


disabilities, tuberculosis or neuropsychiatric ailments. 

Pursuant to this law, Veterans Regulations Nos. 6, 6 (a) and 6 (b) were 
promulgated by the President in the form of Executive Orders. They specified 
a certain order of preference in furnishing hospitalization benefits and restricted 
such hospital and domiciliary care (a) to veterans with service-connected 
disabilities and (b) to veterans with no adequate means of support who were 
suffering from permanent disabilities, tuberculosis or neuropsychiatric ailments 


_ of non-service origin or such other conditions requiring emergency or extensive 


hospital treatment which incapacitated them from earning a living. Veterans 


Regulation No. 6 (b) was made effective Jan. 19, 1934. 
On March 28, 1934, Public Law 141, 73d Congress, was enacted, Section 
29 of which further amended Section 6 of Public Law 2, 73d Congress, by 


_ adding a proviso thereto as follows: 


i 


“Provided, That any veteran of any war who was not dishonorably discharged, suffer- 
ing from disability, disease or defect, who is in need of hospitalization or domiciliary care, 
and is unable to defray the necessary expenses therefor (including transportation to and 
from the Veterans Administration facility) shall be furnished necessary hospitalization or 
domiciliary care (including transportation) in any Veterans Administration facility, within 
the limitations existing in such facilities, irrespective of whether the disability, disease, or 
defect was due to service. The statement under oath of the applicant on such form as 
may be prescribed by the Administrator of Veterans’ Affairs shall be accepted as sufficient 
evidence of inability to defray necessary expenses.” 
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Veterans Regulation No. 6 (c) was promulgated on June 30, 1934, and 
amended previous Veterans Regulations of the No. 6 series by providing needed 
hospital or domiciliary care to veterans of any war, not dishonorably discharged, 
who swear that they are unable to defray the expenses of necessary hospital- 
ization or domiciliary care, when suffering with any disability, disease or defect 

The medical administrative machinery of the Veterans Administration was 
reorganized on Jan. 3, 1946 with the passage of Public Law 293, 79th Congress, 
which established the Department of Medicine and Surgery. 

Since that time, although definitely not as a result thereof, the Congress has 
enacted a number of liberalizing statutes with varying effects on the medical | 
program of the Veterans Administration. Public Law 748, 80th Congress, | 
Public Law 573, 81st Congress, and Public Laws 174 and 239 of the 82d Con- 
gress established a presumption of service-connection for over thirty diseases, 
providing they are 10 per cent or more disabling within periods from one to 
three years following separation from active duty. 

Much more significant is the effect of Public Law 791, 81st Congress, which 
was enacted on Sept. 19, 1950 over the veto of the President. This Act provides 
that Spanish-American War veterans in need of outpatient treatment shall be 
considered as having service-connected disabilities for treatment purposes, 
regardless of the nature of such disabilities. 
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CHAPTER III. STATISTICAL DATA 


A. Summary of Veteran Population 

As of Aug. 31, 1952 there were 19,452,000 veterans in civilian life, with 
approximately 80,000 being added to this number each month. Included in 
this total are all of the men and women who have served during peacetime 
or war, including the Korean conflict. This figure can be broken down as 
follows: 


Number 


Period of Service of Veterans Percentage 
On or after June 27, 1950, and during World War II............ 1,112,000 5.7 
Werte, WR Be Benno hc chic 60 ova ednn ss orterces cepobocec cescceeesce 14,293,000 73.5 
GE WEEE Bac 005000466000 600000006 Gbectestveseedidcoecegegeedeeusse 3,369,000 17.3 
OtheP WETS ANG POACOLLIMNG. ..... Wa decccccccdddedcvccscccccveveses 678,000 3.5 
vai.) APO PFET Tir PUTETETEPT EET PUL ELIL ITT ke oeuen 19,452,000 100.0 


The veteran population differs from the non-veteran in one significant 
particular. It is not increased regularly, but sporadically, and then in terms 
of large groups. Consequently, the veteran population today is composed of 
two main segments—(1) the World War II group, predominantly under age 
40, and (2) the World War I group, mainly over age 50. The estimated 
average age of the various groups of veterans as of Jan. 1, 1952 is: 


Average 
Period of Service Age in Years 
Ce OR GE See Bee RIND GEG o00'c dsc ch de Mc bepe cues ageens age cece cweecscouenne d5b0 22.1 
WOE Wee TE Feccic ccevae s coceneercoees cikednswecceseocacagece + dec esened Gime coonces 32.8 
WOE WEE Bicardecdcecvesecsceegasccngadasnpehanscs ce cecegescweccsctoseceqoussqee 58.2 
Spanish-American Ware .......ccccscccvcvcscccsvccsvssessevvsesveccessesvecvescses 76.2 
Do o'g 6:60 00 0000666645500 00'C 40604 Deve cere Cees vr ccd eenseedECCCECESSCESESEOeES 40.6 


neludes veterans who served during World War II and also on or after June 27, 1950. 


This population, then, is decreased only by death or return to military 
service, increased irregularly by large groups of relatively younger persons, 
and is predominantly male. On Jan. 1, 1952, only 312,000 of the World 
War II veterans, or 2.0 per cent, were female. 

According to the estimates of future veteran population shown in Chart 
2, some 2,704,000 of the veterans alive today will not be living in 1970. At 
that time, however, 86.5 per cent of all living veterans (exclusive of those 
with service on or after June 27, 1950 and those with peacetime service only) 
will be age 45 or over in comparison to only 22.8 per cent of the living vet- 
erans today. In terms of actual numbers there will be well over three times 
as many living veterans in this older age group in 1970 than there are today. 
Of perhaps even more significance is the fact that by 1970 there will be 
2,072,000 living veterans age 65 or over—more than ten times the number 
who have attained that age today. This aging of the population as a whole, 
and that part of it which will be in hospitals, will have an important impact 
on the clinical problems, length of stay, costs and personnel requirements, and 
will greatly influence the amount and types of facilities which will be necessary 
if the present authorization is continued. 
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The following charts show the age distribution of living veterans, exclusive 
of those with service after June 27, 1950 only, and their estimated age distri 
bution as of June 30, 1960 and June 30, 1970. 











Chart 1 
ESTIMATED NUMBER OF LIVING VETERANS IN CIVILIAN LIFE? 


By Age and Period of Service, Jan. 1, 1952 
Thousands of Persons 






Spanish- 
All World World American Peace- 
Age Wars War ll Warl War time 


GE 0.006 6 00004000866040 9406006660 008006 15,832 3,413 105 59 




































CEP DD PORT. ih 6i ce cccccdsoncabtesses 2 2 a 
SGD: DRONE Batic cece ccccccsdps cettsedes 1,774 1,764 10 
i ee 4,901 4,896 5 
EET ccncocecnessecsstorseutenssee 4,265 4,257 8 
SOAP. DOG 0c cys o cee ctectandedaaere cans 2,304 2,297 éceve 7 
GR EE. a cndiccdatinnaneehioetinnses dt 1,332 Been... 21 deanh 6 
GD FE cbc dec ccvbavodetwocvesdeecs 614 500 8 6 
BOR TED as, cc nndncnd ‘chskseomadensdes 1,146 239 900 7 
SR MN 0a tin acne a deemed adn ie 1,754 35 1,716 coe 8 
COS See wi i ded la ; 711 11 697 s 3 
GRRE OOO: i556 A ccnengcctutene «thom 85 78 66 8 43 
SE MT as 0 nnesnandinetiavipetsbelne 75 20 55 
Re rare ee 39 5 34 
PE cenavacdesssaercnseccecesccass ovses 1 7 

GD QUO cdi scenckdencees cess —. a 1 


1. Excludes Indian War veterans, Civil War veterans, and veterans with service only since start of 
Korean campaign (total 168,360). 








2. Less than 1,000. j 
8. 65 years and over. 3 
5 
{ 
Chart 2 
ESTIMATED AGE DISTRIBUTION OF VETERAN POPULATION 
Exclusive of Those with Service Only On or After June 27, 1950 
and Those with Peacetime Service Only 
(In Thousands) 
January 1, 1952 June 30, 1960 June 30, 1970 
pees TSE po ae (ao yy 
Age Number Per Cent Number Per Cent Number Per Cent 
Week: pits iGo). chtbabGsELV. 18,850 100.0 18,167 100.0 16,146 100.0 
Under 20 years.........6...ss0000- 1 0.0 
i Eo ast vesconnsudessscens 1,764 94 onene winina ooinn 
SED wicSecchetcayscethecte 4,896 26.0 1 a 
BOO6 RBIO 0s». 000008 0 dpeeeddess 4,257 226 2,225 12.2 Gence déeo 
BP NE nan cveceacsunneuansese 2,297 12.2 5,088 28.0 a 0.0 
GOGE FORE oni ct Wis sv cctcccececds 1,826 7.0 4,079 22.5 2,178 13.5 
45-49 YORTS ... 2... cc cccescsweees 508 2.7 2,187 18 4,930 30.5 j 
EE on ccipaebecesetoukeasd 1,189 6.0 1,238 68 3,897 2.2 
CBD FOES Si divine ctbtleesse 1,751 9.3 423 238 1,986 12.3 
GGA. TOREE. .covtedaceesece ccvsian sd 708 3.8 1,174 6.5 1,088 6.7 
SE: onckhon0es00sd0000000n 81 04 1,285 » wen 345 2.1 
BS (PORN Soles. dads cckccssee dds 75 04 443 24 840 5.2 
SD BENE cicouniteneresesmnsed 39 0.2 37 0.2 715 44 
GOGR FORTD cccccccccccccccccsects 8 0.0 30 0.2 163 1.0 
85 years and OVE6T.............+. 1 0.0 8 0.0 9 01 


1. Less than 1,000. 
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B. Summary of the Extent of Veterans’ Medical and Hospital Care 


It is essential in any analysis of the medical and hospitalization activities 
of the Veterans Administration to study a variety of elements. In addition to 
considering the number and types of cases treated, attention must also be 
given to the place of treatment, the cost, the length of confinement, the facili- 


' ties available and under construction, and the personnel required and available 


to perform the work. 

For many years the Veterans Administration has collected and published 
data concerning the eligibility status of its hospital patients. Many other 
groups and organizations have likewise compiled statistics or have used the 


| reports of the Veterans Administration, often in distorted fashion, to suit their 
} own purposes. 


The Committee has therefore attempted to present accurate statistical 
data and complete explanatory notes with respect to the current and past 
activities incident to the provision of medical care and hospitalization for 
veterans with service-connected and non-service-connected disabilities. 

The latest Statistical Summary of the Veterans Administration available 
at the time of the preparation of this report is dated Aug. 31, 1952. This 
Summary indicates that a total of 83,072 applications for hospital care were 
received during the month of August. As of the date of this Summary, 22,484 
applicants were awaiting admission to hospitals, of whom 143 had been 
adjudicated as service-connected. A total of 104,596 patients were in Veterans 
Administration and non-Veterans Administration hospitals as compared with 
a total of 103,774 on July 31, 1952. These figures can be broken down as 
follows: 

August 1952 July 1952 


Total Veterans Administration Patients in Hospitals............... 104,596 103,774 
In Veterans Administration Hospitals....................ccceeeecnees 97,836 96,888 
TE 28 ab incde ot unt icacéhnante Gonawes 6 cach endanaahos : 33,712 33,122 
Or Cd Sis ic civics sabi Bibike bd b TEs eT ecdee 63,324 62,980 
ED cesnccasdinocbousenes 000s cn denen casnssenccheseneseeeess 800 786 
In Non-Veterans Administration Hospitals................ccceccecues 6,760 6,886 
ND She 5 chides cp hdie'a Uhh ted de bees oc csncceneemeescé 3,012 3,060 
I oto gs iin cee bb babe cneuiecnsimithis 6 ; 3,7 3,312 
SUTIN x5 Celis Acb uses ennansekeubvaneanes a venumabhenes¢ onde 12 4 


In order to illustrate the standard procedure normally used by the Veterans 
Administration in reporting information of this type and to show more detail 
over a three-year period, the following is included: 


ELIGIBILITY STATUS OF PATIENTS REMAINING IN VETERANS ADMINIS- 
TRATION AND NON-VETERANS ADMINISTRATION HOSPITALS 








Non- 
All Service Servine 

Type of Patient Patients Connected Connected 

Patients Remaining Jan. 31, 1950 
pd | ee eee a ee eek aN 111,047 36,553 74,494 
pL CEP ES: 8 ee Cw ee 15,097 5,971 9,126 
Neuropsychiatric 

PT aadtteh hl etedensibeastcccdsababocceaatspeios 48,796 23,352 25,444 
Other psychiatric and neurological.................. 7,027 1,990 5,087 


General medical and surgical *..................cceeeees ‘ 34,887 








1730 HOSPITAL CARE AND OUTPATIENT DENTAL TREATMENT 


Patients Remaining Jan. 31, 195! 
36,967 69,517 
Tuberculous? .... 5,506 6,573 8,936 
Neuropsychiatric 
Psychotic 47,405 23,799 23,606 
Other psychiatric and neurological 6,974 1,760 5,214 
General medical and surgical ?....... 36,596 4,835 31,761 


Patients Remaining Jan. 31, 1952 
All stéue 36,699 70,910 
Tuberculous ? al 58 6,189 9,652 
Neuropsychiatric 
Psychotie 7,508 24,231 23,272 


Other psychiatric and neurological 5,702 1,757 4,945 
General medical and surgical 2 87,563 4,522 33,041 
1. Includes tuberculous psychotics 
2. Includes tuberculous and psychotic patients receiving care for serious intercurrent GMS dis 
abilities 


It is definitely not sufficient, however, in reviewing the question of the 
extent of veteran hospitalization and medical care, to deal only with patients | 
remaining in Veterans Administration and non-Veterans Administration hos- 
pitals as of any given date. Attention must also be given to the total number 
of patients admitted and discharged during the year. 


In reviewing the statistics for past years it is interesting to note that from 
1936 until 1945 the ratio of patients remaining in hospitals to the number 
admitted ranged from 1 to 3.0 to 1 to 3.5. However, since that time, the 
ratio has steadily increased until for fiscal year 1951 the figures stand at | to 
5.1. It must be borne in mind, therefore, that although approximately 65 per 
cent of the 104,596 veteran patients remaining in hospitals on Aug. 31, 1952 
were being treated for non-service-connected conditions, approximately 85 
per cent of the total patients treated during the preceding twelve months were 
hospitalized for non-service-connected conditions. 


In order to illustrate this point Charts 3 and 4 are included showing the 
number of operating beds, admissions and discharges from 1936 to 1951. 


Chart 3 
HOSPITA 


L BEDS, ADMISSIONS, DISCHARGES AND REMAINING PATIENTS 





Operating Beds by Medical] Service 
= 2 A... . ey 
Psychiatrie and General Remaining 
End of Neurological Medical Patients 
Fiscal Total Tuber- ——*~——__, and Dis- Admissions, June 30, 
Year VA Beds Total culosis Psychotic Other Surgical charges Total Total 
1951 119,736 108,231 14,327 47,094 6,208 40,602 511,895 509,720 100,517 
1950 116,699 106,287 14,117 47,230 6,854 38,086 577,275 577,715 102,308 
1949 111,874 105,412 14,011 47,995 7,147 36,259 547,637 554,863 107,073 
1448 110,577 102,219 11,514 49,313 6,788 34,604 530,074 534,723 108,576 
1947 108,225 101,273 10,974 48,866 6,647 34,786 488,935 516,139 104,448 
1946 91,675 87,379 8,622 47,901 4,905 25,951 327,316 351,585 87,257 
1945 81,133 77,727 7,803 45,231 3,204 21,399 281,494 242,495 70,246 
1944 73,602 70,598 7,524 39,487 2,794 20,793 188,992 198,637 63,890 
1943 61,764 61,717 5,509 $4,355 2,444 19,409 + 164,348 166 358 56,850 
1942 62,453 60,666 5,524 33,176 2,429 19,587 181,109 180,691 56,108 
1941 61,849 61,405 5,096 33,324 2,540 20,445 188,695 192,769 58,241 
1940 59,637 58,834 5,198 32,468 2,126 19,042 176,439 181,509 
1939 54,779 54,280 5,321 29,045 2,070 17,844 162,602 167,735 
1938 51,991 51,460 5,126 27,676 2,312 16,336 147,558 153,749 
1937 47,421 47,406 5,526 24,039 2,230 15,611 138,186 143,989 
1936 45,878 44,846 5,892 21,853 2,216 14,885 128,841 180,455 
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Chart 4 
PATIENTS ADMITTED, DISCHARGED AND REMAINING 











Discharged Remaining 
‘ / —_—__—. ”" — ae ™ - —A— _ =~ 
Admis- Non- Non- 
sions, Service Service Service Service 
All Con- Con Con- Con 
Patients Total nected nected Total nected nected 
Tuberculous ...cee-ceereececeeees 19,604 21,388 10,550 10,838 15,067 6,253 8,814 
Psychiatric and Neurological 
POPES “sccccccecccccsccces 17,326 18,061 8,363 9,698 46,779 23,836 22,941 
Ofer: sensi ii aicisi 27,063 29,612 8,167 21,445 6,354 1,559 4,795 
General Medical and Surgical... 445,727 442,834 51,820 $91,014 32,317 8,947 28,370 
TOCA) sicccdecdessconcdscvoce 509,720 511,895 78,900 432,995 100,517 35,597 64,920 
Per Cent Per Cent Per Cent Per Cent Per Cent Per Cent Per Cent 
Tuberculous ...ccccsccecssecsees 3.8 4.2 49.3 50.7 15.0 41.5 58.5 
Psychiatric and Neurological , 
PaVEROtls cccccdesisevecscece 3.4 3.5 46.3 53.7 46.5 51.0 49.0 
QEREP scccodvcccccsccecccicee 5.3 58 27.6 724 6.3 24.5 75.5 
General Medical and Surgical... 87.4 86.5 11,7 88.3 $2.2 12.2 87.8 
TOCA] whasossvessevoccedsccves 99.9 100.0 15.4 84.6 100.0 35.4 64.6 


Definitions.—It will be observed that most of the charts included in this 
Chapter contain the terms “eligibility status” and “type of patient.” A brief 
definition of these terms should assist in the proper utilization of the statistics 
presented. 


A patient’s “eligibility status” is judged on the basis of whether his dis- 
ability was or was not incurred in or aggravated by service in the Armed 
Forces. The determination that a particular patient’s condition is service- 
connected or adjunct thereto is based on the evidence of either a positive 
adjudicatory action by the Claims Service of the Veterans Administration or 
by evidence indicating discharge or retirement from the Armed Forces for dis- 
ability. In the absence of such evidence the patient is classified as under treat- 
ment for a non-service-connected disability. This latter classification is 
continued unless and until the type of information necessary to establish 
service-connection is received. However, a patient under treatment for both 
a service- and a non-service-connected disability is classified according to his 
highest entitlement. The patient having a service-connected disability but 
hospitalized for the care of a non-adjunct non-service-connected disability is 
classified as non-service-connected, unless and until it is medically necessary 
to provide care for his service-connected condition. 

In this connection, it should be noted that service-connection has no 
inherent meaning per se, but represents as much, or as little, as the Congress 
specifies through the medium of enabling legislation. Progressively, the 
meaning of “service-connected disability” has been widened beyond that pro- 
vided by Public Law 2, 73d Congress, which, as indicated in Chapter I, is the 
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foundation for the present system of medical care for veterans provided by the 
federal government. 

“Type of patient”’—The report from which the table on page 9 was 
derived is used mainly to provide information on the distribution of patients 
in hospitals according to the clinical service which is primarily responsible 
for their care. Therefore, the classification of any patient will depend on the 
type of treatment being provided on the day the census is made. 

Many Veterans Administration patients receive care for more than one 
disability and thus they may be classified differently at different times. This 
occurs as the result of the practice of the Veterans Administration of providing 
medical care for all morbid conditions and injuries diagnosed during a patient’s 
stay in a hospital. 

The “eligibility status” and “type of patient” classification of veteran 
patients are developed according to general riles. As has been described, a 
patient’s “type” may, and sometimes does, change during his hospitalization. 
In addition, a patient’s “eligibility status” may also be altered. Consequently, 
the status of a patient as reported on any one day is indicative, but not 
necessarily representative, of his final status. The report describes the situation 
in the light of the evidence accumulated up to that moment. 

In order to be completely fair in analyzing the foregoing figures, it is 
believed desirable to examine, in some detail, the nature of the total patient 
load cared for in the Veterans Administration hospitals according to the 
conditions for which they are receiving treatment, the basis for the summaries 
presented, and the characteristics of the group of patients treated for non- 
service-connected disabilities. 

To do this properly it is desirable to utilize as another source of data the 
Individual Patient Clinical Summary which is obtained after the discharge of 
each patient from the hospital, and once each year for the patients in hospitals 
on January 31. 

This record provides greater detail concerning the clinical status of patients 
receiving hospital care and also more information on their eligibility status 
than does the Administrative Report. However, there are certain differences 
between the data obtained from the two sources, which must be understood 
to permit their joint use. 

First, with regard to the type of case. On the Individual Patient Record 
obtained for patients in hospitals on January 31 of each year, the various 
hospitals are asked to review their patients’ clinical experience and, in each 
instance, to record as the principal diagnosis that condition primarily respon- 
sible for the patient’s stay in the hospital, from admission to the date of the 
census. On the Administrative Report the hospital classifies a patient, gener- 
ally, according to the condition for which he is receiving most intensive care 
at the moment of report. 
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To demonstrate this point more clearly, the following chart has been 
prepared to show the number of patients in hospitals according to “type of 
patient” as obtained from the two reports on Jan. 31, 1951: 


According to Admin- According to Individual 
istrative Report Patient Record 


o—_—_—""——r oa 
Type of Patient Number Per Cent Number Per Cent 
100.0 107,260 100.0 


Tuberculous 15,509 14.6 15,406 144 


Neuropsychiatric 
Psychotic 47,405 44.5 50,350 46.9 


Other psychiatric and neurological 6,974 6.5 8,620 8.0 
General medical and surgical 36,596 34.4 32,884 80.7 


Second, with regard to eligibility status. There will be some differences in 
the proportion of patients reported as treated for service-connected disabilities 
on the Individual Patient Record and on the Administrative Report. These 
differences arise from the fact that there is, to some extent, a progressive 
increase in the proportion of service-connected cases from admission to dis- 
charge as information concerning adjudicative actions becomes available to 
the hospital. 

While changes in status between admission and discharge do not occur too 
frequently, an understanding of the fact that they do occur is desirable in 
order to visualize the difference between summaries based on these two 
records. 

Based on data shown on the hospital Administrative Report, 13.8 per 
cent of the admissions during fiscal year 1950 were recorded as being for the 
care of service-connected conditions, and 15.1 per cent of the discharges were 
reported as treated for a service-connected disability. Likewise, during fiscal 
year 1951, 14.3 per cent of the admissions and 15.4 per cent of the discharges 
were similarly classified. 

Despite the fact that the Individual Medical Record appears to be a more 
reliable source of data, it is necessary for the Veterans Administration to use 
the Administrative Report inasmuch as it is the only source which provides a 
complete historical trend. 

Bearing in mind, therefore, that the percentages shown for service- 
connected cases should be slightly higher, attention is invited to a series of 
Tables (Exhibit II (a), (b) and (c)). The first chart gives a picture of all 
Veterans Administration patients in hospitals on Feb. 29, 1952, according to 
period of service, type of Veterans Administration or non-Veterans Adminis- 
tration hospital, and eligibility status. The second shows the trends in Veterans 
Administration patient loads in Veterans Administration and non-Veterans 
Administration hospitals and the operating bed capacity of Veterans Adminis- 
tration hospitals; and the third, the trend in admissions to such hospitals. 


Eligibility Status by Period of Service.—As might have been expected, that 
proportion of veteran patients in hospitals who served during World War II 
increased very rapidly after 1945, and by Jan. 31, 1950 represented 49.8 per 
cent of the patients in hospitals under Veterans Administration authorization. 

The smallest group of veteran patients today are those with eligibility 
conferred by Public Law 28, 82d Congress. This group represents those 
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veterans in civilian life with service on or after June 27, 1950. By June 30, 
1951, twelve months after the effective date of this law, there were 537 vet- 
erans of this period of service in the hospital. By Feb. 29, 1952 this number 
had increased almost four-fold to 2,081, and on Aug. 31, 1952, it stood at 
3,494. Although they represent a small group in the total population of vet- 
erans, the number will increase rapidly as the persons now in service are dis- 
charged. The increase in the size of this veteran group will be followed, of 
course, by an increase in the number who will seek hospitalization. The Vet- 
erans Administration has tentatively estimated that 12,700 veterans with 
“Public Law 28” eligibility will be in hospitals under Veterans Administration 
authorization by 1960. 

The number of any service group under treatment for non-service- 
connected disabilities generally varies in direct proportion to the interval since 
that period of service. As this interval increases, the percentage of patients 
under treatment for non-service-connected disabilities also tends to increase. 
This fact is illustrated by the following chart which shows the percentage of 
patients in Veterans Administration and non-Veterans Administration hos- 
pitals for treatment of non-service-connected disabilities on Jan. 31, 1952 by 
type of patient and period of service. 

VETERANS ADMINISTRATION PATIENTS WITH NON-SERVICE- 
CONNECTED DISABILITIES AS OF JAN. 31, 1952 


Period of Service All Patients TB Psychotic OPN GMS 


World War II.. 53.7 48.3 34.0 65.9 79.8 
World War I 80.3 86.0 65.6 90.1 95.7 
Other wars ... ; 96.6 94.7 93.9 92.5 98.4 
Service after June 27, 1950 55.7 40.1 §2.1 38.7 78.1 


For further details concerning the trends in eligibility status of Veterans 
Administration patients in hospitals since 1940, see Exhibit III. 


Disabilities Among Patients in Veterans Administration Hospitals.—In 
order to consider the nature of the disabilities for which veterans are seeking 
hospitalization, it is necessary to go beyond the routine reports of the Veterans 
Administration, which are compiled in a rather summary fashion, classifying 
disabilities only as Tuberculous, Psychotic, Other Psychiatric and Neurological, 
and General Medical and Surgical. 

The more detailed records of the Veterans Administration concerning 
specific disease and disabilities are based on the Individual Patient Record with 
the use of the “Sixth Revision of the International List of Diseases, Injuries 
and Causes of Death.” The following charts have been prepared, describing the 
diagnostic composition of the patient load on Jan. 31, 1951 and of the patients 
discharged during the six-month period from January-June 1951. In each 
instance the charts are based on the patient’s principal diagnosis; i. e., that 
condition primarily responsible for the patient’s stay in the hospital. 

Chart 5 shows the diagnostic composition of patients remaining in hos- 
pitals as of Jan. 31, 1951, according to the period of service, and Chart 6 
describes the patients who served in World War II, on an age basis. 

To round out the picture of the types of disabilities among patients, it is 
well to look at similar statistics dealing with discharged patients. 
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If comparisons are made between the Charts (7 and 8) showing patients 
discharged and those describing the patients remaining in hospitals (Charts 
5 and 6), it will be noted that the resident patient load is weighted in favor of 
patients with tuberculosis and psychoses, whereas for those discharged, these 
groups are relatively small. The reasons for such a variance stem from the 
differences in turnover rates among the several disease categories. 


( “hart 5 


DIAGNOSTIC COMPOSITION OF VETERANS ADMINISTRATION PATIENTS 
REMAINING IN VETERANS ADMINISTRATION AND NON-VETERANS 
ADMINISTRATION HOSPITALS, JAN. 31, 1951 


Per Cent in Each Diagnostic Class by 
Period of Service 
= - = ™ —_ - “. — nee — 
Peacetime 
All Other and Non- 
Primary Diagnosis Patients WWil ww i Wars Veterans 
Total—Number iit : 107,260 52,966 47,094 2,844 4,356 
BP GIO gs id és ic cded. chee ees : 100.0 100.0 100.0 100.0 100.0 
Tuberculosis, all forms. see 14.3 19.0 9.6 3.6 15.0 
Psychoses—total ............... pani 46.9 41.0 52.3 35.0 69.1 
Functional ‘ ie 36.1 83.0 33.4 7.4 62.8 
Organic, non-syphilitic — ahien h © uate! 6.1 2.5 9.0 25.1 4.6 
Due to syphilis Vevoeeest 4.7 0.5 9.9 G 1.7 
Other psychiatric ...... éuecece 3.0 4.8 1.3 
Organic neurological ..... sdinaiasian bene 5.0 4.8 3.0 
Malignant neoplasms 2.8 1.7 ‘ 0.8 
0.6 0.8 . 5 0.1 
Allergic, endocrine, metabolic and nutritional 
liseases 1,7 14 
Heart and vascular diseases..................-ee00s 6.5 8.1 
Respiratory diseases ....... ‘4 2.3 2.3 
Diseases of digestive system 5.1 5.8 
Diseases of urinary system and male genital organs 1.7 1.6 
0.8 
1.1 14 
Diseases of bones and organs of movement 3.5 4.3 
Accidents, poisonings and violence waed 8.1 4.2 
Miscellaneous diseases and conditions 1.8 
Observation and examination 0.8 1.0 


0.4 
1.8 
1.2 
1.7 
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Chart 6 


AGE AND DIAGNOSTIC COMPOSITION OF VETERANS ADMINISTRATION 
PATIENTS REMAINING IN VETERANS ADMINISTRATION AND 
NON-VETERANS ADMINISTRATION HOSPITALS ON 
JAN. 31, 1951 


Patients With Service During World War II 


Age on January 31, 1951 





All Under 55 and 
Primary Diagnosis Ages 25 25-34 35-44 45-54 Over 
Total—Number 52,966 2,470 27,532 15,998 4,950 724 
Per cent 100.6 100.0 100.0 100.0 100.0 100.0 
Tuberculosis, all forms.............seeceseeees 19.0 28.0 . 18.7 11.8 
Psychoses—total 26.8 2. 2, 30.4 
Other psychiatric 48 44 ‘ , : 3.3 
Organic neurologicai 4.8 7.6 . . . 6.6 
Malignant neoplasms 1.7 1.5 ‘ . y 5.8 
Benign and unspecified neoplasms 0.8 1.5 J t . 0.6 
Heart and vascular diseases 8.1 1.5 4 . U 114 
Diseases of digestive system 5.8 6.5 J J . 5.8 
Diseases of urinary system and male genital 
organs 16 1.5 , ; 3.3 
All other diseases and conditions d 20.7 7 . 21.3 
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Chart 7 


DIAGNOSTIC COMPOSITION OF VETERANS ADMINISTRATION PATIENTS 
DISCHARGED FROM VETERANS ADMINISTRATION AND NON- 
VETERANS ADMINISTRATION HOSPITALS, 

JANUARY-JUNE 1951! 


Period of Service 


receneinigeremnee rem nein 

All World World All 

Primary Diagnosis Patients Warll Warl Others 

Total—Number fy 3 : y 4% ... 234,674 141,764 79,458 13,452 
Per cent .. : cs ; a i e: 100.0 100.0 100.0 100.0 


Tuberculosis (excl. of observation and examination) ia 4.2 4.7 3.3 

Psychoses a seeee : 3.4 : 2.3 
Functional os ieia 2.5 8. 1.0 
Organic, non-syphilitic elke 0.8 h 1.0 
Due to syphilis....... eUs dadubod bused sbemiaedidbdan sot ; 0.1 . 0.3 

Other psychiatric (excl. of observation and examination) : ; 5.6 ‘ 2.3 

Organic neurological ‘ 4.1 ‘ 43 

Malignant neoplasms 4.2 2.1 7.3 

Benign and unspecified neoplasms.............-ssecceesesencececeers 1.9 3 1.2 

Allergic, endocrine system, metabolic and nutritional diseuses.... 3.9 3.3 5.3 

Heart and vascular diseases 12.4 

Respiratory diseases 8.8 

Diseases of digestive system...............s+-+++. ‘se ie sada 15.9 

Diseases of urinary system and male genital organs....... ; ‘ 5.1 

ee ns GU, |... pdudnbddnedecvad cdoeosavene ae 24 

Diseases of skin and cellular tissue rT 3.4 

Diseases of bones and organs of movement ; 74 

Accidents, poisonings and violence................. ‘ : 6.5 

Miscellaneous diseases and conditions ‘ ‘ 5.0 


Observation and examination (incl. tuberculosis and neuro- 
psychiatric) 5.8 


1 Exclusive of inter-hospital transfers. 


Chart 8 


AGE AND DIAGNOSTIC COMPOSITION OF VETERANS ADMINISTRATION 
PATIENTS DISCHARGED FROM VETERANS ADMINISTRATION 
AND NON-VETERANS ADMINISTRATION HOSPITALS, 
JANUARY-JUNE 1951+ 


Patients With Service During World War II 





Age at Time of Discharge 


ee iinet ee 
Under 55 and Un- 

Primary Diagnosis 25 25-34 35-44 45-54 Over stated 

Total—Number 8,376 74,614 41,582 13,882 2,172 1,138 

Per cent J 100.0 100.0 100.0 100.0 100.0 100.0 


Tuberculosis ° 5.5 4.8 4.3 4.5 2.5 10.2 
Psychoses s 8.7 4.2 4.0 3.0 2.8 11.5 
Other psychiatric . 6.1 7.7 8.7 6.4 3.0 6.7 
Organic neurological _— J 48 4.0 3.7 3.5 3.9 5.8 
Malignant neoplasms j 14 1.7 24 4.6 6.4 2.5 
Benign and unspecified neoplasms . 4.2 29 1.7 1.5 13 1.2 
Heart and vascular diseases 5.3 5.7 9.0° 13.6 20.4 6.2 
Diseases of digestive system 6. 14.6 16.2 17.7 17.7 15.9 15.8 
Diseases of urinary system and male 

genital organs y 4.8 4.9 41 3.9 5.5 46 
All other diseases and conditions 2 49.6 47.9 44.4 41.3 88.3 


1 Exclusive of inter-hospital transfers. 
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Length of Period of Confinement.—lIt is not realistic, in discussing the 
length of stay in any type of hospital, to deal only with general averages. It is 
essential to analyze these figures, in connection with Veterans Administration 
patients, in terms of periods of service or age and types of disabilities. 


The recorded experience of the Veterans Administration for fiscal years 
1945-1950, concerning the average length of stay of patients discharged from 
Veterans Administration and non-Veterans Administration hospitals, without 


regard to whether the disability was service-connected or non-service-con- 
nected, is as follows: 


Average Number of Days per Case by 
Classification of Principal Disability 


Psychiatric General 
All Types an Medical 
Fiscal Year of Patients Tuberculosis Neurological and Surgical 
A. Patients of All Periods of Service 
156.7 198.7 87.0 
174.3 179.6 81.4 
170.0 181.2 29.8 
170.4 174.0 31.0 
192.1 202.2 30.0 
200.7 170.2 30.4 
- Patients with Service During World War Ii 

36.3 117.8 . 23.5 
$1.2 138.3 ! 20.9 
82.7 138.9 . 21.9 
87.7 159.5 . 25.0 
40.0 189.5 < 24.7 
41.0 200.6 t 23.9 


C. All Other Patients 
192.3 
216.7 
219.6 
189.9 
196.9 
200.9 
One important factor must be kept in mind in using these data on length 
of stay. The figures shown above represent the average stay of discharged 
patients in the discharging hospital. As a result, if a patient receives care in 
more than one hospital, he is reported as discharged by each transferring 
hospital and by the final hospital of treatment. Consequently, the average 
length of stay of such patients is understated since their total stay is reported in 
sections. This problem primarily exists among the tuberculous and psychotic 
patients. 
An appreciation of the considerable variation in the average length of stay 
of various classes of Veterans Administration patients may be obtained from 


the following figures on patients discharged during the calendar year 1950: 


Number of Dispositions Average Length of Stay 


WwW I and WW I and 
Type of Patient ww Ir Others WWII Others 

All patients 334,117 191,534 “4.2 90.2 

Tuberculous 17,584 8,560 < 208.6 210.2 
Psychiatrie and neurological 56,178 19,882 89.2 
15,187 6,122 a 202.1 
OPN 41,036 18,710 47.5 
260,410 168,142 23.5 
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It is also interesting to consider the total number of actual days of hos- 
pital care supplied by the Veterans Administration during the course of a year. 
The figures indicated below show the approximate number of patient days 
of hospital care provided in service-connected and non-service-connected cases 
during the calender year 1950, broken down by type of disability: 

Days of Non- Days of 

Total Service-Connected Service-Connected 

Type of Patient Patient Days Hospitalization Hospitalization 
Total ........ 28, 179,554 21,258,917 6,920,637 
Tuberculous wae 4,268,488 2,207,299 2,061,189 
Psychiatric and neurological . 8,532,466 5,462,909 3,069,557 
General medical and surgical 15,378,600 13,588,709 1,789,891 

Interpretation of Data Concerning Length of Stay.—In general, the data 
for World War II patients are effected by the fact that as the time interval 
since the start of the war increases, the potential length of stay of these patients 
also increases. This effect is particularly noted in the trend of length of stay 
of tuberculous and neuropsychiatric patients in this group. As the veteran 
population advances in age, chronic conditions which require longer periods 
of hospitalization have, and will continue, to become more prevalent. More- 
over, even for the same condition it has been found that the older the patient, 
the longer is his required hospital stay. 

In considering the average length of stay of General Medical and Surgical 
patients discharged between July 1, 1945 and Dec. 31, 1950, it appears that 
World War I patients with these conditions stay, on the average, about twice 
as long as World War II veterans with like disabilities. 

The Veterans Administration has expressed the expectation that the 
average stay for patients with General Medical and Surgical conditions will 
remain at present levels for the immediate future. However, officials believe they 
are faced with a non-reversible upward trend in the length of stay. 

An additional aspect concerning length of stay which is worthy of note 
is the picture of the resident population according to the number of days since 
admission to the hospital. On Jan. 31, 1951, just a little less than 5 per cent 
(or 4,900) of all Veterans Administration patients had been in hospitals at 
least 7,200 days (almost 20 years) and one-third had been in hospitals at 
least 1,080 days (almost 3 years). The primary diagnostic group responsible 
for the large accumulation of long-staying patients is the psychotic. 


C. Analysis of Cost of Veterans’ Medical Program 


The cost of hospitalization of veteran-beneficiaries in terms of over-all 
expenditures is a relatively definite item to cite. However, the computation 
of costs as related to the treatment of specific categories of veterans or particu- 
lar types of disabilities, either on a total or a per diem basis, is considerably 
more difficult. Rather than attempt to discuss this aspect.of the report in the 
text of this Chapter, it was the belief of the Committee that the use of charts 
would facilitate its presentation. The following brief statement is included to 
explain the content of the series of five charts which appear in the Appendix as 
Exhibit IV (a), (b), (c), (d) and (e). 


Bo ine tia Lara anata ede Sect 
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Exhibit IV (a).-—A summary of the total medical expenditures of the Veterans 
Administration for fiscal years 1949, 1950 and 1951. 


Exhibit 1V (b).—Veterans Administration hospital and domiciliary operating costs, 
patient load, relief days and average employment for fiscal year 1951. 


Exhibit IV (c)—Work Load and Cost Factors involved in the activities of Veterans 
Administration hospitals for fiscal years 1949, 1950 and 1951. 


Exhibit 1V (d)—Work Load and Cost Factors involved in the activities of non- 
Veterans Administration hospitals for fiscal years 1949, 1950 and 1951. 


Exhibit IV (e).—Work Load and Cost Factors for the entire Veterans Administra- 
tion Outpatient Program for fiscal years 1949, 1950 and 1951. 


D. Veterans Administration Hospital Construction and Staffing 
The planning and appropriation of funds for the renovation and construc- 
tion of new Veterans Administration hospitals have for many years been two 


of the most controversial elements of the entire Veterans Administration medi- 
cal and hospitalization program. 


On June 30, 1933, just a few months after the passage of the Economy 
Act (Public Law 2, 73d Congress), the total hospital load of the Veterans 
Administration was 33,795. This represented a decrease of 10,046 from the 
total at the end of the preceding fiscal year—the last decrease to be experi- 
enced in the Veterans Administration medical program. 


In May 1940 a ten-year hospital construction program proposed by the 
Federal Board of Hospitalization was approved by the President of the United 
States. The program visualized a total of approximately 100,000 beds by 1950. 
By June of the following year the Congress had specifically authorized and 
appropriated $165,574,267 for new hospital, domiciliary and outpatient dis- 
pensing facilities. In addition, there had been expended from regular fiscal 
funds the sum of $25,705,721 for permanent improvements and extensions 
—a grand total of slightly more than $191,000,000. 

As of the same date the Veterans Administration was operating hospital 
facilities at 91 different locations in 45 states and in the District of Columbia. 
The capacity of these institutions was 61,849 beds. The beds for domiciliary 
care numbered 18,747. Thus, shortly before World War II, the Veterans 
Administration had 80,596 hospital and domiciliary beds. In addition thereto, 
the Veterans Administration was utilizing 2,570 beds in Army, Navy and 
Public Health institutions. 

Under date of June 25, 1948, an Order was issued by the President 
abolishing the Federal Board of Hospitalization, effective as of June 30, 1948. 
Since that date the Bureau of the Budget has been responsible for the review 
and coordination of medical programs of the federal government. Late in 
1948 that Bureau conducted studies of proposed new hospital construction. 
On the basis of these studies the President on Jan. 10, 1949 ordered a cut- 
back of 16,100 beds. 

The storm of protest which this pronouncement created in Congress and 
among veterans’ organizations is well known. The result was a further revision 
of the hospital construction program and a general agreement at that time 
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of a goal of 131,504 beds—64,342 General Medical and Surgical; 9,576 
Tuberculosis; and 57,586 Neuropsychiatric. 
According to the latest available statistical information (July 31, 1952), 


the present picture of the Veterans Administration hospital program appears 
to be as follows: 


Hospitals 
In operation 


Under construction 


20 
i 
1 
0 
0 
0 
0 


Blona won & S 


135,217 i 


NOTE: Domiciliary units in operation, 17; bed capacity, 17,443. 


Staffing of Veterans Administration Hospitals.—One of the serious prob- 
lems which has confronted the Veterans Administration for many years is the 
recruitment and training of qualified medical and allied health personnel. 
During World War II many physicians and dentists were commissioned and 
permitted to remain on an inactive status with the Veterans Administration. 
Other men were recalled to active duty and were detailed to the Veterans 
Administration. 


The experience of the past few years has convinced many medical authori- 
ties that the Veterans Administration cannot attract sufficient personnel to staff 
more than 120,000 beds. If this is the case it is extremely unrealistic to pro- 
ceed with a construction program envisaging a total of more than 152,000 
hospital and domiciliary beds. 


As of March 30, 1951 there were 89,437 full-time medical employees in 
the Veterans Administration Regional Offices and Hospitals. The number of 


physicians employed as of January 31 and July 31 of 1950 and 1951 is as 
follows: 


Type of Personnel Jan. 31,1950 July 31,1950 Jan.31,1951 July Sl, 1951 


Physicians—total 9,030 8,873 8,485 8,489 
A. Pull-time—total 4,292 4,075 4,007 4,119 
4,258 4,041 8,986 4,092 

39 a 21 27 

4,798 4,478 4,370 

1,011 1,016 1,005 

573 605 604 

544 560 576 

2,618 2,256 2,182 

62 42 53 


A more recent figure which cannot be broken down shows that as of Aug. 
31, 1951 the Veterans Administration had a total employment of 178,034, 
with 136,377 of these employees engaged in medical activities. 


RELI OR RE 17 





HOSPITAL CARE AND OUTPATIENT DENTAL TREATMENT 174] 


CHAPTER IV. PRESENT ATTITUDE 


In conducting this study your Committee has conscientiously attempted 
to ascertain the attitudes and obtain the comments and suggestions of interested 
groups and individuals. In addition to writing several hundred individual 
letters, the Committee published a general invitation for comments and sug- 
gestions in The Journal of the American Medical Association on April 19, 
1952 and in the “Secretary’s Letter” for March 10 and April 7, 1952. Exhibit 
[ outlines in complete detail the research activities of the Committee during 
the past year. As expected, many letters were unanswered; in many instances, 
negative replies were received. The following summary, therefore, is necessarily 
limited to the information which has been ferreted out or voluntarily brought 
to the Committee’s attention. 


Organized Medicine.—The Proceedings of the House of Delegates and the 
Minutes of the meetings of the Board of Trustees of the American Medical 
Association revealed that the medical program of the Veterans Administration 
has been a matter of vital concern to the Association for many years. These 
records were carefully reviewed from the year 1922 to date and the pertinent 
actions have been noted chronologically and included in the Appendix as 
Exhibit V (a). 

Even a casual review of this history will show that the Association has 
consistently recognized the medical obligations of the government and the 
profession to veterans with service-connected disabilities, but that it has viewed 
with misgivings, and on occasion alarm, the steady increase in the Veterans 
Administration medical program for the care of veterans with non-service- 
connected conditions and the resulting implications. 

Letters were sent to the medical associations of each state and of the 
District of Columbia requesting information regarding official actions or policy 
positions adopted concerning the three subjects under consideration. Four 
associations failed to reply; twenty-five indicated formal opposition of some 
type to the present Veterans Administration medical program; the remaining 
twenty indicated that no action had been taken. See Exhibit VI for a résumé 
of the actions by the various states. 


Allied Health Associations.—Although the majority of the health associa- 
tions contacted expressed a vital interest in the areas of federal medical care 
being surveyed, most of them had not formally adopted any policy position 
nor were they prepared to make specific recommendations. Inasmuch as the 
comments received from the majority of these groups were general in nature 
they will not be discussed here. There were two exceptions—the American 
Hospital Association and the Association of American Medical Colleges, 
which provided the Committee with information sufficiently definitive to war- 
rant its inclusion at this point in the report. 


American Hospital Association.—The normal functions and activities of 
this Association would, under any circumstances, require a close liaison with 
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the various federal medical programs and particularly that of the Veterans 
Administration. Rather than review the history of this interest it will be 
sufficient to quote from the latest official expression of the Association on this 
subject. 

A resolution dated May 24, 1952, prepared by the Committee on Veterans’ 
Relations, after recognizing the obligation of the government toward veterans 
with service-connected disabilities, provided: 


“6. The American Hospital Association recognizes that the present policy on hos- 
pitalization of non-service-connected cases is based on (A) the availability of a bed in 
the Veterans Administration hospital and (B) the inability of the veteran to pay for his 
hospitalization. The American Hospital Association recommends a re-examination of 
this policy with special attention to these questions 

a. How big should a Veterans Administration hospital system be, in view of 

(i) the unwieldiness of operation of a large system? 

(ii) the shortage of professional and technical personnel? 

. Did Congress, in extending eligibility to veterans with non-service-connected 
disabilities, intend unlimited expansion of the Veterans Administration Hospital 
system, regardless of its effect upon the quality of care? 

. Since Veterans Administration reports show that two-thirds of ail beds in 
Veterans Administration hospitals are now occupied by veterans with non-service- 
connected disabilities, 

( i) Will further expansion of the Veterans Administration system serve any 
other major purpose than to make more beds available for non-service-con- 
nected cases? 

Will further increase in the size of the Veterans Administration system lead 
to a poorer quality of care for those veterans whose disabilities are service- 
connected? 

Does the intent of Congress to provide hospitalization for non-service- 
connected disabilities of needy veterans require a better definition of need 
to assure care for those veterans who really need assistance? 

“7, The American Hospital Association again urges that in any future construction 
proper attention be given to coordinated planning with relation to other federal hospital 
systems, as well as with relation to the non-federal hospitals providing care to the general 
population. 

“8. In view of the general feeling among non-federal hospitals across the nation 
that wage rates in federal hospitals are not in proper relation to those prevailing in 
different areas, the American Hospital Association suggests that a study be made of 
wage rates in veterans hospitals and in non-federal hospitals, and that individual 
Veterans Administration hospitals be permitted to pay wages comparable to those 
prevailing in non-federal hospitals in the surrounding area.” 


Association of American Medical Colleges.—Any reference to the activities 
of this Association in connection with veterans’ medical affairs must include 
a note of commendation for the amazing improvement in the medical care ol 
veteran patients since 1946 as a result of the practice of affiliating medical 
schools with Veterans Administration hospitals. The effect of this cooperative 
effort is universally recognized. 

In the conduct of these and other related activities, the Association has 
worked primarily through its Committee on Veterans Administration-Medical 
School Relationships, which was appointed in 1950. 
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[his Committee has expressed concern in the past years over “the prob- 
lem of abuse of the privilege of the non-service-connected veteran patient, who 
may now be admitted to the Veterans Administration hospitals on his own 
sworn statement that in his opinion he is unable to pay for the necessary 
service.” 

The position of the Veterans Administration in claiming inability to 
investigate the veteran’s statement, to police the program and recommend 
prosecution if abuses can be proved, as well as the administrative practice of 
providing care for veterans with non-service-connected disabilities who have 
prepaid health and hospitalization insurance, were the principal points objected 
to by the Committee in its report of Oct. 31, 1951. 


After the presentation of a very strong statement by the Committee, con- 
demning the program of free medical care and hospitalization of veterans with 
non-service-connected disabilities almost in its entirety, the Association on 
Oct. 31, 1951 adopted a “Resolution Relating to the Veterans Adminis- 
tration,” which provided, in part: 


“We believe that this combination of expert professional care and high-type resi- 
dency training has made the service of the Veterans Administration hospitals so desir- 
able and so popular that increasing numbers of veterans have wished to be cared for in 
them. We know, of course, Dean’s Committees and their faculties feel strongly that 
the very best of medical care should be preserved for veterans in accordance with the 
laws that have been enacted by Congress. On the other hand, we also believe that the 
ise Of Veterans Administration facilities for veterans with non-service-connected illnesses 
and disabilities who are, by any reasonable definition, able to pay for adequate medical 

re should not be permitted. The use of veteran facilities in such manner we believe 
to be great at the present time, and growing. As a consequence of this it will become 
overwhelming and will threaten to destroy the high quality of medical care that Dean’s 
Committees and their faculties have made possible for veterans. 


“This Association calls this matter to the attention of the various Dean’s Com- 
mittees with the suggestion that they give their earnest consideration to this threat to 
the continued provision of high quality medical care and the related educational 
program. This Association recommends to the Dean’s Committees and their faculties 
that they make an investigation of this situation and take appropriate action designed 
to correct it, thus insuring for needy veterans the best possible care. They deserve no 
less 

Veterans’ Organizations.—Although there is not complete agreement 
among the national veterans’ organizations concerning the existing reiationship 
between the Veterans Administration and the medical colleges, there does 
not seem to be any opposition from these groups to supplying medical care 
and hospitalization for veterans with service-connected and non-service-con- 
nected disabilities in Veterans Administration facilities. 

The policy position adopted by the American Legion and by the Amvets 
in this latter regard has been brought to the attention of the Committee and 
can probably be cited as representative of the attitude of veterans’ organiza- 
tions as a whole, 


The American Legion has, for many years, advocated the provision of 
medical care and hospitalization for veterans with service-connected disabilities 
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and for veterans with non-service-connected disabilities who are unable to pay 
for necessary hospitalization. This position is, of course, in accordance with 
existing provisions of law. The Legion is also apparently in substantial agree- 
ment with the administrative interpretation of the Veterans Administration as 
to its inability to investigate a veteran’s statement concerning need. More 
basic, however, is its attitude regarding the necessity for the construction of 
additional Veterans Administration hospitals. 


An insight into the current policy of the Legion can be gained by reviewing 
the resolutions in the health field which were considered at its 1952 Convention 
held in New York in August. 


Of the total of ninety-six resolutions considered by the hospital subcom- 
mittee, thirty-two were approved. The following four have been selected as 
indicative of the current position of the Legion with respect to non-service- 
connected medical care and the need for additional hospital facilities. 


“No. 99. Rhode Island.—Urges continued efforts be made to secure additional 
Veterans Administration hospital beds for war veterans, especially for mental and 
tuberculous cases.” 

“No. 274. Illinois——Commends National Rehabilitation Director T. O. Kraabel and 
his staff and the Medical Advisory Board to the National Rehabilitation Commission 
for the presentation already made to the Veterans Administration on behalf of sick and 
disabled veterans, and requires that the position of The American Legion on this all- 
important problem be called to the attention of the proper Congressional committees 
so that veterans now being denied hospitalization due to lack of beds may be cared 
for by VA in the future rather than being placed in charitable institutions in local 
communities.” 

“No. 518. California.—Seeks enactment of legislation directing the VA to construct 
or provide a sufficient number of additional beds and asks that the Congress direct 
the Veterans Administration to furnish necessary treatment and medical care in hospitals 
and domiciliary facilities to medically indigent veterans including those veterans suffer- 
ing the ravages of chronic diseases or disabilities, regardless of service-connection, 
including also the aging veterans in the ‘geriatric’ category.” 

“No, 576. National Rehabilitation Commission.—Reaffirms The American Legion’s 
stand for the provision of medical and hospital care for those with service disablements 
and reaffirms the Legion’s support of the policy of providing hospital care for veterans 
with disablements not adjudicated as due to service, where such veterans cannot reason- 
ably afford to pay for such care and treatment; also reaffirms the Legion’s belief that 
this medical care and hospital treatment shall be provided by the Veterans Administra- 
tion; declares that the Legion believes no fixed and arbitrary limit can be placed on the 
number of hospital beds needed to provide such services, but that the Congress should 
determine the number to be provided in the VA on the basis of needs as such needs 
arise and as staffing can be secured; authorizes the National Legislative Commission 
and Division to act in conformity with the policy herein enunciated to the end that there 
shall be no impairment of the care of the disabled veteran nor loss of his identity as a 
veteran in other groups of federal beneficiaries.” 


Probably of equal significance is the rejection of resolution No. 556, 
Washington, which advocated the “re-evaluation of eligibility of entitlement 
to hospitalization for non-service-connected disabilities, with particular refer- 
ence to inability to pay for it.” 
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Amvets.—In response to an inquiry from the Committee, the Amvets 
advised that it has long endorsed the theory of hospitalization benefits for 
veterans with non-service-connected disabilities. In commenting on “ability 
to pay” it makes the following observation: 


“It is true that the application form for this hospitalization is non-specific as to 
economic need. This need is seldom investigated by the Veterans’ Administration and 
it is therefore our recommendation that a procedure be set up whereby it might be 
established whether or not a veteran can or cannot pay for his hospitalization. Of course, 
if he can pay for it, it should not then be necessary for him to be hospitalized at federal 
expense.” 


Although detailed comments were not received from the other major 
veterans’ organizations, letters were written to the American Veterans Com- 
mittee, Catholic War Veterans, Disabled American Veterans, Jewish War 
Veterans of the United States, Military Order of the Purple Heart, and the 
Veterans of Foreign Wars. 
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CHAPTER V. PROPOSALS FOR PROVIDING MEDICAL CARE 
AND HOSPITALIZATION THROUGH PRIVATE INSURERS 


There have been a series of proposals during the past twenty years recom- 
mending federally subsidized insurance to cover the cost of medical and 
hospital care for veterans with non-service-connected disabilities. The original 
resolution introduced by Dr. H. H. Shoulders of Tennessee recommended 
coverage of veterans with non-service-connected disabilities through a plan 
of disability insurance benefits. This proposal was presented to the House of 
Delegates in June 1931 and adopted. In 1932 a second resolution, imple- 
menting and expanding the 1931 resolution, was presented and referred by the 
House of Delegates, without instruction, to the Committee on Legislative 
Activities. During the period from 1932 until 1948 no significant action was 
taken in this regard by the Association. 


In December 1948 a Committee on Veterans’ Affairs appointed by the 
Board of Trustees, known as the Bauckus Committee, reported that the pro- 
posal that the Veterans Administration issue a hospital and medical service 
contract to all veterans with non-service-connected disabilities eligible for 
hospital service benefits, or that such a contract be purchased from a nonprofit 
nongovernmental corporation had been referred to the Medical Advisory 
Committee of the American Legion for its consideration and further discussion. 
The report of the Committee was approved by the Board of Trustees and was 
referred by the House of Delegates to the Reference Committee on Legislation 
and Public Relations. 


In commenting on the report, the Reference Committee stated: 


“Your committee recommends that the House of Delegates commend the efforts of 
the Committee on Veterans’ Affairs and recommends that the committee continue its 
negotiations with reference to this complex problem, holding as it has done in the past 
to the principles established by the House of Delegates with regard to the care of 
veterans who have established the fact of their inability to pay for needed medical 
services and hospitalization. It is suggested that this committee be directed to report 
to the House of Delegates in June of 1949 and that, in the meantime, it report peri- 
odically to the Board of Trustees concerning the progress of its efforts at negotiations 
in this matter.” 


At the June 1949 meeting a new Committee on Medical Care of Veterans, 
constituting one of the committees of the Council on Medical Service, was 
announced, and the Bauckus Committee was dissolved. 


A resolution was presented in June 1949 and again in December 1949 by 
Dr. R. B. Wood, incorporating the insurance plan for veterans with non- 
service-connected disabilities. In December 1949 the House of Delegates 
voted to appoint a special committee of the House to review the entire subject. 
A committee, under the Chairmanship of Dr. B. R. Kirklin, was appointed 
as a result of this action. 

In June 1950 the Kirklin Committee submitted a majority and a minority 
report, disapproving and approving, respectively, the Wood resolution. The 
House of Delegates tabled both reports. 
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During the next year there was a considerable display of interest in these 
proposals but no definitive action was taken by the Association. 

In December 1951 several resolutions were presented on veterans’ medical 
care, which were referred by the Reference Committee on Insurance and 
Medical Service to the Board of Trustees. The Board, in turn, asked this 
Committee now reporting, which it appointed concurrently to study various 
phases of the federal medical program, to include the subject of veterans’ 
medical care in its survey. 

Before discussing the details of these suggestions, your Committee would 
ike to join in the commendatory statement made in June 1952 by the Refer- 
ence Committee on Insurance and Medical Service concerning the persever- 
ance and conscientious effort which have been displayed by Dr. H. H. 
Shoulders, Dr. J. P. Wall, and a few other physicians, in attempting to solve 
the complex problems with which we are faced in dealing with the care of 
veterans with non-service-connected disabilities. 


On April 19 and June 7, 1952 the present Committee published state- 
ments in The Journal of the American Medical Association dealing with the 
broad aspects of this specific problem. The first was prepared by Frank G. 
Dickinson, Ph.D., Director of the Bureau of Medical Economic Research, at 
the request of Dr. George F. Lull. The other was prepared, at the request of 
the Kirklin Committee, by Mr. Wendell Milliman, who was then an inde- 
pendent consulting actuary and is now Vice President in Charge of Group 
Insurance of the New York Life Insurance Company. It is the belief of the 


Committee that the opinions of these two insurance authorities provide impor- 
tant background information and point up some of the important problems 
involved. The complete statements are included in the Appendix as Exhibits 
VII (a) and (b). 


In addition, requests were directed to a number of other outstanding 
insurance experts requesting their views on this question, which involves not 
only the desirability of covering non-service-connected care by an insurance 
program, but also the problems incident to the inauguration and administra- 
tion of such a program. 

The following quotations which relate only to certain specialized insurance 
aspects of the entire question are not directed to any specific resolution now 


pending, nor do they relate to the more complex and basic problems which are 
involved. 


Mr. Wendell Milliman.—“The term ‘insurance’ is frequently used loosely, particu- 
larly with reference to proposals for social assistance. Insurance requires a pooling of 
funds paid by or on behalf of many individuals who are exposed to the same or similar 
hazards from which funds the losses of those who are struck may be met. The proposal 
that the Federal Government meet the costs of treatment of the non-service-connected 
disabilities of veterans in civilian hospitals under a direct contract with each veteran 
is not insurance. One of the effects of insurance is present; that is, the individual who 
meets with the misfortune does not have to pay the costs of that misfortune. The essen- 
tial element of insurance, however, is missing. The funds from which the cost is met 
do not come from payments by or on behalf of the veterans eligible for the benefit. 
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These funds come from general tax revenues to which the eligible veterans may or may 
not have contributed. 

“This distinction between insurance and governmentally financed benefits is not made 
for the purpose of quibbling over definitions. It is an important distinction to bear in 
mind. The soundness of an insurance plan depends on the adequacy of the premium 
or contribution required from the insured persons. The soundness ‘in the sense of ability 
to pay the promised benefits’ of a plan of governmentally financed benefits depends 
upon the ability of the government to levy and collect sufficient taxes. 

“The answer, then, to the question as to whether or not it is practicable for the 
Government to contract with veterans to provide all or a portion of the hospital and 
medical care for non-service-connected disabilities in civilian hospitals is clear. It is 
practicable if sufficient tax funds are available. 

“Care should be taken to avoid calling such a plan insurance and it should be 
frankly recognized for what it is: A plan whereby the eligible veteran would be entitled 
to have the Government pay his hospital bill for non-service-connected disabilities in 
recognition of his military service. 

“The use of the label ‘insurance’ for such a plan would be quite unfortunate. The 
idea of insurance is readily accepted by the public and the label ‘insurance’ is too 
frequently used by politicians to sugar-coat plans of governmental assistance. The appar- 
ent success of one plan of governmental ‘insurance’ of hospital and medical benefits 
would doubtless be used as an argument for extension of governmental ‘insurance’ to 
other classes of the population. 

“The alternative * * * is the purchase of ‘a contract from corporations engaged 
in the sale and administration of such contracts. . . .’ This alternative would involve 
bona fide insurance operations. The contracts which would be issued to veterans under 
this alternative would require the assumption of a risk by the private insurers in return 
for fixed premiums. 

“Certain fundamental conditions would have to be satisfied before this alternative 
providing for purchase of contracts from private insurers could be put into operation. 
First, the Administrator of Veterans’ Affairs would have to be satisfied: 


(1) That the coverage provided by the private insurers would be adequate to meet 
the specifications of the law. 


(2) That the cost of the insurance would be reasonable, and 

(3) That coverage would be available to all eligible veterans. 

“The insurers, on the other hand, would have to be satisfied: 

(1) That the benefits to be provided can be defined clearly enough to be incorporated 
in a contract, and 

(2) That the premiums which they would receive would be adequate to cover the 
benefits and expenses. 

“In addition there are a number of substantial administrative problems which would 
have to be solved by the Administrator of Veterans’ Affairs and the insurers. Among 
these problems are the following: 

. What types of carriers and what specific carriers would be acceptable? 

. What type of policies would be acceptable? 

. How would benefits be defined? 

. How would existing coverage be integrated with the coverage under this plan? 
. How would premiums be determined? 

6. What reports, if any, would insurers have to submit to the Administrator on the 
action on individual claims and what mechanism would be established for adjudication 
of disputes? 

7. How would eligible veterans establish their eligibility and how would the insurers 
be notified of the fact that they were insuring individuals not previously covered by them 
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or that individuals previously covered by them under some other plan were to be cov- 
ered under the provision of this plan? How would transfers of veterans from one area to 
another or from one employer to another be handled? 

“I have outlined the major administrative problems which I foresee in the establish- 
ment of a plan for using private insurance companies to provide the benefits proposed 
by this resolution. 

' “It is my opinion that if a law were passed with the alternative provision permitting 
purchase of insurance from private insurers the difficulties which the Administrator of 
Veterans’ Affairs would encounter in obtaining an agreement as to (a) what private 
carriers would be acceptable; (b) the definition of coverage; (c) the level of premium 
rates, and (d) the other problems outlined above, would be so great that he would be 
practically forced to disregard this authority and provide these benefits by direct con- 
tract with the Government.” 


Frank G. Dickinson, Ph.D.—“Summary. (a) There is nothing in the history, theory, 
and principles of insurance to warrant the federal government becoming an insured of 
a private insurance company. It would make the sovereign power of government sub- 
servient to a private business institution. It would be contrary to public policy. 

“(b) The Congress and the President would unquestionably reject any proposal that 
both violates the fundamental rules of insurance and seeks to invert the inherent rela- 
tionship between the sovereign power and a private citizen, association, or firm. 

“(c) Finally, the private insurer would certainly face the inevitable danger of absorp- 
tion and control by its insured—an agency of the federal government.” 


36102 O—53——_8 
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CHAPTER VI. ANALYSIS OF PRESENT PROGRAM 
AND FUTURE TRENDS 


It would indeed be simple if the discussion phases of this section of the 
report could be limited to the care of veterans with service-connected dis- 
abilities or to the standards and quality of the medical care being supplied by 
the Veterans Administration. 

It would be simple because the entire country is in complete agreement 
as to the rights of veterans with service-connected disabilities to receive free 
medical care and as to the medical obligations of their government to them. 


The second point is an equally agreeable subject. With the Bradley-Hawley 
regime, beginning in September 1945 and continuing under Dr. Magnuson and 
Admiral Boone, the Veterans Administration has made vast strides in raising 
its quality of medical care. The program is now integrally related to the 
teaching programs of approved medical schools. Dean’s committees have 
been established to administer the medical care and training programs in 
sixty-six Veterans Administration hospitals so that one of the finest graduate 
teaching programs in the country is now in operation. 

There are, however, other extremely important and controversial ques- 
tions which must be answered. Should present hospitalization and medical 
benefits be continued for veterans with non-service-connected conditions? 
What alternatives are available? What are the long-range effects of the present 
uncoordinated federal hospital construction program? What will the patient 
load and the staffing problems of the Veterans Administration be in 1960- 
1975? What is the effect of the current Veterans Administration medical 
program on civilian economy and on the civilian hospital construction 
program? 

More specific questions concern the length of confinement, cost and gen- 
eral efficiency of the administration of Veterans Administration hospitals; the 
policy of the Veterans Administration in collecting insurance benefits for non- 
service-connected care, and the validity of the claim of the Veterans Adminis- 
tration that a veteran’s statement of inability to pay cannot be investigated. 


Objective analyses of these problems indicate that the core of the broad 
issue undoubtedly rests in the need for a clarification or reaffirmation of 
national policy with respect to the provision of hospitalization for veterans 
with non-service-connected disabilities. If that policy is to continue there 
seems to be no question that additional hospital facilities will be required. 

In addition, there is a need for closer coordination and maximum utiliza- 
tion of hospital facilities if the objectives of such programs are to be attained. 
The uncoordinated federal sponsorship of parallel hospital construction pro- 
grams, such as the veterans’ program and the Hill-Burton program, has, in the 
opinion of the Committee, resulted in considerable waste. 


A review of the history of veterans’ medical care reveals considerable 
doubt that the Congress ever intended that the medical program of the 
Veterans Administration should develop to its present extent. 
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In 1924, Gen. Frank T. Hines, Director of the Veterans’ Bureau, recom- 
mended to the President that the excess of hospital beds be used to take care 
of non-service-connected cases. On the basis of his proposal, President 
Coolidge recommended that the Congress adopt the provision which became 
Section 202 (10) of the World War Veterans’ Act of June 7, 1924. As indi- 
cated in Chapter II, this law plus many others was repealed by the Economy 
Act of 1933. 

On March 28, 1934, Public Law 141, 73d Congress, again provided for 
medical care and hospitalization benefits for veterans with non-service-con- 
nected disabilities. It appears, however, from the legislative history that the 
intention of Congress was not to reenact the liberal provision of the World 
War Veterans’ Act but rather to limit hospitalization in non-service-connected 
cases to available existing facilities and to veterans unable to defray their 
own hospital expenses. 


Exactly when this original theory concerning the extent of non-service- 
connected care was abandoned is not apparent. It is clear, however, that 
there are now, and have been for some time, more than enough beds to take 
care of all veterans with service-connected disabilities. Gen. Omar Bradley 
testified emphatically to this fact in his appearance before the Appropriations 
Committee of the House of Representatives during the 80th Congress. 


During this same appearance, General Bradley urged that the Congress 
redefine those veterans to be eligible for free medical care and hospitalization. 
He stated in part: 


“It seems to me that sooner or later Congress is going to have to pass a law to guide 
the Administrator of Veterans’ Affairs in the type of cases he will hospitalize. I do not 
know how much pressure you gentlemen in Congress are under because of veterans 
having to wait for beds, but we are getting tremendous pressure, and I do know that 
we have people on the waiting list, and it seems to me that sooner or later the Congress 
is going to have to determine the hospitalization policy, either by limitation of the 
staff which will limit the number of beds that we can staff, or for the construction of 
new hospitals, or which I think would be the better way to do it, perhaps, to pass 
some law which will set forth the type of veteran and the type of case upon which 
the Administration can give hospitalization. 

“But until that is done we have no leeway except to follow the policy that the Con- 
gress has been following since 1924 in providing a certain percentage of beds. And, I 
think that the Congress is going to have to decide what policy we must follow and 
ought to be followed in the hospitalization of veterans.” 


The report of the Committee on Veterans’ Medical Service, appointed by 
the President under the chairmanship of Dr. Howard A. Rusk, also stressed 
the inadequacy of the present national policy regarding the hospitalization of 
veterans. In its report that Committee said: 


“We believe that Veterans Administration policies for the care of non-service-con- 
nected cases should be clarified. Your committee is not competent to judge whether it 
is the intent of Congress that the veteran should represent a special group which should 
be cared for by the Veterans Administration regardless of the origin of the disability, and 
in what numbers. Until this policy is clarified there can be no way to establish require- 
ments upon which an adequate and appropriate Veterans Administration hospital 
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program can be developed. The necessity for such clarification by the Congress js 
apparent.” 

In its testimony before the Senate Committee on Expenditures in the 
Executive Departments on March 3, 1952 relative to S. 1140, 82d Congress, 
the American Medical Association emphasized: (a) The need for a clear-cut 
definition of beneficiaries eligible to federal medical care, and also (b) the 
need for the coordination of federal hospital construction and the utilization 
of existing facilities. 

To date the recommendations of these various individuals and organiza- 
tions have not been followed. 


Administrative Practices of the Veterans Administration.—As mentioned 
many times in the preceding chapters, existing law authorizes the provision 
of hospitalization benefits by the Veterans Administration to veterans with 
non-service-connected disabilities unable to defray their own hospital expenses. 
In stipulating the type of proof necessary to establish such inability to pay, 
the Congress provided: 

“The statement under oath of the applicant on such form as may be prescribed by 


the Administrator of Veterans’ Affairs shall be accepted as sufficient evidence of inability 
to defray necessary expense.” 


This is the so-called “pauper’s oath” which has caused so much contro- 
versy for the past twenty years. The origin of the oath and its intended purpose 
is explained in the following statement prepared in 1944 by General Hines 


“The oath required in Section 6 was not to discourage applicants from seeking 
hospitalization, but to provide a minimum degree of proof of inability to defray expenses 
which the Veterans Administration can accept as a basis of entitlement to hospitalization 
for non-service-connected disability. The right of war veterans to hospital treatment for 
non-service-connected disability was initially founded upon the theory that there 
would be a certain number of vacancies in hospitals acquired and maintained for care 
and treatment of those having a service-connected injury or disease, and such right has 
always been conditioned upon available facilities. 

“The Veterans Administration did not originally request Congress to enact the 
provisions of Section 29, Title III, Public Law 141, 73d Congress, providing for the oath 
in question. This title was added as an amendment to H. R. 6663, 73d Congress, ‘An Act 
Making Appropriations for the Executive Office and Sundry Independent Executive 
Bureaus, Boards, Commissions, and Offices, for the Fiscal Year Ending June 30, 1935, 
and for Other Purposes.’ 

“The Hearings on this bill before the Subcommittee of the Committee on Appropria- 
tions, United States Senate, January 17-30, 1934, show that enactment of the provisions 
of Title III, including the provisions contained in Section 29, was urged by representa- 
tives of national organizations of veterans of World War I and the Spanish-American 
War.” 


The Veterans Administration has for many years taken the position that 
they are without authority to question the veteran’s oath. As long as the 
answers to the pertinent questions on Veterans Administration Form 10-P-10 
(See Appendix, Exhibit VIII) are answered in the negative, hospitalization or 
domiciliary care is granted, provided the applicant is otherwise qualified. 

It is the opinion of many groups and individuals that the Veterans 
Administration has been too willing to hide behind the wording of existing 
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law. In their administration of the law Veterans Administration officials have 
not resorted to other laws which provide penalties for false statements under 
oath. These laws are only as strong a deterrent to dishonesty as the Adminis- 
tration chooses to make them. 


The Veterans Administration has also been criticized for using only one 
form for the use of all veterans seeking hospitalization, irrespective of the 
nature or origin of their disease or disability. The inconspicuous position of 
the oath and the warning with respect to false statements, and the failure of 
Veterans Administration employees to stress the seriousness of this part of the 
application in non-service-connected cases are two other sources of criticism. 


Efforts have recently been made to revise the application form to empha- 
size the oath and warning sections. In addition, instructions were issued on 
Aug. 5, 1952 by the Administrator of Veterans’ Affairs to the managers of all 
Veterans Administration Hospitals, Regional Offices and Area Medical Direc- 
tors, stressing the need for more careful screening by reading the oath and 
the penalty provisions to all applicants. 


Despite allegations to the contrary, there is no doubt that provisions 
relative to non-service-connected care have been abused. Probably the best 
evidence of this fact are the official stateménts of the men who have been 
responsible for the administration of the program. In testifying before the 
Appropriations Committee of the House of Representatives in 1948, Gen. 
Omar Bradley, then Administrator of Veterans’ Affairs, had the following to 
say concerning these matters: 


“The only restriction is what has been set up, that the man must make some state- 
ment that he cannot afford private hospitalization, and that does not mean very much, 
because the man going to the hospital does not know how much it is going to cost him 
before he gets out. And men with considerable income sign that statement. I think the 
original intention was to take care of the indigent cases, but it has gone beyond that 
and there is now pressure on us to even do away with that statement, and there are 
now bills pending in Congress ordering us to do that.” 


Later, in March 1952, in testifying before a special subcommittee of the 
Senate Committee on Labor and Public Welfare, Dr. Paul R. Hawley, former 
Chief Medical Director of the Veterans Administration, stated in part: 

“Under the present law, you cannot even question the signature of the veteran on 
his P-10 application, and it is not unusual for veterans to sign a P-10 and come in for 
treatment, and deposit for safekeeping in the hospital savings bonds and securities for 
$5,000 or $6,000. And there have been, in the last few years, veterans dying with 


non-service-connected conditions, and leaving estates of as much as half a million 
dollars.” 


Collection of Reimbursable Insurance Benefits.—The administrative prac- 
tice of the Veterans Administration in accepting for hospitalization veteran 
patients suffering from non-service-connected disabilities who have prepaid 
health insurance is, to say the least, difficult to rationalize. 


On June 12, 1951 the Veterans Administration issued TB 10-A-248 which 
established the administrative mechanism for effecting this policy. The author- 
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ity cited for the regulation was Section 6, Title I, Public Law 2, 73d Congress, 
as amended, which reads, in part, as follows: 

“* * * The Administrator of Veterans’ Affairs is hereby authorized under such 
limitations as he may prescribe, * * * to furnish * * * to men discharged from the 


Army, Navy, Marine Corps, or Coast Guard * * * medical or hospital treatment for 
diseases or injuries * * *” 


Under this authorization, the Veterans Administration amended its regu- 
lations to provide that: 

“Veterans applying for hospital treatment for a non-service-connected disability, 
and who are potentially entitled to other hospital treatment because of membership in 
aunion * * * or group hospitalization plan, etc., * * * will not be furnished hospital 
treatment without charge therefor, to the extent of such reimbursement. Action will be 
taken to effect collection from the persons, companies, organizations, etc., * * * in 
the amounts determined payable under the terms of the applicable insurance policy, 
plan, agreement or other undertaking.” 


Obviously this regulation is in direct conflict with the previous pronounce- 
ments by the Veterans Administration that it is not possible to investigate the 
statement of the veteran concerning his inability to pay hospital expenses. 
Either this contention is so, and his statement must be accepted without ques- 
tion, or the authority cited in Section 6 of Public Law 2 and quoted above is 
sufficient to permit a sensible and complete determination of a veteran’s 
actual ability to pay. 

In promulgating this regulation the Veterans Administration has appar- 
ently departed completely from the original theory of the Congress in provid- 
ing hospitalization for veterans with non-service-connected disabilities. As 
previously indicated, care is to be provided in such cases if beds are available 
in existing facilities, and if the veteran is unable to pay for hospital care. 

If a veteran with a non-service-connected disability has the ability to pay 
for his own hospital care through insurance or other assets, it was not intended 
that he be admitted to a Veterans Administration hospital. The right of the 
Veterans Administration to collect from the veteran or from the insurance 
company is of academic, or secondary, importance. However, by interesting 
itself in this one particular asset of the veteran, the Veterans Administration 
has, in effect, invoked a means test. It is true that it is of limited scope, but it 
is a means test nevertheless and could be extended, if the administration 
desired to do so, to provide a realistic appraisal of the veteran’s ability to pay. 

The ambiguity of this situation is underscored by certain statements whica 
have been made by officials of the Veterans Administration regarding the 
practice. 

In September 1950 a legal opinion prepared by a regional attorney for the 
Veterans Administration and approved by the Solicitor referred to the admir- 
istrative regulation in point and stated: 

“It is obvious that a veteran who is entitled to private hospital care by virtue of a 
hospital insurance policy does have financial ability to pay for such care—at least to the 


extent covered by his insurance policy. Therefore, his admission for treatment by the 
Veterans Administration is conditioned upon the execution of an assignment of the 
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reimbursable benefits under his policy and as a general rule such assignment is a condi- 
tion precedent to his admission. 

“It should be clear from the foregoing that all veterans as a class are not entitled 
te free hospital benefits from the Veterans Administration; that the above policyholder 
did not receive treatment for a military service-connected condition and accordingly 
was not entitled to free service; and therefore to the extent of the reimbursable items 
under his policy he had financial ability to pay for the treatment rendered and to that 
extent charges must be made by the Veterans Administration as indicated in the above- 
quoted regulations.” 


What this opinion says is, in part, true. “It is obvious that a veteran who 
is entitled to private hospital care by virtue of a hospital insurance policy does 
have financial ability to pay for such care . . .” The proper conclusion 
should be, however, that such a veteran is not entitled to hospitalization 
benefits in a Veterans Administration facility. 

A presentation regarding the history and authority of medical care for 
veterans with non-service-connected disabilities, made by Mr. F. J. Frankina 
of the Department of Medicine and Surgery of the Veterans Administration, 
at the December 1951 meeting of the National Association of Insurance Com- 
missions, contained the following statement: 

“The intent of Congress, of course, must be deduced from the statutory language. 
However, we have no doubt that even in these days of large government expenditures 
it is doubtful that the Congress, or other persons interested with the enactment of this 
legislation, contemplated an inhibition against some form of collections that would in 
some instances mitigate the financial burden imposed by the operation of the Veterans 
Administration hospital program for these non-service-connected cases.” 

If the desire of the Veterans Administration is really to mitigate the finan- 
cial burden imposed by the operation of the Veterans Administration hospital 
program, it would seem to be more easily accomplished by adherence to the 
apparent original intent of Congress; i. e., limit hospital care to veterans with 
service-connected disabilities and to veterans with non-service-connected dis- 
abilities who are truly unable to pay for their own care and for whom beds 
are available. 

It is important to note that the Veterans Administration does not seek 
reimbursement from insurance companies in cases involving service-connected 
disabilities. This differentiation is not clear, since under the law a truly eligible 
veteran with a non-service-connected disability has just as much right to hos- 
pital care as does a veteran with a service-connected disability. 

The ineptness of this plan is rendered more apparent by a perusal of 
Veterans Administration activities with respect to it. For many years no 
attempt was made to collect insurance and compensation benefits. Further, 
no legal action has been instituted to collect these benefits, though such action 
is authorized by administrative regulations. If the position is sound it should 
be enforced, since millions of dollars are going uncollected each year. 

The Veterans Administration reports a steady increase in the collection 
of money from outside sources for treatment of non-service-connected cases 
during the second half of 1951. According to Veterans Administration 
Officials, state and federal compensation boards are the most cooperative, 
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while prepaid medical and hospital care programs and insurance companies 
generally resist, arguing that the Veterans Administration is not entitled to 
payment. 

In the last six months of 1951, the Administration lists hospital insurance 
collections from outside groups at $1,213,251. This is almost as much as was 
collected in the previous twelve months. However, Veterans Administration 
officials explain that this increase is not due to a change in attitude on the part 
of prepaid plans and fraternal groups, but to the fact that large numbers of 
veterans are going to work for industries under the jurisdiction of state work- 
men’s compensation boards, which are more likely to pay Veterans Adminis- 
tration’s claims without protest. 


To date $7,200,000 has been collected by the Veterans Administration 
from these outside sources. 


There appears to be a growing reluctance, however, to reimburse the 
Veterans Administration in these cases. The views of the Blue Cross-Blue 
Shield Commissions were recently presented to the Veterans Administration. 
together with an explanation of why this attitude is becoming more prevalent. 
The statement included the following comments: 


“The following points are of particular importance. First, veterans are admitted to 
government hospitals on their oath that they are unable to defray the cost themselves. 
Second, the Veterans Administration makes no effort to determine whether the oath 
made by the veteran is factually correct. This is the Veterans Administration practice 
because under their interpretation of the law, they have no power to make an investi- 
gation to determine this. Attention to this fact is important in that it furnishes an insight 
as to one reason that a great number of insurers follow the practice of excluding care 
in veterans hospitals. The point is, the veteran himself is not asked to pay. He is out no 
funds as a result of hospital and medical costs, which costs, of course, are what hospital 
and medical insurance is designed to cover. 

“A second and more important reason for excluding care in government hospitals 
is that the cost to the companies is greater. Most policies are designed in such a way 
as to cost the company more the longer the individual stays in a hospital. An over-all 
average stay in general hospitals in America is 7.51 days. This figure was reported by 
the Blue Cross Commission. It is the average stay for Blue Cross patients. There would 
be little variance if the experience of all other hospital writing organizations were added. 
As opposed to this, the average stay in a Veterans Administration hospital for general 
medical and surgical patients is 27.7 days. This figure is given on Page 159 of the 1950 
Annual Report of Administrator of Veterans’ Affairs, and it does not include the tuber- 
cular and psychiatric and neurological patients. The reason for this great difference is 
explained in the veterans’ publication at Page 16 which points out that veterans’ hos- 
pitals admit patients for examinations, diagnosis and treatment which is normally under- 
taken outside civilian hospitals. Further, after care is given in a Veterans Administration 
hospital the patient remains throughout his medical treatment period while in a civilian 
hospital he is treated at home or visits his doctor’s office or both.” 
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The above insurers have made two other arguments to the Veterans 
Administration. They maintain that their policies are non-assignable, and that 
therefore the veteran may not legally sign them over to the Veterans Admin- 
istration on entering a hospital. Also, it is contended that because the Veterans 
Administration is not authorized to collect from the hospitalized individual, 
the company insuring him may not be held liable. 
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Future Trends.—To understand the future potentialities of the present 
Veterans Administration medical program, one must try to foresee the changes 
that will naturally accompany the aging of the veterans. The tremendous bed 
capacity that will be required must cause all veterans, and other responsibie 
citizens, to study this problem. 

It is apparent, from statistical analyses of the life expectancy of veterans, 
that one of the primary problems of the Veterans Administration in the future 
will be chronic disease in an aging veteran population. On Aug. 31, 1952 
veterans in civilian life numbered approximately 19,450,000 with a monthly 
increase Of 80,000 and an annual increase of approximately 1,000,000. Of 
this total, approximately 15,000,000 were veterans of World War II, whose 
average age was 32.8 years, compared with 58.2 for World War I veterans, 
and 75.2 for Spanish-American War veterans. The Administrator of Veterans’ 
Affairs has reported that at the turn of the century, 2,000 A. D., there will 
be almost as many World War II veterans alive (3,404,000) as there are 
World War I veterans alive today. The average age of the World War II 
veterans then, however, will be nearly 78. 

With this increase in the age of veterans will come a corresponding 
increase in the extent of chronic disability in the veteran population, for the 
higher the age of a given group, the higher the ratio of chronic disability. 

Complete consideration of the potentialities of the program also necessi- 
tates a recognition of the many proposals which have been presented and 
others which are still in the discussion stages. In addition to a score of bills 
which would, if enacted, provide a variety of liberalizing changes in existing 
law, a number of more basic possibilities have presented themselves. 

It is not at all inconceivable that hospitalization benefits now available 
to veterans may be urged for graduates of the proposed Universal Military 
Training Program. Also mentioned has been the extension of medical care 
and hospitalization to the dependents of eligible veterans. Much more imme- 
diate is the suggestion included in many bills introduced in the Congress that 
the “needs clause” be removed entirely for veterans with non-service-con- 
nected disabilities. 

In discussing this latter suggestion before the Appropriations Committee 
of the House of Representatives in 1948, Gen. Carl Gray, Administrator of 
Veterans’ Affairs, stated that the adoption of such a provision would necessi- 
tate a 100 per cent increase in hospital beds. 

Before that, in 1945, at which time the Korean conflict was not antici- 
pated, Gen. Frank T. Hines, then Administrator of Veterans’ Affairs, 
expressed the belief that: 


“With the numbers involved in this war and with the needs clause retained in the 
legislation, a peak load requirement of some 400,000 beds by 1975 would seem a fair 
estimate. With the needs clause removed the number would be measurably increased 
to the extent that free hospitalization would be afforded by the government for approxi- 
mately one-third of the adult citizens of the country which in turn might involve a 
recurring annual expenditure for such item alone of approximately $1,000,000,000.” 





Part Two 


MEDICAL AND HOSPITALIZATION BENEFITS FOR 
DEPENDENTS OF SERVICE PERSONNEL 


CHAPTER VII. PRESENT LAW AND LEGISLATIVE HISTORY 


A. Legal Authority 

The first legislative action taken in the United States with reference to 
medical and hospital care for dependents of personnel of the military forces 
was an Act of July 5, 1884 (23 Stat. 112). This Act authorized medical 
officers of the Army and contract surgeons, wherever practicable, to attend 
the families of officers and enlisted men free of charge. 

The Act of 1884 was originally construed by the Judge Advocate General 
of the Navy to entitle certain dependents of Navy personnel to medical care 
similar to that supplied to dependents of members of the Army. On May 10, 
1943, the Congress passed an Act (Public Law 51, 78th Congress; 57 Stat. 
80) providing particularly for medical and hospital care for dependents of 
personnel of the Navy and Marine Corps suffering from “acute medical and 
surgical conditions, exclusive of nervous, mental or contagious diseases or 
those requiring domiciliary care.” This law also provided that dependents of 
Coast Guard personnel should be furnished hospitalization during periods 
when the Coast Guard was operating as a part of the Navy. 

There is no specific Act of Congress pertaining to medical care for 
dependents of personnel of the Air Force. However, the Act of 1884 was 
considered applicable to the Air Force when it was a part of the Army and is 
still so considered, although the Air Force is now a separate branch of the 
Armed Services. 

Medical and hospital services were provided for dependents of commis- 
sioned officers of the United States Public Health Service by a regulation of 
that agency, published in 1931. Similar services were provided, on a limited 
basis, to dependents of personnel of the Coast Guard by an Act of Congress 
dated July 30, 1937 (SO Stat. 548). Still another Act, dated April 26, 1939 
(53 Stat. 620), provided medical care and hospitalization benefits for depend- 
ents of members of the Coast and Geodetic Survey. 

All of the dependents referred to in the preceding paragraph are now 
entitled under Section 326(b) of the Public Health Service Act of July 1, 1944 
(Public Law 410, 78th Congress; 78 Stat. 697) to outpatient care at Public 
Health Service facilities, without charge, and to hospitalization (if accommo- 
dations are available) at Public Health Service hospitals only, at a per diem 
charge prescribed by the President. The present rate is $1.75. (Executive 
Order 9411, dated Dec. 23, 1943.) 


B. Administrative Regulations 


Army Regulations 40-506, as amended, provide for furnishing medical 
care to dependents of personnel of the Army on extended active duty or 
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retired from a regular component in Army medical installations when adequate 
facilities are available. Authorization therefor is under the jurisdiction of the 
hospital commander concerned. Admissions to Army hospitals of dependents 
requiring merely domiciliary care by reason of age or chronic invalidism is 
not authorized. The term “dependent” includes the wife, dependent husband, 
dependent children, illegitimate children (if living with and dependent on the 
military parent) and other members of the serviceman’s family if they are in 
fact dependent upon such persons for over one-half of their support. The 
unremarried widow is included as a dependent of deceased personnel if death 
occurred while on extended active duty or while in a retired status. 


Air Force Regulation 160-73, dated May 17, 1951, provides that whenever 
practicable, and if accommodations are available, hospitalization and out- 
patient care may be provided for dependents. Bona fide dependents include 
the wife, dependent husband and dependent children or other dependent 
members of the family when such members are residing in the established 
home of the principal and are not legally dependent upon persons other than 
those stipulated below: 


(1) Military personnel on extended active duty, 
(2) Retired Armed Forces personnel, 


(3) Members of the Regular and Reserve components of the Armed Forces placed 
on temporary disability retired list under the Career Compensation Act of 1949, 


(4) Members of the Regular and Reserve components of the Armed Forces per- 
manently retired or receiving retirement pay for disability, 


(5) Certain United States Foreign Service personnel, 


(6) Nationals of foreign governments (under certain conditions), 


(7) American Red Cross personnel while serving outside the continental limits of 
the United States where civilian hospital facilities are not available or adequate, and 


(8) Civilian employees of the federal government while serving outside the conti- 
nental limits of the United States where civilian hospital facilities are not available 
or adequate. 


Navy Regulation, Chapter 4, Article 0430/5 provides for the furnishing of 
medical care and hospitalization to dependents of Navy personnel. Sections 
415-418, inclusive, of the Manual of the Medical Department of the Navy 
spell out the details of this Regulation. 

The term “dependent,” as defined by Public Law 51, 78th Congress, and 
naval regulation, includes the lawful wife, an unmarried dependent natural, 
adopted or step-child under twenty-one years of age, dependent parents and 
widows of deceased personnel. 

Eligible dependents of naval personnel are provided hospitalization at 
those naval hospitals designated by the Surgeon General and approved by the 
Secretary of the Navy. Outside the continental limits of the United States and 
in Alaska, other Medical Department activities apply to dependents. 

Such additional medical inpatient care may be supplied to dependents 
within the United States, provided: (a) The activity is in an isolated locality 
or where civilian hospital facilities are unavailable or inadequate; (b) ade- 
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quate and properly segregated naval facilities are available; and (c) such care 
can be accomplished by the Medical Department personnel on duty. Such 
inpatient treatment can be provided for only acute medical or surgical condi- 
tions, exclusive of nervous, mental or contagious diseases, or those requiring 
domiciliary care. 

Dependents of naval personnel are provided outpatient service at naval 
hospitals, dispensaries, and other Medical Department installations where 
facilities for such service exist. 


United States Public Health Service Regulations define the term “dependent 
members of families,” in the case of male personnel, as the lawful wife, the 
unmarried natural, adopted or step-children under twenty-one years of age, 
and dependent parents. In the case of female personnel, unmarried natural, 
adopted or step-children under twenty-one years of age are defined as depend- 
ents if their father is dead or if they are in fact dependent on their mother. 
Dependent parents are also included within the definition; husbands are not. 

Pursuant to the previously cited law and Public Health Service Regula- 
tion, medical advice and outpatient treatment is provided at first-, second- and 
third-class medical relief stations. Hospitalization is provided at first-class 
stations to the “dependent members of families” of personnel of the (a) Coast 
Guard, (b) Coast and Geodetic Survey, and (c) United States Public Health 
Service. 
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CHAPTER VIII. STATISTICAL DATA 


A. Summary of Dependent Population 


As of Jan. 30, 1952 there were approximately 3,500,000 enlisted men 
and officers in the Armed Services. Of this number 1,355,813, or approxi- 
mately 38.75 per cent, alleged that they had dependents. Only 35 per cent 
of the enlisted personnel claimed dependents as compared with 80 per cent 
of the officers. 

It has been extremely difficult to obtain any up-to-date detailed statistics 
in connection with the dependent population. Information supplied by the 
Department of Defense, which represents an estimate computed as of 1950, is 
shown below. It will be noted that the percentage of enlisted personnel claim- 
ing dependents has decreased from 1950 to 1952 from 39.8 per cent to 35 per 
cent, and that the percentage with respect to dependents of officers has like- 
wise decreased from 86 per cent to 80 per cent. 


Enlisted Personnel 


Wife and 
Wife Wife and Wife and 8 or More Depend. Total with 
Only 1 Child 2 Children Children Parent Depends. 
38.9% 11.8% 5.0% 92.0% 
26.9 7.7 6.0 83.0 
15.9 4.3 8.0 710 
6.3 1.0 11.0 45.0 
2.2 0.4 10.0 22.0 
2.2 0.4 12.0 21.0 
19 0.6 11.0 16.0 
7.9 2.7 10.0 39.8 


Officers 


Wife and 
Wife and Wife and 3 or More Depend. Total with 
1 Child 2 Children Children Parent Depends. 
23.7% 15.9% pees bée 95.0% 
49.2 18.7% J 99.0 
4.3 19.1 y 96.0 
46.9 11.9 J 95.0 
46.7 13.0 J 89.0 
ASB 5.7 j 86.0 
3.8 1.2 . 59.0 


89.3 7.2 x 90.5 
42.3 11.5 / 87.6 


Overall 85.1 9.5 . 86.0 


It is also interesting to convert the percentages for enlisted personnel to 
the actual numbers of dependents potentially available for medical care and 
hospitalization benefits. These figures also represent estimates as of Jan. 30, 


Wife and 

No. of Wife Wife and Wifeand 3or More Depend. 
Soldiers Only 1Child 2Chfildren Children Parent Total 
21,089 13,363 36 866 11,183 4,789 87,198 
83,460 37,831 45,230 12,947 10,088 189,556 
75,654 72,199 54,927 14,854 27,636 245,270 
96,821 72,141 39,867 6,328 69,610 284,768 
54,645 24,380 18,495 8,363 84,070 184,954 
28,726 15,209 18,384 2,433 78,008 127,756 
2,201 6,969 6,969 2,201 40,354 58,696 


307,546 242,092 215,738 53,308 309,500 1,128,198 
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B. Extent of the Medical Care Provided 


It was not until fairly recently that the three branches of the Armed 
Services began the maintenance of statistics showing the types of recipients of 
hospital and medical care, other than military personnel. This information is 
available, however, from the Army, Navy and Air Force for the period July 
1951 to February 1952, inclusive. Chart 9 shows the total number of occupied 
beds, by service, for this period and a breakdown as to the number and types of 


Chart 9 


Types of Beneficiaries Occupying Beds 
Military Dependents Veterans Retired Other 


July, 1951 56,747 48,907 5,009 1,243 828 760 
Aug., 1951 57,584 49,446 5,291 1,223 813 811 
Sept., 1951 57,071 49,017 5,364 1,225 659 
Oct., 1951 67,251 49,098 5,475 1,247 
Nov., 1951 57,237 49,054 5,491 1,280 
Dec., 1951 51,379 43,605 5,155 1,262 
Jan., 1952 55,001 46,678 5,604 1,296 
Feb., 1952 63,787 55,017 5,989 1,307 


Army 

July, 1951 30,191 26,687 2,312 422 
Aug., 1951 30,425 26,715 2,450 448 
Sept., 1951 29,876 26,265 2,474 468 
Oct., 1951 30,053 26,386 2,545 476 
Nov., 1951 29,882 26,227 2,549 473 
Dee., 1951 26,289 22,747 2,414 494 
SUM, THER acintbeccodscsavds 27,083 23,398 2,578 465 
DU, BEER ccdhddcccciccesstias 31,973 28,051 2,751 481 


Occupied 
Beds 


Navy 
duly, 1951 19,101 15,838 1,681 821 
Aug., 1951 19,140 15,876 1,747 775 
Sept., 1951 18,994 15,801 1,709 757 
Oct., 1951 18,572 15,378 1,700 771 
Nov., 1951 18,614 15,417 1,683 807 
Dec., 1951 17,231 14,214 1,596 768 
SS Pn ere 19,249 15,982 1,737 831 
Wi, BEER on ccticccccccocsponee 22,022 18,704 1,793 

Air Force 
July, 1951 . 7,455 6,382 1,016 
Aug., 1951 8,019 6,855 1,094 
Sept., 1951 8,201 6,951 1,181 
Oct., 1951 . 8,626 7,334 1,230 
Nov., 1951 8,741 7,410 1,259 
Dee., 1951 7,859 6,644 1,145 
OO 8,669 7,298 1,289 
eis MEOS Esccoscsccctseateses 9,792 8,262 1,445 


33 
41 
34 
81 
44 
40 
44 
46 


mMoooocooco 
SSSRBRRSE 


beneficiaries receiving care in fixed medical treatment facilities in the continen- 
tal United States. 

Considerably more statistical data, showing the number of beneficiaries 
receiving medical care and hospitalization from the three branches of the 
Armed Services from 1940 until 1952 in the United States and overseas, has 
been included in the Appendix as Exhibit IX (a), (b) and (c). 


United States Public Health Service.—The figures cited thus far do not 
include the outpatient care and hospitalization supplied by the United States 
Public Health Service to dependents of personnel of the Coast Guard, the 
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Coast and Geodetic Survey and to dependents of its own personnel. Figures 
indicating the extent of this care for the fiscal years 1938-1951 have been 
included in the Appendix as Exhibit IX (d). 

Attention is again called to the fact that, with the exception of the statistics 
shown for dependents receiving care from the United States Public Health 
Service, data are limited to the dependent patient load as of given dates. The 
total number of dependents admitted to military hospitals and discharged in 
a given period has not been supplied. As a result, a complete analysis of the 
extent of this problem is not possible. 

The Department of Defense has also advised that information with respect 
to the average length of confinement of dependents in military hospitals is 
classified “restricted” and cannot, therefore, be released to this Committee. 


Cost of Dependent Medical Care.—The Committee has received no figures 
concerning, nor has it been able to compute, the cost involved in supplying 
outpatient and hospitalization for dependents of service personnel. 

With respect to the net cost per patient-day, the Department of Defense 
has supplied information for the fiscal year 1951. The following cost data 
cover 7 Class II and 15 Class I Army hospitals and 23 Navy hospitals in the 
United States. Navy hospitals and Class II Army hospitals are specialized, 
generally not located on a post or station, and are substantially self-sufficient; 
i. e., each hospital provides its own support such as fire-fighting, laundry, etc. 
Class I Army hospitals are generally non-specialized facilities, are located on 
a post or station, and are not self-sufficient; i. e., each hospital must rely on 
the post or station for such support activities as fire-fighting, laundry, etc. 


Net Cost Per 
Patient Day 
Army 


Class II Hospitals 
Class I Hospitals 


The figure for the Army hospitals includes professional care of patients 
(medical, surgical, dental, x-ray, laboratory and pharmacy services), dietetic 
service, general administration, maintenance and operation of buildings and 
grounds, and other costs (recreational, laundry and transportation services 
and furniture, furnishings and equipment). 

The United States Public Health Service has advised the Committee of the 
over-all operating cost per patient day for all of its hospitals. This cost has 
gradually risen from $4.05 in the fiscal year 1931 to $10.36 in fiscal year 
1951. The cost by type of hospital for fiscal years 1950 and 1951 is: 


All 
Hospitals General NP TB Carville 


$10.14 $12.64 $5.35 $9.87 $ 9.95 

138.42 6.82 9.42 10.06 
Hospital Construction and Staffing.—The construction program of the three 
branches of the Armed Services for the fiscal year 1952 calls for an addition 
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of 8,091 new beds. Fiscal year 1953 requested authorization for new con. 
struction totals 1,339 beds. The breakdown is as follows: 


Total Permanent Temporary 
Fiscal Year 1952 


Total ....... Ne Cras, eee, ee ee 7,225 
2,110 1,750 
2,300 2,300 
3,681 3,175 


1,339 465 
Army .... 180 
Navy . mes eee 
Air Force 285 


The estimated average cost of constructing these beds is: 


Permanent Construction 
100-200 bed size hospital $19,580 per bed 
150-300 bed size hospital 18,810 per bed 
250-500 bed size hospital 
500-1,000 bed size hospital 
Temporary Construction 
50-100 bed size hospital 
75-150 bed size hospital 
150-300 bed size hospital....... 


Status of Medical Personnel.—The seriousness and complexities of the 
problems incident to the recruitment of physicians for service in the Armed 
Forces is best illustrated by the existence of legislation such as the “Doctor 
Draft Law.” This Act, which was originally enacted on Sept. 9, 1950, was 
necessary because the Armed Services were unable to obtain a sufficient 


number of physicians, dentists and veterinarians on a voluntary basis. 


The Armed Services claim that there is no alternative to a compulsory 
device and that the law must be continued beyond its current expiration date 
of July 1, 1953. 

The law, which imposes on physicians a double liability for induction 
under Selective Service processes, is of doubtful validity and is definitely 
repugnant to the medical profession. Organized medicine and the individual 
doctor are therefore vitally concerned with the utilization of medical personne! 
by the Armed Forces. Both are determined that such personnel shall be used 
with maximum efficiency. 

Information furnished to the Committee as of April 1952 gives the total 
number of medical officers assigned to the Department of Defense from 1947 
until January 1952 as: 


Army Navy Air Force 


6,856 8,451 
4,701 2,657 
4,265 3,258 
2678 ~ 2,708 
5,047 4,322 
13,148 5,650 4,284 


Current estimates of the Armed Services indicate that they will need an 
average of 5,000 new physicians each year. 
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The Department of Defense has advised the Committee that it is unable to 
supply any figures which wil, reflect the amount of time spent by physicians 
in uniform in the treatment of other than military personnel. In an effort to 
fill this gap and to survey generally the utilization of medical personnel by 
the Armed Forces, the Council on National Emergency Medical Service of 
the American Medical Association is communicating with all physicians who 
are currently being released from active duty, as well as those released since 
July 1, 1951. 

As of Sept. 30, 1952 questionnaires (See Appendix, Exhibit X) were 
sent to 1,314 physicians. Up to Oct. 1, 1952, 861 questionnaires, or approxi- 
mately 66 per cent, had been completed and returned. A preliminary analysis 
of the answers to questions 106-152, 153-154 and 155-156, which pertain to 
medical care for dependents, is outlined in Chart 10. 


Chart 10 


A—PERCENTAGE OF TIME SPENT IN TREATMENT OF DEPENDENTS OF 


SERVICE PERSONNEL (QUESTION 106-152) 
0-20% 20-50% 50% and Over 
— Pen —— A 


/ — — -— ——, 
Overseas Domestic Overseas Domestic Overseas Domestic 


115 87 99 23 30 
135 25 116 8 54 
23 12 26 6 18 


273 ™ 241 37 102 


B—TYPES OF DEPENDENT MEDICAL CARE PROVIDED 
(QUESTION 153-154) 


Army Navy Air Force Other 


General medical and hospital care 75 107 3 4 
Obstetric, gynecologic and pediatric care 65 63 
Surgery and post-operative care 12 12 
Other specialty services 80 45 31 
Outpatient care 69 82 
Miscellaneous bea cweeekeseen eh 38 46 


C—COULD DEPENDENT CARE BE PROVIDED BY OTHERS 
(QUESTION 155-156) 


Out of 732 replies to this question it was the opinion of 285 physicians 
that the services rendered for the dependents of service personnel could have 
been adequately performed by nurses, enlisted medical personnel or civilian 
physicians. The majority (238) felt that civilian physicians should have pro- 
vided the necessary care. 


36102 O—53——9 
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CHAPTER IX. PRESENT ATTITUDE 


Organized Medicine.—As indicated earlier on page 21, the Proceedings of 


the House of Delegates and the Minutes of the meetings of the Board of 
Trustees have been reviewed and the history of the Association’s interest has 
been recorded chronologically (See Appendix, Exhibit V (b)). 


Replies received from the state medical associations indicate that nine 
have taken a formal position in opposition to the provision of medical care 
and hospitalization for dependents of service personnel; thirty-six have taken 
no formal action and four others failed to reply. See Exhibit VI for a résumé 
of the actions taken by the state associations. 


Allied Health Associations.—The only organization which communicated 
with the Committee concerning this part of the report was the American 
Hospital Association. This organization has been interested for some time in 
the question of dependent medical care and has appeared before congressional 
committees and various executive departments suggesting an alteration to the 
present system. 


The American Hospital Association is understandably concerned with the 
uncoordinated nature and variety of federal hospital construction programs. 
The Association has suggested that dependent care be provided by military 
hospitals only where civilian facilities are inadequate or unavailable. It is also 
strongly urging that the executive departments and the Armed Services pro- 


vide for payroll deductions, allotments, and, if necessary, federal contributions, 
to encourage participation in prepayment health insurance plans. A resolution 
adopted on Sept. 18, 1951 by the American Hospital Association in this 
regard provides, in part: 


“BE IT THEREFORE RESOLVED, That the American Hospital Association urges the federal 
government to assist men in military service to provide protection against the financial 
hardships of hospitalization for their dependents in the same way that industry does 
today—that is, through voluntary health insurance plans, with payroll deductions and 
allotments, and if desirable, through federal financial participation in the cost. 

“BE IT FURTHER RESOLVED, That the American Hospital Association recommends that 
the federal government adopt the policy of providing hospitalization in military hospitals 
of dependents of men in military service only in areas where existing civilian facilities are 
inadequate or unavailable or where dependents are overseas.” 


It should be noted that the above is a resolution adopted by the American 
Hospital Association and should not be interpreted as reflecting the attitude 
of this Committee. 
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CHAPTER X. ANALYSIS OF PRESENT PROGRAM 
AND FUTURE TRENDS 


Emergency Maternity and Infant Care Program.—Before proceeding with 
a discussion of the present program and future trends with respect to medical 
care and hospitalization for dependents of service personnel, mention must be 
made of the past and proposed Emergency Maternity and Infant Care 
programs. 

During World War II Congress enacted legislation providing grants for 
emergency maternity and infant care. These acts provided for medical, nursing 
and hospital care for wives and infants of enlisted personnel of the Armed 
Forces, in addition tc the services already available. Unfortunately, this pro- 
gram was introduced and continued mainly through a succession of “riders” 
to appropriation bills rather than through the adoption of substantive legis- 
lation. 

During the 82d Congress two bills, S. 1245 and S. 2337, were introduced 
for the purpose of reactivating an Emergency Maternity and Infant Care 
Program. The latter bill would also have provided hospitalization for all 
dependents of enlisted military personnel. 


The American Medical Association and several other groups opposed the 
enactment of these bills on the grounds that a need for such federal legislation 
had not been demonstrated. 

Although the bills were reported favorably by the Senate Committee on 
Labor and Public Welfare, they were not enacted into law. 


Existing Program for Dependent Medical Care.—The basic authority for 
the provision of medical care and hospitalization for dependents dates back 
to the Acts of 1884, 1943 and 1944, discussed in Chapter VII. All of these 
Acts provide a limited amount of medical and hospital care, provided beds 
and facilities are available. Nothing in this legislation, however, authorizes 
the furnishing of such care to all dependents of service personnel. Once again, 
therefore, it is time for the Congress to determine to what degree and under 
what conditions medical care should be provided for dependents of service 
personnel. 

The statistics supplied by the Department of Defense, which show the 
distribution of patients on a specific day, indicate that about 10 per cent of the 
beds in all military hospitals are occupied by dependents. It is further indi- 
cated that about 13.2 per cent of all new bed construction is intended for the 
use of dependents of service personnel, thus revealing that an expansion, rather. 
than a restriction, of such care is intended. These figures do not encompass 
the dependent outpatient care program which amounts to several hundred 
thousand treatments per month. Exact figures on this program were not 
available from the Department of Defense. 

Of considerable additional significance are the results of the survey con- 
ducted by the Council on National Emergency Medical Service which are set 
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out in Chart 10 on page 45. While it is realized that the amounts of time 
reported by physicians as spent in the care of dependents are based on esti- 
mates, they do represent the only figures available. 


Future Trends.—Once again, as in the case of medical care for veterans 
with non-service-connected disabilities, it is not clear when the original theory 
of the Congress was abandoned. For the past several years the Department 
of Defense has, through the activation of one committee after another, striven 
to devise a system for extending medical care and hospitalization to all 
dependents of service personnel. In testifying on S. 1245 and S. 2337 and in 
their appearance on the “Military Pay Raise Bill” during the 82d Congress, 
representatives of the Department of Defense have made it clear that an 
extension of the program is desired. 

It is the understanding of your Committee that the most acceptable plan 
to the Department of Defense at this time would be the extension to depend- 
ents of the system which the military services now have for paying the medical 
expenses incurred by military personnel away from a military installation. 
It is felt by the Department of Defense that such a system would equalize 
dependent medical care privileges between those residing near military instal- 
lations and those not so fortunate. 

Such a program would, of course, require an amendment to existing law. 
The law which provides the framework for reimbursing military personnel 
for medical expenses incurred away from a military installation and which 
could be used for this purpose is Public Law 511, 80th Congress. 

Despite a certain amount of official agreement on the aforementioned 
program, another six-man committee has just been appointed within the 
Department of Defense to study problems incident to the provision of depend- 
ent medical care. The committee will report to the Secretary of Defense in 
about a year. Chairman of the committee is Dr. Melvin A. Casberg, Chair- 
man of the Armed Forces Medical Policy Council, and serving with him are 
the three Chiefs of Staff and the Assistant Secretaries of Defense W. J. McNeil 
and Anna Rosenberg. 





Part Three 


TRANSFER OF SERIOUSLY DISABLED SERVICE PERSONNEL 
FROM SERVICE HOSPITALS TO VETERANS 
ADMINISTRATION INSTALLATIONS 


CHAPTER XI. AUTHORITY FOR ACTIVITY 


When the flow of severe military casualties started during World War II, 
the Veterans Administration was neither staffed nor equipped to provide 
intensive rehabilitative services for patients with severe disabilities. Thus, even 
though it was apparent that many of these patients could not be rehabilitated 
to the point of return to active military service, they were necessarily kept in 
military hospitals. 

A letter dated Dec. 4, 1944, was sent by the President of the United 
States to the Secretary of War suggesting a restatement of the responsibility 
of the military authorities to insure the retention of overseas casualties in the 
Armed Forces until they received the maximum benefits of hospitalization 
and convalescent facilities. 

This directive provided the basis for the development of the war-time 
rehabilitation programs of the Army, Navy and Air Force. At the termination 
of World War II these programs were curtailed and patients needing further 
rehabilitation were transferred to the Veterans Administration which, in the 
meantime, had developed an outstanding program of rehabilitative care. 

Rehabilitative centers now operated by the Veterans Administration 
include facilities for the rehabilitation of the blind, the hard of hearing, para- 
plegics, amputees, the tuberculous and other groups. Also in operation are 
special centers for plastic surgery, chest surgery, and other types of specialized 
medical care. These centers have well-trained, experienced career personnel, 
as well as outstanding civilian part-time consultants. 

The basic law governing thé hospitalization of military personnel in facili- 
ties of the Veterans Administration is Section 414 (b) of Public Law 351, 
8 ist Congress, known as the Career Compensation Act of 1949. In addition, 
the type of patient which can be sent to the Veterans Administration is gov- 
erned by Sections 4 and 5 of Executive Order No. 10122, dated April 14, 
1950. 


The present transfer program now in effect was authorized and directed 
by letters dated Feb. 3, 1951 from President Truman to the Secretary of 
Defense and the Administrator of Veterans’ Affairs. The impetus for this 
action by the President was a memorandum dated Jan. 18, 1951, addressed 
to him by the Committee on Veterans’ Medical Services, under the chairman- 
ship of Dr. Howard A. Rusk, recommending the transfer to Veterans Admin- 
istration centers of “selected military patients.” 
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Due to the shortage of trained personnel in the rehabilitation field and the 
availability of established Veterans Administration facilities, the Committee 
specifically recommended: 


*. »». that the policy be established that Armed Forces casualties, whose disabilities 
are such that it is obvious they will be unable to return to active duty, should be trans- 
ferred on military status to Veterans Administration specialized facilities, should receive 
their specialized rehabilitation in these facilities while on military status, and should be 
discharged from military status only when they have reached the maximum improvement. 
Such a policy should not preclude the return of the patient to military duty should his 
recovery enable him to do so. It should be reiterated the above recommendation does not 
apply to those patients whose physical disabilities are such that there is a probability of 
their return to active military service.” 


To effectuate these recommendations the President formed a new com- 
mittee composed of Dr. Howard A. Rusk, Dr. Richard L. Meiling, then 
Chairman of the Armed Forces Medical Policy Council, the Surgeons General 
of the Army, Navy and Air Force, and Dr. Arden Freer of the Veterans 
Administration. The committee’s report suggested that the following cases be 
considered as applicable for transfer: 


“Severe injuries to the nervous system, including quadriplegics, hemiplegics, paraplegics; 
the blind and the deaf requiring definitive rehabilitation; major amputees, neurological 
disabilities, including poliomyelitis with disability residuals and degenerative diseases of 
the nervous system; patients requiring extensive plastic surgical procedures and those also 
requiring extensive thoracic surgical procedures. In addition to these categories the tuber- 
culous and the neuropsychiatric patients, especially the psychotic, are recognized to be the 
largest group that will require specialized service in the Veterans Administration. In 
addition to the above outlined categories any other patient who is considered will not be 
able to return to duty and render useful service to the Armed Forces should be included. 
However, such transfer policy will not preclude the return to duty of any patient who, after 
medical treatment and rehabilitation, desires to return to active duty and is acceptable to 
the Armed Forces.” 


Other salient recommendations contained in the report are as follows: 


“It is recognized that patients requiring specialized care, as outlined above, should be 
transferred as expeditiously as circumstances permit. However, the basic consideration in 
transfer must always be the welfare of the patient and,each case must be considered on an 
individual basis. 

“The Veterans Administration concurs in the above policy on the utilization of beds 
in Veterans Administration hospitals for military patients. To facilitate the implementation 
of this policy, military patients should be admitted to Veterans Administration hospitals 
in the same priority as Veterans Administration beneficiaries with service-connected dis- 
abilities.” 


A directive endorsing the recommendations of the committee was sent 
to the Secretaries of the military departments on March 12, 1951. The effec- 
tive date of this program may be roughly cited as April 1, 1951. 
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CHAPTER XII. STATISTICAL DATA AND TRENDS 


During the first year of operation of the transfer program, April 1951 
through March 1952, a total of 3,213 military patients were transferred by 
the Armed Services to Veterans Administration facilities. The following 
breakdown shows the number of transfers effected by month and by type of 
case, from July 1950 to April 1952, inclusive: 


General 
Medical and 
Month Total Surgical NP TB 
1,474 1,386 
0 1 
10 64 
8 6 
33 
4 59 
21 


59 
January ( 21 4 
February 15 39 

23 28 61 
59 64 
70 
78 7 
64 g 
August 5 132 40 
September 81 52 
October 2 101 48 
November 99 63 
December 2 72 26 

2 January 150 88 
February 116 53 
March g 114 150 85 

79 162 135 


Details as to disabilities involved in the transfers made between May 1951 


and February 1952 are reported as: 
1951 1952 


mentees oe . atone, 
Type of Disability May June July Aug. Sept. Oct. Nov. . Jan. Feb. 


Severe injuries to the nervous system, 

including quadriplegics, hemiplegics 

and paraplegics 33 40 } 60 42 
Blind and deaf requiring definitive 

rehabilitation 14 5 9 9 


Major amputees 5 9 15 10 
Neurological disabilities, including polio- 


myelitis with disability residuals and 
degenerative diseases of the nervous 
5 13 15 10 26 21 3 26 
All GORGE CYPOB...scscscccccccccccsesece 6 5 20 44 34 30 16 é 29 
Although the figures in the above two tables reflect an increase in transfers 
for the months following the President’s Directive of March 1952 over the 
preceding months, it is apparently the belief of Gen. Carl S. Gray, Adminis- 
trator of Veterans’ Affairs, that there is room for improvement. In appearing 
before the Appropriations Committee of the House of Representatives on 
Feb. 11, 1951, he testified that the transfer had not been “as rapid as we 
had hoped for, and we have urged the various departments of national defense 
to turn those patients over to us because we have facilities for caring for them 
and the talent, the capacity, and the doctors and the therapists to give them 


the type of attention that they require.” 
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CHAPTER XIII. PRESENT ATTITUDE 


Organized Medicine.—The American Medical Association went on record 
in December 1950 as favoring the transfer of seriously and permanently 
disabled personnel of the Armed Forces to Veterans Administration facilities 
when the Board of Trustees approved a resolution on the subject, presented 
by the Council on National Emergency Medical Service. This program was 
again endorsed by the Association in June 1952 when a similar resolution 
was passed by the House of Delegates. 

Inasmuch as there has been little public information on this program, most 
of the state medical societies have not adopted a position concerning it. The 
societies of Wyoming and the District of Columbia are the only two which, 
to date, have formally approved the transfer plan. 


Other Reactions.—There has been no indication of disapproval of the pro- 
gram brought to the attention of the Committee from any private or public 
source. 

The veterans’ organizations which have responded to the inquiries of the 
Committee point out that aside from the medical considerations, they like the 
plan because, in general, it benefits financially those men who are put on 
retired status. 
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CHAPTER XIV. ANALYSES AND CONCLUSIONS 


A program such as this one designed as it is to provide more effective and 
speedier relief for disabled servicemen and to insure greater efficiency in the 
utilization of federal medical facilities, cannot fail to have the endorsement 
of the Committee. 


Reports presented to the Committee indicate that there has been no 
necessity for an increase in the personnel of the supporting services. The 
suggested possible duplication of efforts by the Armed Forces and the Veterans 
Administration has apparently not materialized. In view of the fact that the 
rehabilitative facilities of the Veterans Administration are more modern and 
better staffed and equipped for the types of cases involved, it is safe to say 
that the attitude, morale and general well-being of the transferees have been 
improved. 


Within the period covered by available statistics, the frequency of transfers 
has gradually increased. It is the hope of this Committee that this trend will 
continue. A program of this nature deserves the fullest implementation. 





Part Four 


SUMMARY, RECOMMENDATIONS AND CONCLUSION 


CHAPTER XV. SUMMARY 


It appears evident from a review of the statistical material included in 
this report that the United States is embarked on a tremendous hospital and 
medical care program for veterans, financed and conducted by the federal 
government. Although the initial motivation for this program was the desire 
to provide care to veterans who had become disabled in the course of service 
to their country, it is now clear that, through congressional acts, administrative 
interpretations and happenstance, this program has expanded rapidly during 
recent years, primarily for the purpose of providing care to veterans whose 
disability has no relationship to military service. In fiscal year 1951, for ex- 
ample, 84.6 per cent of the patients discharged from Veterans Administration 
hospitals had conditions that were not connected with service and 64.6 per 
cent of the patients remaining in these hospitals at the end of the year had 
non-service-connected disabilities. 

Tuberculosis and neuropsychiatric diseases constituted 12.5 per cent of 
the total admissions, 13.5 per cent of the total discharges and 67.8 per cent 
of the total patients remaining in hospitals at the end of the year 1951. Sixty- 
eight per cent of the discharged patients and 53.6 per cent of the patients remain- 
ing in hospitals in these categories had non-service-connected disabilities. It is 
clear, therefore, that the Veterans Administration hospital system today is 
being used almost exclusively for general medical and surgical patients in 
terms of admissions and discharges, and for tuberculous and neuropsychiatric 
patients who require long-term domiciliary care. Over half of the patients in 
these categories have non-service-connected conditions. 

It is apparent that, if present policies are continued, the federal hospital 
system devoted to veterans’ care will have to be expanded considerably beyond 
its present size. The ever increasing number of veterans and, more important, 
the gradual shift in their age distribution to higher age levels, at which the 
incidence of disease increases markedly, make this expansion inevitable. 

As indicated earlier in this report, your Committee is in complete accord 
with the overwhelming sentiment of the American people that veterans who have 
become physically handicapped as a result of military service should receive the 
finest medical care. This feeling has been demonstrated conclusively by the 
efforts of the medical profession to raise the quality of federal medical care. 

It is the feeling of the Committee with respect to other areas of federal 
medical care that the American Medical Association must take a courageous 
stand on the basis of sound principles if the public, the Congress and the 
profession are to receive wise guidance. It is in this constructive spirit and 
with the welfare of the whole nation in mind that the recommendations set 
forth in the next Chapter have been formulated. 


1774 
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CHAPTER XVI. RECOMMENDATIONS 


Part One—Your Committee recommends with respect to the provision 
of medical care and hospitalization benefits for veterans in Veterans Adminis- 
tration and other federal hospitals that new legislation be enacted limiting 
such care to the following two categories: 


(a) Veterans with peacetime or wartime service whose disabilities or diseases are service- 
incurred or aggravated; and 


(b) Within the limits of existing facilities to veterans with wartime service suffering from 
tuberculosis or psychiatric or neurological disorders of non-service-connected origin, 
who are unable to defray the expenses of necessary hospitalization. 


Your Committee recommends that the provision of medical care and 
hospitalization in Veterans Administration hospitals for the remaining groups 
of veterans with non-service-connected disabilities be discontinued and that 
the responsibility for the care of such veterans revert to the individual and 
the community, where it rightfully belongs. 

The recommendation of the Committee with respect to the treatment of 
veterans with tuberculosis and neuropsychiatric disorders of non-service origin 
in federal hospitals is believed necessary at this time because of the inadequacy 
of local facilities designed to provide treatment for all such cases. It is the 
feeling of the Committee, however, that the entire question of whether the care 
of these patients is a local or a federal responsibility must be reanalyzed by 
the Congress. The rapidly expanding veteran population and the need for 
facilities for the remainder of our citizens afflicted with these diseases suggests 
that community facilities must be developed under state or local administration 
for the benefit of all. Preferential treatment for veterans with these non-service- 
connected disabilities cannot be continued indefinitely, in view of its detrimental 
effect on the health and the economy of the entire nation. 


Part Two—Your Committee recommends that the Congress study and 
determine whether the provision of medical care and hospitalization benefits 
for dependents of service personnel is a proper and desirable emolument of 
military service. In the opinion of the Committee such a study should also 
determine the percentage of time spent by medical and allied health personne! 
in uniform in the treatment of dependents of service personnel. 

It is recommended that the establishment of a definitive policy by the 
American Medical Association on the subject of dependent medical care be 
deferred until such time as these studies are completed. 


Pending a report on such a study, the American Medical Association will 


formulate its policy when and if proposals are presented affecting the scope and 
extent of medical care of dependents of service personnel. 


Part Three—Y our Committee heartily endorses the purpose of the program 
of transferring seriously disabled service personnel from service hospitals to 
Veterans Administration installations. It is the recommendation of the 


& 
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Committee that it be continued and that every effort be made to accomplish 
maximum implementation. 


General Recommendations—Y our Committee would like to restate and 
reemphasize certain of the recommendations which were presented by the 
American Medical Association on March 3, 1952, before the Senate Committee 
on Expenditures in the Executive Departments relative to S. 1140, 82d 
Congress. These recommendations suggest that the most effective way to 
institute governmental economy in the use of funds and medical manpower is: 


(a) To obtain a clear congressional definition of the extent of the government’s responsi- 
bility for furnishing medical care with particular reference to the treatment of veterans 
with non-service-connected disabilities and the dependents of service personnel; and 


(b) To establish a federal board to allocate the number of beds required by the several 
federal hospital services; to insure joint planning in the field of federal hospital con- 
struction and to determine the need for and location of proposed new federal hospitals 
in the United States. 
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CHAPTER XVII. REVIEW OF PENDING RESOLUTIONS 


A total of eleven resolutions submitted by members of the House of Dele- 
gates have been referred to your Committee since its activation in December 
1951 for consideration and recommended action. After careful deliberation 
the following dispositions are suggested. It should be noted that it has been 
necessary to recommend disapproval in many instances because of the restricted 
scope of the resolution. Although the basic purposes of several of the resolu- 
tions are commendable, approval of the resolution would be inconsistent with 
the broad recommendations of this Committee. It is realized by the Committee 
that any changes in the basic recommendations contained in Chapter XVI will 


necessitate changes in the following specific recommendations on pending 
resolutions. 


Resolutions Dealing with Medical Care and Hospitalization for Veterans 


(1) Dr. James P. Wall of Mississippi introduced a resolution in the House 
of Delegates in December 1951 providing, in part: 

“Resolved, By the House of Delegates of the American Medical Association, in interim 
session in Los Angeles, California, December 4-7, 1951, that we do wholeheartedly com- 
mend the United States Veterans Administration in its most laudable effort to rehabilitate 


veterans with service-connected disability, but we strongly deprecate the use of the Vet- 
erans’ facilities by veterans without service disabilities; and be it further 


“Resolved, That a copy of this resolution be forwarded to the proper committee of the 
Congress that has the consideration of veterans’ legislation.” 

Recommendation—lIt is recommended that this resolution be disapproved 
and that the recommendations of this Committee with respect to veterans with 
non-service-connected disabilities be substituted therefor. 


(2) Dr. C. M. Hamilton of Tennessee introduced a resolution in the 
House of Delegates in December 1951 providing, in part: 
“Resolved, By the House of Delegates of the American Medical Association that we 


recommend to the Congress of the United States the adoption of a program of medical 
and hospital benefits for veterans as follows: 


Part 1. That the veterans who require hospitalization for the following types of dis- 
abilities be eligible for services in veterans’ hospitals: 
A. Service-connected disabilities 
B. Tuberculosis 
C. Mental illness 


D. Other forms of chronic illness which require hospitalization for more than ninety 
days 


E. Disabilities in dispute as to whether service-connected or not 
Part 2. 


A. That a standard medical and hospital insurance policy be purchased at govern- 
ment expense for the benefit of every veteran who is unable to pay the premium 
cost of such coverage 
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B. That the insurance coverage embrace disabilities which require hospitalization, 
excepting those outlined in Part 1, and disabilities which are covered by com- 
pensation laws or other forms of public liability 


’. That ‘the ability to pay’ for such insurance coverage be determined on the basis 
of ‘the taxable income’ of the veteran as determined for federal income tax 
purposes 

. That the Congress of the United States determine the income level at which the 
veterans would cease to be eligible for this benefit 


. That the insurance policy be written on an annual basis 
. That the government, through existing agencies, issue checks to eligible veterans 
which are payable only for purposes of such insurance coverage, and cashable 
only when signed by the veteran and countersigned by an approved insurance 
company.” 
Recommendation—It is recommended that this resolution be disapproved. 
It is the belief of your Committee that the adoption of the proposal would 
amount to an endorsement of the continuation and probable expansion of 
the coverage provided by the existing Veterans Administration medical pro- 
gram for veterans with non-service-connected disabilities. As indicated in 
Chapter XVI this Committee believes such coverage should be substantially 
curtailed. 


The Committee is completely aware of the differences between this resolu- 
tion and the one presented by the Kirklin Committee to Mr. Wendell Milliman 
in 1949 for analysis and report. There are, however, numerous comments in 
Mr. Milliman’s analysis which are equally applicable to this resolution or which 
the Committee feels should be restated at this point in its report. 


The original resolution suggested the issuance “to each veteran eligible 
to receive such benefits a medical and hospital service contract with a benefit 
provision in an amount sufficient to cover the costs of (1) necessary hospital- 
ization in a civilian hospital... .” It was further provided that the Administrator 
may, if he considers it feasible to do so, purchase “such contract from. cor- 
porations engaged in the sale and administration of such contracts.” The 
pending resolution proposes, instead, that “a standard medical and hospital 
insurance policy be purchased at government expense for the benefit of every 
veteran who is unable to pay the premium cost of such coverage.” Under this 
proposal checks would be issued by the federal government to all eligible 
veterans, cashable only for the purpose of paying premiums on such insurance 
coverage. 

In this connection the following quotation from Mr. Milliman’s report 
clearly enumerates the difficulties which such a system would present: 


“First, the Administrator of Veterans’ Affairs would have to be satisfied: 


(1) That the coverage provided by the private insurers would be adequate to meet the 
specifications of the law, 


(2) That the cost of the insurance would be reasonable, and ° 
(3) That coverage would be available to all eligible veterans. 
“The insurers, on the other hand, would have to be satisfied: 


(1) That the benefits to be provided can be defined clearly enough to be incorporated 
in a contract, and 
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(2) That the premiums which they would receive would be adequate to cover the 
benefits and expenses. 


“In addition there are a number of substantial administrative problems which would 
have to be solved by the Administrator of Veterans’ Affairs and the insurers. Among these 
problems are the following: 


. What types of carriers and what specific carriers would be acceptable? 

. What type of policies would be acceptable? 

. How would benefits be defined? 

. How would existing coverage be integrated with the coverage under this plan? 

. How would premiums be determined? 

. What reports, if any, would insurers have to submit to the Administrator on the 
action on individual claims and what mechanism would be established for adjudi- 
cation of disputes? 

. How would eligible veterans establish their eligibility and how would the insurers 
be notified of the fact that they were insuring individuals not previously covered by 
them or that individuals previously covered by them under some other plan were to 
be covered under the provisions of this plan? How would transfers of veterans from 
one area to another or from one employer to another be handled? 

“I have outlined the major administrative problems which I foresee in the establishment 
of a plan for using private insurance companies to provide the benefits proposed by this 
resolution. 

“It is my opinion that if a law were passed with the alternative provision permitting 
purchase of insurance from private insurers the difficulties which the Administrator of 
Veterans’ Affairs would encounter in obtaining an agreement as to (a) what private carriers 
would be acceptable; (b) the definition of coverage; (c) the level of premium rates, and 
(d) the other problems outlined above, would be so great that he would be practically 
forced to disregard this authority and provide these benefits by direct contract with the 
Government.” 

Each of the seven points mentioned by Mr. Milliman is discussed in detail 


in his full report which is included in the Appendix as Exhibit VII (b). 


(3) Dr. Hugh H. Hussey of the District of Columbia introduced a resolu- 
tion in the House of Delegates in June 1952 providing, in part: 


“Resolved, That the American Medical Association favors action looking toward the 
reduction of medical care to veterans with non-service-connected disabilities except where 
the inability to provide for such service can be demonstrated.” 


Recommendation—It is recommended that this resolution be disapproved 
and that the recommendations of this Committee with respect to veterans with 
non-service-connected disabilities be substituted therefor. 


(4) Dr. Jesse D. Hamer of Arizona introduced a resolution in the House 
of Delegates in June 1952 recommending disapproval of the practice of the 
Veterans Administration of providing medical care and hospitalization for 
veterans with non-service-connected disabilities with prepaid health insurance 
coverage, thereafter collecting benefits from health insurance companies. 

Recommendation—It is recommended that this resolution be approved. 
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(5) Dr. Gerald V. Caughlan of lowa introduced a resolution in the House 
of Delegates in June 1952, providing, in part: 

“Resolved, That this House of Delegates strongly recommends that the Veterans 
Administration be required to furnish a form for oath as to the inability of the applicant 
to defray the necessary medical expenses, and that this oath shall be read to the applicant 
stating that he is signing an oath as to his financial status.” 

The Reference Committee on Medical Military Affairs suggested the 
deletion of the word “oath” and the substitution of the words “signed statement 
for eligibility to pay” and an explanation to the veteran so that he realizes 
that by signing the application he is admitting inability to pay. 

Recommendation—Although the Committee approves of the purpose of 
the original resolution, it feels that the matter has been satisfactorily taken 
care of by the recent administrative actions of the Veterans Administration 
discussed in Chapter VI. It is therefore recommended that the resolution be 
disapproved. 


(6) Dr. Raymond F. Peterson of Montana introduced a resolution in the 
House of Delegates in June 1952 providing, in part: 


“Resolved, That we, the members of the House of Delegates of the American Medical 
Association, in regular session assembled this 9th day of June, 1952, urge the Congress of 
the United States to clarify the statement in the present Act of Congress admitting veterans 
to veterans hospitals on certification of a statement that they are unable to pay for their 
hospital and medical care, and that the Veterans Administration be empowered and 
directed to investigate such claims of veterans to determine their actual financial status; 
and be it further 

“Resolved, That a copy of this resolution be mailed to the President of the United 
States, the members of the United States Senate and House of Representatives, the Admin- 
istrator of Veterans’ Affairs, and the Chief Medical Director of the Veterans’ Adminis- 
tration.” 


Recommendation—The Committee approves the purpose of the resolution 
but recommends that it be disapproved in view of the basic recommendation 
of the Committee with respect to veterans with non-service-connected dis- 
abilities. 


(7) Dr. H. Russell Brown of South Dakota introduced a resolution in the 
House of Delegates in June 1952 providing, in part: 

“Resolved, That the House of Delegates of the American Medical Association in session 
in June 1952 adopt a firm policy of disapproval of practices of the Veterans Administration 


in accepting for medical care, non-service-connected cases which are covered by insurance 
and in accepting insurance company fees therefor.” 


Recommendation—It is recommended that this resolution be approved. 


Resolutions Dealing with Medical Care for Dependents of Service Personnel 


(8) Dr. R. L. Novy of Michigan introduced a resolution in the House 
of Delegates in December 1951 providing, in part, as follows: 


“Resolved, That if in the independent judgment of the Department of Defense or Con- 
gress the welfare of our preparedness program requires that dependents of members of our 
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Armed Forces receive medical care on a service basis, then the medical profession stands 
ready to provide such service through Blue Shield and other medical society sponsored 


” 


pla 


This resolution was approved by the House of Delegates. 


Recommendation—lIt is the recommendation of your Committee that this 
resolution be rescinded and that no further action be taken on this matter until 
the study proposed on page 55 is completed. 

With reference to this resolution, the attention of the House of Delegates 
is invited to the following facts: 

It has been advocated recently by various groups and individuals that the 
executive departments of the government and the Armed Services provide for 
payroll deductions to cover the premium costs for prepaid health insurance. 
[here is not complete agreement as to whether the federal government should 
pay a part of the premium, although such partial payment by the employer is 
usual in group insurance coverage. 

Proponents of this position start with the assumption that sooner or later 
the government will provide or arrange for medical and hospital service for 
all dependents of servicemen and that therefore a “voluntary system” for 
supplying it must be devised. 

Your Committee is of the opinion that any participation by the federal 
government in the financing of this type of program would be fraught with 
danger and would probably ultimately result in federal control of the entire 
program. 

The Department of Defense has for the past four or five years, through 
the efforts of various special committees, attempted to evaluate the suggestion 
that payroll deductions be made and that dependent medical care be handled 
through prepaid health insurance plans. Although the activities of these com- 
mittees have been referred to repeatedly in congressional hearings, to date 
nothing definite has been published. 

It is the understanding of your Committee, however, that the proposal was 
rejected by the last Defense Department committee appointed to study it 
Apparently commercial insurance companies are reluctant to enter into such 
a contract with the government and although Blue Cross and Blue Shield would 
do so, the advantages of such an arrangement to the government are not readily 
apparent. Some of the drawbacks would seem to be: 


(1) Too expensive for enlisted personnel in lower grades, 


(2) Plans would not cover clinical and medical treatment or “catastrophic illness” 
which dependents have today, 


(3) A contract with one company with an annual premium of $147,000,000 involved 
would be too monopolistic; and 


(4) Plans would require compulsory participation by unmarried as well as married 
service personnel. 


The problems confronting the government in the selection of carriers, 
assuming they should decide to cover federal medical benefits by an “insurance” 


36102 O—53—4—10 
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system, are discussed in the previously referred to report by Mr. Wendel] 
Milliman (Appendix, Exhibit VII (b) ). The following excerpt is particularly 
germane to the resolution in question: ; 


“1. What types of carriers and what specific carriers would be acceptable? 

There are 84 Blue Cross plans operating in the continental United States and there are 
several hundred ‘commercial insurance carriers.’ 

“In general Blue Cross plans and their Blue Shield affiliates confine their operations to 
individual states or to areas within a state. In some of these areas surgical and medical 
benefits are available through Blue Cross plans, in others through Blue Shield affiliates, 
while in some areas no surgical or medical benefits are available through local Blue Cross 
or Blue Shield organizations. 

“The ‘commercial’ insurance companies operate on an interstate basis and many of 
them on a national basis. Many of these companies, particularly the larger ones, are mutual 
companies while others are stock companies. 

“Most Blue Cross plans provide for the full cost of room and board care for a limited 
period in specified types of accommodations, with a partial indemnification of the cost of 
room and board care for continuing periods of hospital confinement. Charges for other 
hospital services are frequently limited. Blue Shield plans customarily pay for indemnity 
according to schedule for surgical care (and medical services, if included) without an agree- 
ment on the part of the physician to accept such payment as a complete payment for his 
services. 

“The coverage provided by the ‘commercial’ insurance companies is invariably of the 
indemnity type rather than service. 

“It would be forcefully contended that it is improper to single out either the Blue Cross- 
Blue Shield plans or the commercial insurance companies as the exclusive media for pro- 
viding contracts under the proposed plan. On the other hand, the differences in methods 
of operation between these two types of insurance companies are so great ‘that it would 
be extremely difficult to encompass both under the same set of rules and regulations.” 


(9) Dr. Jesse D. Hamer of Arizona introduced a resolution in the House 
of Delegates in June 1952 providing, in part: 


“Resolved, By the House of Delegates of the Arizona Medical Association, Inc., that, 
if in the independent judgment of the Department of Defense or Congress, the welfare of 
our preparedness program requires that dependents of members of our armed forces 
receive medical care on a service basis, then the medical profession stands ready to provide 
such service through Blue Shield and other medical society sponsored plans, provided 
that the payments of all or part of the dues are made by the individuals who become 
members of the plan.” 


Recommendation—It is recommended that this resolution be disapproved 
for the same reasons indicated with respect to the resolution introduced in 
December 1951 by Dr. R. L. Novy of Michigan. 


(10) Dr. Hugh H. Hussey of the District of Columbia introduced a reso- 
lution in the House of Delegates in June 1952 providing, in part: 


“Resolved, That legislation to provide medical and hospitat benefits for dependents of 
service personnel at federal expense be opposed by the American Medical Association 
until need for such legislation is clearly demonstrated.” 

Recommendation—It is recommended that no action be taken on this 
resolution until the study proposed on page 55 is completed. 
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Resolution Dealing with the Transfer of Severely Disabled Service Personnel 
from Service Hospitals to Veterans Administration Installations 


(11) Dr. Hugh H. Hussey of the District of Columbia introduced a reso- 
ytion in the House of Delegates in June 1952 providing, in part: 


“Resolved, That the American Medical Association favors the transfer of seriously 
disabled veterans from service hospitals to Veterans Administration facilities.” 


Recommendation—lIt is recommended that this resolution be approved 
since it is in accord with the suggestions of the Committee in Chapter XVI 
of this report. 
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CHAPTER XVIII. CONCLUSION AND ACKNOWLEDGMENTS 


Your Committee has been impressed from the date of activation with the 
extreme importance of its assignment to the medical profession and to the 
nation as a whole, and has conscientiously attempted to acquaint itself with 
all pertinent facts and viewpoints before arriving at its conclusions. First 
consideration has been given to the best interests of the entire population rather 
than to those of the medical profession or the beneficiaries of the various federal 
programs being surveyed. Armed with honest purpose and all available in- 
formation, the Committee has endeavored to arrive at recommendations which 
will help to establish a proper balance between federal and non-federal medical 
programs to the end that the health of all of our citizens may be properly 
safeguarded. 


It is the sincere hope of the Committee that this report and its recom- 
mendations will not only supply valuable historical and statistical information 
but will enable the Association to establish and pursue a clear-cut affirmative 
position on these most important subjects. 


In conclusion, the Committee would like to thank the members of the 
profession and officials of public and private agencies and associations for 
their cooperation and helpful comments and suggestions. 





Appendix 


EXHIBIT I 
RESUME OF RESEARCH ACTIVITIES 


(a) Letters were sent to the executive secretaries of all state medical societies acquainting 
them with the work of the Committee, soliciting their suggestions, and requesting 
information concerning any policy position taken by their associations on the three 
subjects under study. Follow-up letters were sent to certain societies on March 26, 
May 8 and again on Aug. 13, 1952. 

Replies have been received from forty-five state medical societies. 

Letters of inquiry were sent to the following government officials: 

Major General Harry G. Armstrong, Surgeon General, Department of the Air Force 

Major General George E. Armstrong, Surgeon General, Department of the Army 

Rear Admiral H. L. Pugh, Surgeon General, United States Navy 

Vice Admiral Joel T. Boone, Chief Medical Director, Veterans Administration 

Dr. Warren Palmer Dearing, Deputy Surgeon General, United States Public Health 
Service 

Dr. Melvin A. Casberg, Chairman, Armed Forces Medical Policy Council 

Dr. Howard A. Rusk, Chairman, Health Resources Advisory Committee 

Mr. Guy Birdsall, Assistant Administrator, Office of Legislation, Veterans Adminis- 
tration. f 

Mr. Dean L. Schedlar, Director of Public Information, Department of Justice 

Mr. Edward W. Barrett, Assistant Secretary, Public Affairs, Department of State 

Mr. Bernard F. Burdick, Chief of Office, Panama Canal Company 

Mr. Dillon S. Myer, Commissioner of Indian Affairs, Department of the Interior 

Mr. R. L. Webster, Director, Office of Information, Department of Agriculture 

Mr. O. V. Wells, Chief, Bureau of Agricultural Economics, Department of Agriculture 

Dr. Martha M. Eliot, Chief, Children’s Bureau, Federal Security Agency 


) Letters were sent to the following national health associations, acquainting them with 
the work of the Committee, requesting information as to policy positions adopted by 
such associations and soliciting comments and suggestions: 

American Cancer Society, Inc. 

American College of Surgeons 

American College of Physicians (Follow-up letter May 8, 1952) 
American Dental Association 

American Hospital Association 

American National Red Cross 

American Nurses’ Association 

American Pharmaceutical Association 

American Protestant Hospital Association (Follow-up letter May 8, 1952) 
Association of American Medical Colleges 

Association of State and Territorial Health Officers 

Blue Cross Commission 

Blue Shield Commission 

Catholic Hospital Association 

National Organization for Public Health Nursing, Inc. 


(d) Letters were sent to the following veterans’ organizations, acquainting them with the 
work of the Committee, requesting information as to policy positions adopted by such 
organizations and soliciting comments and suggestions: 

American Legion 
American Veterans Committee 
American Veterans of World War II 
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Catholic War Veterans 
Disabled American Veterans 
Jewish War Veterans of the United States 
Military Order of the Purple Heart 
Veterans of Foreign Wars 
Memoranda were dispatched to the heads of the following councils and departments 
of the American Medical Association, advising them of the work of the Committee anj 
requesting pertinent material in their files: 
Dr. Donald Anderson, Secretary, Council on Medical Education and Hospitals 
Dr. W. W. Bauer, Director, Bureau of Health Education 
Mr. Leo Brown, Director, Department of Public Relations 
Dr. R. E. DeForest, Secretary, Council on Physical Medicine and Rehabilitation 
Dr. F. G. Dickinson, Director, Bureau of Medical Economic Research 
Mr. T. A. Hendricks, Secretary, Council on Medical Service 
Mr. J. W. Holloway Jr., Director, Bureau of Legal Medicine and Legislation 
Dr. Joseph Lawrence, Director, Washington Office 
Mr. Peter Meek, Acting Director, Commission on Chronic Illness 
Dr. C. M. Peterson, Secretary, Council on Industrial Health 
Dr. Austin Smith, Editorial Department and Library 
Replies have been received from all departments. 


Letters were sent on Feb. 26, 1952, to the following congressional committees in ap 
effort to obtain pertinent information. Follow-up letters were sent on May 8, 1952. 
Senate House of Representatives 
Appropriations Appropriations 
Armed Services Armed Services | 
Expenditures in the Executive Expenditures in the Executive Departments he 
Departments Veterans’ Affairs March 
Finance M: 
Labor and Public Welfare 
(g) The following government agencies have submitted copies of their annual reports for Mi 
the years 1950 and 1951: 
Armed Forces Medical Policy Council 
Bureau of the Budget 
Department of the Air Force 
Department of the Army 
Department of Defense 
(h) Letters were written to several individual physicians known to be active in connection 
with the subjects under study by the Committee, and a general invitation for comments 
and suggestions was published in The Journal of the American Medical Association on 
April 19, 1952, and in the “Secretary’s Letter” for March 10 and April 7, 1952. 
(i) The Proceedings of the House of Delegates and of the Board of Trustees from 1922 
to date have been reviewed and all actions pertinent to the study of this Committee 
have been extracted. 
(j) A clipping service was purchased for the period of March-October 1952 in an attemp! 
to determine the general attitude of the public as illustrated in the press with respect 
to the furnishing of hospitalization and medical care for veterans with non-service 
connected disabilities. . 
(k) Conferences were held with the following individuals, and meetings were conducted 
on the dates and at the places indicated: 
March 2, 1952 
Organizational meeting of the Committee to determine mechanics, the scope of 
the survey and the date and form of the report. Washington, D. C. 
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March 3, 1952 
Gen. Harry Armstrong, Surgeon General, Air Force; staff members, Office of the 
Surgeon General, Army; Dr. Melvin A. Casberg, Chairman, Armed Forces 
Medical Policy Council. Washington, D. C. 


March 4, 1952 
Adm. H. Lemont Pugh, Surgeon General, Navy, and staff; Gen. A. H. Schwichten- 
berg, Armed Forces Medical Policy Council. Washington, D. C. 


March 5, 1952 
Adm. Joel T. Boone, Chief Medical Director, Veterans Administration, and staff 


Mr. Guy Birdsall, Assistant Administrator, Office of Legislation, Veterans Adminis- 
tration. Washington, D. C. 
§ March 26, 1952 
Brig. Gen. A. H. Schwichtenberg 
Col. Harry G. Mosely 
Col. L. A. Potter—Operations Division, Office of the Surgeon General, Army 
Mr. Isaac Cogan—Resources Analysis Division, Office of the Surgeon General, 
Army 
Capt. C. R. Moon—Bureau of Medicine and Surgery, Navy 
Lt. Col. D. F. Westra) Plans and Hospitalization Directorate, 
Mrs. Mary G. Munger tomes of the Surgeon General, Air Force 
Mr. Robert McCullough—Office of Progress Reports and Statistics, Office of the 
Secretary of Defense 
This meeting was arranged to coordinate efforts in obtaining information from 
the Army, Navy, Air Force and Armed Forces Medical Policy Council, and was 
held in Washington, D. C. 
March 27, 1952 
Mr. Guy Birdsall, Assistant Administrator, Office of Legislation, Veterans Adminis- 
tration 
Mr. Timothy F. Daley, Director, Legislative Projects Service, Office of Legislation, 
Veterans Administration 
Miss Ruth Major, Attorney, Office of Legislation, Veterans Administration 
Mr. Allen F, Bigelow, Director of Program Analysis, Department of Medicine and 
Surgery, Veterans Administration 
Mr. Daniel Rosen, Department of Medicine and Surgery, Office of Statistics, 
Veterans Administration 
March 28, 1952 
Dr. Jack Masur, Chief, Bureau of Medical Services, and members of his staff. 
Washington, D. C. 
April 19, 1952 
Meeting of the full Committee to discuss contents of the interim report. Washing- 
ton, D. C. 
April 21, 1952 
Full day conference with members of the staff of the Veterans Administration. 
Washington, D. C. 
June 8, 1952 
Meeting of the full Committee to discuss the progress of research activities. Chicago, 
Illinois. 
Oct. 25-26, 1952 


Meeting of the full Committee to review draft of final report and to formulate 
recommendations. Chicago, Illinois. 


Armed Forces Medical Policy Council 
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EXHIBIT II (b) 


UTILIZATION OF VARIOUS FACILITIES BY THE VETERANS ADMINISTRA- 
TION FOR ITS PATIENTS 


By type of hospital Jan. 31, 1940-Feb. 29, 1952 


VA Hospitals 
Total 


oe heewnssons . Non-VA 
Calendar Total Oper. Oper. b Hos- 
Year Patients Beds Patients Beds Patients Beds Patients Beds Patients pitals 


57,5738 65,846 58,56 20,620 19,190 29,062 29,623 6,264 4,781 3,979 
59,883 60,225 65,935 22,160 19,877 $2,779 31,859 5,286 4,699 3,898 
58,576 59,970 55,3 21,370 18,164 38,309 82,157 5,291 4,907 3,348 
66,962 60,529 5 21,501 16,865 33,483 32,762 5,545 4,784 2,601 
63,247 68,109 60,233 23,799 18,595 38,819 36,475 6491 5,168 3,014 
70,743 74,098 66,52 25,768 21,348 41,973 39,418 6,362 5,763 4,219 
, 1946 80,414 79,896 ‘ 26,222 23,790 47,065 48,281 6,609 6,962 7,431 
, 1947 108,554 99,899 56 43,305 36,820 48,886 45,860 7,708 6,876 13,988 
107,451 108,362 98,76 44,218 88,761 50,766 47,741 8,878 7,206 13,683 
110,558 104,414 97,079 45,590 41,3384 650,989 48,417 7,885 7,328 13,474 
111,047 106,212 98,803 47,904 43,048 50,429 48,550 7,879 7,206 12,244 
106,484 107,677 98,730 49,099 43,081 50,616 48,871 7,962 7,278 7,754 
107,609 109,991 100,598 49,642 43,646 651,714 49,089 8,635 7,913 7,011 
107,147 110,438 100,191 49,963 48,224 51,732 49,010 8,743 7,957 6,956 





EXHIBIT II (c) 


PATIENTS TREATED BY VETERANS ADMINISTRATION IN VETERANS 
ADMINISTRATION AND NON-VETERANS ADMINISTRATION HOSPITALS 


Fiscal years 1940 through 1951 


Other Psychiatrie General Medica) 
All Patients Tuberculous Psychotie and Neurological and Surgical 


poten A ng genreealntiaigetemenepemeelliians siineeatiinieanittinD aman: manny 


f 74 i a 7 — 
Remain- Ad- Remain- Ad- Remain- Ad- Remain- Ad- Remain- Ad- 


ing mitted * ing mitted ing mitted ing mitted ing mitted 

Fiscal Begin. During Begin. During Begin. During Begin. During Begin. During 
Year F. Y. F. Y. F. Y. We Be | te A F. Y. Pu Bs F. Y. Wee. F. Y 

58,745 182,136 5,041 11,405 29,063 9,862 2,017 14,458 17,624 146,416 

56,450 191,745 4,848 9,815 30,719 9,723 2,163 14,317 18,720 157,890 

58,241 182,158 4,758 9,726 $1,713 10.200 2,544 14,280 19,226 147,952 

56,105 167 428 5,090 9,895 32,134 9,952 2,462 12,893 16,417 134,688 

56,850 197,858 5,149 12,680 33,638 18,384 2,707 16,080 15,356 150,714 

63,890 248,994 6,314 14,050 36,781 25,492 8,295 20,162 17,500 184,290 

70,246 362,064 6,864 16,180 40,460 25,106 8,613 21,352 19,304 299 426 

87,257 533,255 8,475 24,231 43,542 29,228 5,145 32,724 30,095 447,072 

104,443 534,723 12,490 18,600 47,009 22,874 6,943 32,995 38,001 460 254 

554,863 18,151 19,094 48,279 21,248 6,544 29,460 35,602 485,061 

577,715 14,978 18,700 48,360 19,949 6,826 28,251 36,909 510,815 

509,720 14,361 19,604 48,135 17,326 6,284 27,063 83,523 445,727 


“Includes transfers of patients within the Veterans Administration hospitals from 1940 through 
1947. Excludes such transfers after 1947. During fiscal years 1948 through 1951, the average number of 
transfers yearly amounted to 16,943. 

SOURCE: VA Forms 10-7400 and 10-2601. 
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EXHIBIT IV (a) 


SUMMARY OF VETERANS ADMINISTRATION MEDICAL EXPENDITURES 


Fiscal Year 


eee 
Expenditure Item 1950 1951 


Combined totals * $602,717,213 $600,388,455 


Hospital—total 452,398,994 461,695,848 
VA hospitals J 412,780,097 435,312,846 
Non-VA (contract) 39,618,897 26,383 ,002 


Domiciliary—total 19,444,681 20,564,702 21,522,795 
VA domiciliaries 16,299,554 17,209,297 17,993,842 
State homes 8,145,127 8,355,405 3,528,953 


Outpatient—total 110,712,089 113,873,137 100,783,921 
VA staff 51,062,600 65,899,026 62,283,373 
59,649,489 47,974,111 38,500,548 

Administration—totai 14,299,977 8,309,958 7,856,856 
Medical 6,926,835 4,264,443 4,025,963 
Special services 2,497,050 908,538 751,652 


Construction—supply and 
real estate 4,876,092 3,136,977 8,079,241 


Medical research 4,270,513 3,718,939 4,978,568 
Education and training 1,382,565 1,160,251 1,413,553 
Supply depots 3,414,819 2,691,232 2,136,914 


* Based on obligations incurred. 


EXHIBIT IV (b) 


VETERANS ADMINISTRATION HOSPITAL AND DOMICILIARY OPERATING 
COSTS, PATIENT LOAD, RELIEF DAYS AND AVERAGE EMPLOYMENT 


Fiscal Year 1951 





Hospital by Type 
yomemailittone AS, Domi- 
Item Total TB NP GM&S ciliaries 


Hospital operating costs * 
$435,312,846 $36,872,779 $132,575,275 $265,864,792 $17,993,842 
Personnel $321,315,382 $27,057,017 $97,815,105  $196,443,260 $10,738,347 
Raw Food $44,154,881 $4,147,516 $18,333,089 $21,674,276 $4,853,935 
$69,842,583 $5,668,246 $16,427,081 $47,747,256 $2,401,560 
Average daily patient load 96,305 6,968 48,054 41,283 16,775 
Total patient days 35,151,162 2,543,142 17,539,829 15,068,191 6,123,055 
Gross costs per patient day—Total $12.38 $14.50 $7.56 $17.64 $2.93 
Personnel $ 9.14 $10.64 $5.58 $13.04 $1.75 
Raw Food $ 1.26 $ 1.63 $1.04 $ 1.43 $0.79 
$ 1.98 $ 2.23 $0.94 $ 3.17 $0.39 
Employment—average man years... 99,523 8,587 31,592 59,394 4,042 
Cost per ration * $1.27 $0.89 $1.19 $0.77 
Cost per ration » $1,174 $0.911 $1.056 $0.754 





a. Based on obligations incurred. 
b. Based on actual cost of food. 
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EXHIBIT IV (c) 


WORK LOAD AND COST FACTORS—VETERANS ADMINISTRATION 
HOSPITALS 





Fiscal Year 
AW. 





Item 1949 1950 1951 


No. of Hospitals, End of Year 129 136 151 
Average Authorized Beds,.........s.ccscecenvecseseeesees 110,731 118,648 117,962 
Average Operating Beds 108,990 106,062 107,675 
Average Daily Patient Load 94,539 96,643 96,305 
Patients per 100 Operating Beds 90.9 91.1 89.4 
Admissions 424,476 468,389 444,883 
Discharges 421,145 468,052 446,790 
Turnover—Discharges per Average Daily Patient Load 4.455 4.343 4.639 
Employees—Average Man Years 97,860 99,523 
Employees—(Man Years) per 100 Operating Beds....... y 92.3 92.4 
Operating Cost—Total* $412,780,097 $435,312,846 

a. Personnel 270,622,651 302,565,479 $21,315,382 

b. Raw Food 44,066 856 41,155,552 44,154,881 

ce. Other 72,279,426 69,059,066 69,842,583 
Average Gross Cost per Patient Day—Total ® $11.21 $11.70 $12.38 


a. Personnel 7.84 8.58 9.14 

b. Raw Food 1.28 1.16 1.26 

ec. Other 2.09 1.96 1.98 
Rations Served 43,714,572 43,827,274 42,154,758 
Cost per ration 

—obligations * . $0.92 $1.05 

—expenditures > 976 0.950 0.994 


mt me 
PPP Pserrr rr 


. Based on obligations incurred. 
. Based on actual cost of food 


EXHIBIT IV (d) 


WORK LOAD AND COST FACTORS—NON-VETERANS ADMINISTRATION 
HOSPITALS 








Fiscal Year 
en 


Item 1949 1950 1951 
Average Daily Patient Load 
Non-Veterans Administration 12,446 11,395 8,086 
Other Federal * 8,008 7,008 3,751 
Voluntary, State and Local 4,438 4,307 4,335 


Cost of Hospitalization 
Non-Veterans Administration $40,367,002 $39,618,897 $26,220,041 
Other Federal * 28,052,443 27,416,523 13,614,277 
Voluntary, State and Local 12,314,559 12,202,374 12,605,764 
Cost per Patient Day 
Army, Navy, Public Health and Canal Zone.... 78 $10.75 $11.25 
St. Elizabeths Al 4.12 4.26 
Fort Worth 7 6.70 6.75 
Voluntary 7 9.83 10.14 
State and Local 2 5.29 5.62 


a. Excludes miscellaneous obligations (e. g., ambulance services). 
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EXHIBIT IV (e) 


WORK LOAD AND COST FACTORS—VETERANS ADMINISTRATION OUT. 
PATIENT PROGRAM 





Fiseal Year 


1949 1950 1951 
Applications for medica] service 
a. Appl. for outpatient med. treatment............. 476,459 419,978 383,349 
b. Appl. for outpatient dent. treatment 763,365 800,295 598,674 
ce. Appl. for hosp. and domicil. care 960,812 1,022,170 914,747 
d. Requests for comp. and pension exam........... 877,068 709,394 518,170 
Medical outpatient workload * 
a. Individuals visiting — Total 3,606,429 3,508,471 3,072,753 
G1) VA clinics 2,430,233 2,406,810 2,139,364 
(2) Fee physicians 1,176,196 1,101,661 933,389 


. Purpose of visit — Total 3,606,429 3,508,471 3,072,753 
(1) Compensation and pension 1,006,598 747,859 569,588 
(2) Outpatient treatment 1,891,162 2,087,752 1,901,102 
(8) Hospital or domiciliary 331,307 328,075 238,701 
(4) Vocational rehabilitation 121,230 109,098 61,889 
(5) Insurance 85,916 113,811 89,519 
(6) Other purposes aa cs 170,216 176,876 211,954 
Dental outpatient workload 
a. Examination cases completed — Total cand 578,839 527,487 424,807 
(1) VA clinics 315,689 $22,782 261,508 
(2) Fee dentists 263,150 204,755 163,304 
. Treatment cases completed — Total 513,742 430,065 348,392 
(1) VA elinics 83,372 87,088 76,036 T 
(2) Fee dentists : 430,370 342,977 272,356 the V 
Obligations incurred for outpatient program 4 
a. Total $10,416,018  $109,872,326 $100, 708,627 ores 
(1) Medical fee 16,411,457 14,996,374 12,708,141 servic 
(2) Dental fee 34,151,366 32,977,737 25,797 408 those 
(83) VA elinics 59,853,195 61,898,215 62,208,078 ‘ 
April 





a. Computed from number of outpatients examined and treated. T 
veteri 
not re 


Septe 

1 
shoul 
and i 


June 
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EXHIBIT V (a) 


ACTIONS BY THE HOUSE OF DELEGATES AND BOARD OF TRUSTEES OF 
THE AMERICAN MEDICAL ASSOCIATION CONCERNING MEDICAL 
TREATMENT FOR VETERANS WITH NON-SERVICE- 
CONNECTED DISABILITIES 

May 1922 
The House of Delegates adopted the following resolution: 


“The American Medical Association hereby declares its opposition to all forms of 
‘state medicine,’ because of the ultimate harm that would come thereby to the public 
weal through such form of medical practice. 

“ ‘State medicine’ is hereby defined for the purpose of this resolution to be any 
form of medical treatment, provided, conducted, controlled or subsidized by the 
federal or any state government, or municipality, excepting such service as is provided 
by the Army, Navy or Public Health Service, and that which is necessary for the 
control of communicable diseases, the treatment of mental disease, the treatment of 
the indigent sick, and such other services as may be approved by and administered 
under the direction of or by a local county medical society, and are not disapproved 
by the state medical society of which it is a component part.” 


May 1925 
The report of the Board of Trustees to the House of Delegates contained the following 
comment on the conditions created by the Veterans’ Act of 1924: 


“The situation may almost be stigmatized as communistic medicine in its most militant 
form, endeavoring to edge its way into American life under the cloak of patriotism.” 
The House of Delegates resolved to do all in its power to secure an amendment to 
the Veterans’ Act of 1924 “which will do away with free federal medical and surgical 


services and care for all veterans except those whose disabilities have been caused by war 
service for our country, or at least restrict free medical and surgical services and care to 
those veterans who are unable to pay for the same.” 


April 1926 


The Board of Trustees reported to the House of Delegates that 17 per cent of all 
veterans cared for at government expense were getting treatment for diseases and injuries 
not related to military service. Opposition to the Veterans’ Act of 1924 was to be continued. 


September 1927 


The Board of Trustees resolved that its position on construction of veterans’ hospitals 
should be “that there should be no undue expansion of service for the relief of diseases 
and injuries not of service origin.” 


June 1928 


The Board of Trustees voiced concern over the fact that 49 per cent of the admissions 
to hospitals under the control of the Veterans’ Bureau (in the fiscal year of 1927) were 
for the treatment of diseases and injuries not of service origin. 

The House of Delegates approved a resulting recommendation of the Board of Trustees 
“that every effort be applied to prevent extension of socialized medical practice by the 
government 
July 1929 


The Board of Trustees warned the House of Delegates of the continuous drive to 
expand free federal medical services to veterans. 


A proposal that the President appoint an advisory committee to the Veterans’ Bureau 
was tabled, 
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February 1930 


The Board approved a letter sent by the General Manager to the Veterans’ Bureau, 
protesting against the appropriation by Congress of funds for the construction of hospitals 
to be used chiefly to care for veterans with non-service disabilities. The letter argued that 
such construction was the furtherance of “state medicine” and, in any event, not a proper 
subject for the federal government. 


May 1930 (Executive Committee meeting) 

The Board received the answer of the Veterans’ Bureau to the aforementioned letter, 
which indicated that while some of the members of the Medical Council of the Bureau 
showed concern, their decision was merely to follow the dictates of Congress in the matter. 
The Board went on record as favoring H. J. Res, 308, which authorized a survey of the 
hospital facilities of the country. The Board felt that this resolution would serve to cut 
the expansion of Veterans’ Bureau hospital facilities “and to find a way whereby the 
government will pay for the treatment of veterans in state, county, municipal and private 
hospitals.” 


June 1930 


The Chairman of the Council on Medical Education and Hospitals reported that he 
believed that a five billion dollar federal hospital program was well started, and that the 
impetus for this was pending veterans’ legislation. The Board voted to submit (to the House 
of Delegates) a resolution condemning the free care of veterans with non-service dis- 
abilities. 

A resolution was adopted which disapproved of unlimited free medical care and 
recommended that indigent veterans be provided for by state and not federal agencies. 

A resolution by Dr. H. H. Shoulders, Tennessee, favoring an insurance plan which 
would equitably distribute benefits to veterans with non-service disabilities, was disapproved 
as not being within the province of the Association. 


June 1931 


The Board of Trustees informed the House of Delegates that 71 per cent of the 
admissions to facilities of the Veterans’ Bureau in its fiscal year ending in 1930 were for 
non-service disabilities. There was also pending in Congress legislation which would give 
free medical care to all veterans for any type of disability. 

A resolution by Dr. H. H. Shoulders, Tennessee, in substance the same as the one 
submitted in 1930, was considered “as being in line with the heretofore expressed policies 
of the American Medical Association” and advantageous in that it offers “something very 
definite for the consideration of all parties concerned.” The resolution was adopted by the 
House of Delegates. 

December 1931 (Executive Committee meeting) 

A report from a group which had conferred with certain officers of the American 
Legion was received. The Legion indicated that it was opposed to the Shoulders’ Plan as 
it did not solve enough of the many problems involved. 


May 1932 

Dr. Shoulders’ resolution recommending specific amendments in the Veterans’ Act of 
1924 (to give veterans cash payments for disabilities instead of free medical care) was 
referred back to committee. 

A report on Dr. Shoulders’ 1931 resolution and its startling effect was presented to 
the Delegates. The ultimate effect of this resolution was to bring about an agreement 
between the American Medical Association, the American Legion’ and the American 
Hospital Association on a united policy toward veterans’ medicine. 


January 1933 (Executive Committee meeting) 


A statement of the Association’s policy on veterans’ medicine was submitted to a 
Joint Committee of Congress which was considering the subject of veterans’ care. Drs. 
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Wright, Cary and Woodward had appeared before the committee for the Association and 
had gone on record as opposing “(1) the erection of any new hospitals for the care of 
veterans; (2) the provision of free service to veterans whose disabilities are not service 
connected; and (3) the policy of transporting patients from great distances for examination 
ind service.” The group had-also proposed “that if the government intends to continue to 
provide service for all veterans, those receiving such service shall be permitted to select 
their own hospitals and their own physicians.” 
June 1933 

The House of Delegates commended President Roosevelt for his stand on reduction 
yf free care to veterans with non-service disabilities. 

It was resolved that military and United States Public Health Service hospitals be used 
n caring for veterans, rather than closing them and building more facilities for the 
Veterans Administration. 
lune 1934 

The new legislation providing for admission to veterans’ hospitals on the basis of a 
pauper’s Oath was severely criticized as being an inadequate deterrent and as being a 
suborner of fraud. 
June 1935 


The Committee on Legislative Activities reported to the Delegates that the pauper’s 
oath plus the regulations of the Veterans Administration “have definitely curtailed the 
lemands for free hospital and medical care by those who are able to pay.” 

May 1936 

The Committee on Legislative Activities reported that 2,540 of the 45,673 available 
beds in Veterans Administration hospitals were unoccupied, and that Veterans Administra- 
tion officials were of the opinion that only small additions to present facilities were needed. 
June 194] 

The Association reaffirmed its position that no veterans’ hospital facilities be erected 
in any community unless a need for same is clearly demonstrated. 

June 1942 

General Hines cautioned the Association that eventually veterans of the present con- 
flict will receive all the hospitalization benefits accorded veterans of World War I. 

June 1944 

It was disclosed that $218,000,000 had been spent for veterans’ hospital construction 
since the first World War, and that during that time more than 80 per cent of all admissions 
to veterans’ facilities were for the treatment of disabilities not connected with service. 
December 1945 


It was reported that there were many veterans’ bills before Congress, including several 
which would eliminate the “pauper’s oath.” 

The remarks of General Hawley, Acting Surgeon General of the Veterans Administra- 
tion, were received, and the Delegates unanimously pledged their support to his program 
which is aimed to provide veterans with the best medical care. 


July 1947 (Executive Committee meeting) 

The Committee requested that the Secretary and General Manager write a letter to 
each member of Congress, informing him of the Association’s position on veterans’ 
medicine. 

January 1948 

It was reported that 35 state medical societies were participating in the Veterans’ Home- 
Town Medical Care program. Also, 65 Veterans Administration hospitals were associated 
with medical schools, and this presented training facilities for 2,100 resident physicians. 
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June 1948 


The Board decided to suggest modification of paragraph 7 of the “National Health 
Program” so that it would not seem that the Association favored free medical care for 
all veterans. 

A resolution presented to the Delegates, encouraging the Veterans Administration to 
allow patients under Veterans Administration care a free choice of physicians, was adopted. 
Also adopted was a resolution which requested Congress to clarify the standards of financial 
need for veterans with non-service disabilities, and which favored a definite ceiling of 
140,000 beds for the Veterans Administration. 


November 1948 


The Committee on Veterans’ Affairs submitted a thorough report on veterans’ medicine, 
including a plan for care of veterans with non-service disabilities which it had submitted 
to the American Legion. 

A resolution was adopted condemning as wasteful the proposed construction of an 800 
bed Veterans Administration hospital at Ann Arbor, Michigan. 


June 1949 


The Association reiterated its position that wherever possible, veterans should be given 
care in their own communities by a physician of their own choice. 

A resolution presented by Dr. R. B. Wood, Tennessee, was amended and referred to 
the Board of Trustees for consideration. This resolution presented an insurance-type plan 
for the care of veterans with non-service disabilities. 


December 1949 


The Board reported that the resolution on care of vetetans with non-service disabilities 
was given careful consideration, and that a Committee on Veterans’ Affairs has been 
appointed. 

A resolution similar to that presented at the last session was submitted by Dr. R. B. 
Wood. This resolution was referred to a committee of the House. 

June 1950 

The House Reference Committee report on the Tennessee Resolution for Veterans’ 
Care was tabled. The majority report of the Committee opposed the resolution as imprac- 
tical and unnecessary if present legislation were tightened. 

A Committee on Federal Medical Services was authorized. 

December 1950 

A resolution calling for a survey of all government medical services was rejected as 
unnecessary. 

A resolution by Dr. R. B. Wood, Tennessee, favoring an insurance type plan for 
veterans’ medical care was rejected. 

After speaking with representatives of the American Legion, it was decided to recom- 
mend to the House of Delegates that the Shoulders’ plan be disapproved. The Board felt 
that the plan would lead to class legislation and a federal insurance plan for all. 

June 1951 

A resolution was received from the Council on National Emergency Medical Service 
stating that the whole veterans’ medicine program should be examined, and was referred 
to the Committee on Federal Medical Services. 

December 1951 

Three resolutions on the medical care of veterans were referred to the Board of 
Trustees, with the suggestion that a special committee be appointed to study the matter. 

The subject Committee on Federal Medical Services was appointed. 

June 1952 

Numerous resolutions on the subject of veterans’ medicine were presented, and most 

were referred to the Special Committee on Federal Medical Services. 
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EXHIBIT V (b) 


ACTIONS BY THE HOUSE OF DELEGATES AND BOARD OF TRUSTEES OF THE 
AMERICAN MEDICAL ASSOCIATION CONCERNING MEDICAL TREAT- 
MENT FOR DEPENDENTS OF SERVICE PERSONNEL 

June 1943 


A resolution approving federal assistance to wives and children of service men was 
adopted by the House of Delegates. This was an endorsement of the Emergency Maternal 
and Infant Care program of the Children’s Bureau. The resolution cautioned that the 
choice of physician should be left up to the individual seeking aid, and that direct allot- 
ments should be given to the individuals rather than to the practitioners as indirect 
compensation for services rendered. 


June 1944 


The report of the Council on Medical Service and Public Relations was adopted as the 
position of the House of Delegates on the Emergency Maternal and Infant Care program. 
The report reiterated the Association’s stand on payments under the program, and also 
voiced the expression of many state societies that fee schedules were unrealistic. The 
Children’s Bureau assured the Association that E. M. I. C. was strictly a war measure, 
and was not an entering wedge for future expansion of federal medical services. 


June 1947 

A resolution requesting that the proposed Emergency Maternal and Infant Care 
program be turned over to the Armed Forces was disapproved by the House of Delegates. 
May 1949 


The Board of Trustees approved in principle a plan suggested by General M. C. Grow 
of the Air Force, whereby the critical shortage of doctors in that branch would be partially 
relieved by use of civilian practitioners on a local, contract basis for the care of dependents 
of enlisted personnel. Payment would be by the enlisted personnel concerned, and not by 
the government. : 


August 1950 


The Board of Trustees issued a policy statement on the call of doctors during the 
emergency to the effect that the military medical services should, whenever and wherever 
possible, be used for care of military personnel only. 


December 1951 


The House of Delegates adopted a resolution providing: 


“That if in the independent judgment of the Department of Defense or Congress the 
welfare of our preparedness program requires that dependents of members of our 
Armed Forces receive medical care on a service basis, then the medical profession 
stands ready to provide such service through Blue Shield and other medical society 
sponsored plans.” 
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EXHIBIT VI 


ACTIONS TAKEN BY STATE MEDICAL SOCIETIES ON FEDERAL MEDICAL 
PROGRAMS 


Transfer of Seriously 
Disabled Service 
Personnel from 
Service Hospitals 

to VA Installations 


Medical and 
Hospitalization Benefits for 
Veterans with Non-Service- 

Connected Disabilities 


Medical and Hospitalization 
Benefits for Dependents 
of Service Personnel 


State Medical 
Society 


Alabama 
Arkansas 
Arizona 


California 


Colorado 
Connecticut 


Delaware 
Dist. of Columbia 


Florida 
Georgia 
Idaho 
Illinois 


Indiana 
lowa 


Kansas 
Kentucky 


Louisiana 
Maine 
Maryland 
Massachusetts 
Michigan 


Minnesota 
Mississippi 


Missouri 


Montana 


Nebraska 


Nevada 


New Hampshire 
New Jersey 


No official action * 
Condemns practice 
Disapproves of practice 
and acceptance by Vet- 
erans Administration of 
hospital insurance bene- 
fits 


No official action * 


Opposes 


Opposes, except in cases 
where veteran is finan- 
cially unable to provide 


No action 

Favors reduction in this 
type of medical care ex- 
cept where inability to 
provide is established 
No action 

No action 

No action 


Opposes 


No action 

Opposes except in indi- 
gent cases 

No reply 

Opposes. except in indi- 
gent cases 


No action 
No action 
No action 
No reply 
No action. Will follow 


leadership of American 
Medical Association 


Opposes, except where 
veteran is unable to pay 
Opposes, except in indi- 
gent cases 

Opposes. Approves of 
House and Senate bills 
implementing Hoover 
Commission Report 
Opposes, unless veteran 
is unable to pay for 
medical care 

Opposes the practice and 
policy of the Veterans 
Administration in ac- 
cepting hospital insur- 
ance benefits 

No reply 

Opposes 

Opposes 


No action 
No action 


Favors medical profes- 
sion providing this serv- 
ice through Blue Shield 
and other medical society 
sponsored plans 


Favors provision of medi- 
eal care by established 
prepayment medical care 
plan such as Calif. Phy- 
sicians’ Service 


Opposes 


Opposes, except in mili- 
tary installations where 
no medical service avail- 
able or where veteran is 
unable to provide 


No action 


Opposes unless need clear- 
ly demonstrated 


No action 
No action 
No action 


Opposes this practice or 
new Emergency Maternity 
and Infant Care plan 


No action 
No action 


No reply 
No action 


No action 

No action 

No action 

No reply 

No action. Will follow 


leadership of American 
Medical Association 


No action 
No action 


No action 


No action 


No action 


No reply 


No official action * 
No action 


No action 
No action 
No action 


No official action: 


No official action? 
No official action? 


No action 
Favors 


No action 
No action 
No action 
No action 


No action 
No action 


No reply 
No action 


No action 

No action 

No action 

No reply 

No action. Will fol- 
low leadership of 
American Medical 
Association 


No action 
No action 


No action 


No action 


No action 


No reply 


No action 
No action 
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ACTIONS TAKEN BY STATE MEDICAL SOCIETIES ON FEDERAL MEDICAL 
PROGRAMS-—Concluded 


State Medical 
Society 
New Mexico 
New York 
North Carolina 


North Dakota 
Ohio 


Oklahoma 


Oregon 
Pennsylvania 
Rhode Island 
South Carolina 
South Dakota 


Tennessee 
Texas 


Utah 

Vermont 
Virginia 
Washington 
West Virginia 
Wisconsin 
Wyoming 


Medical and 


Hospitalization Benefits for 
Veterans with Non-Service- 


Connected Disabilities 


Opposes 
No action 


Opposes, except for 
charity cases 


No action 


Opposes. Recommends 
that indigent cases be 
provided such care 
through regular state 
and local agencies 


Considers such practice 
not a lawful activity of 
federal government 


No action 
No reply 
Disapproves 
No action 


Opposes; also Veterans 
Administration practice 
of accepting hospital in- 
surance benefits 


Opposes 


Opposes this practice 
and acceptance by Vet- 
erans Administration of 
insurance benefits 


No action 

No action 

No official action * 
No action 

No action 

Opposes 
Disapproves 


Medical and Hospitalization 
Benefits for Dependents of 


Service Personnel 


No action 
No action 
No action 


No action 


Opposes, except where 
proper and adequate 
medical service is not 
available 


No official action * 


No action 
No reply 
Disapproves 
No action 
No action 


action 
action 


No action 

No action 

No official action * 
No action 

No action 

No official action * 
Disapproves 


Transfer of Seriously 
Disabled Service 
Personnel from 

Service Hospitals 
to VA Installations 
No action 
No action 
No action 


No action 
No action 


action 


action 
reply 

action 
action 
action 


action 
action 


action 
No action 
No official action * 
No action 
No action 
No official action * 
Favors 


* Some discussion or activity has taken place but no formal resolution has been adopted. 
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EXHIBIT VII (a) 


THE GOVERNMENT AS THE INSURED OF A PRIVATE INSURER 


At the Clinical Session of the American Medical Association in December, 1951, 2 
special committee, under the chairmanship of Dr. Elmer L. Henderson, was appointed by 
the Board of Trustees to study and report with respect to the following aspects of federal 
medical services: 

(a) Medical and hospital benefits for veterans with non-service-connected disabilities; 
(b) medical and hospital benefits for dependents of service personnel, and (c) the transfer 
of seriously disabled service personnel from service hospitals to Veterans Administration 
installations. 

It is intended that a very thorough and exhaustive study be made of the laws and their 
legislative history as well as administrative regulations and procedures dealing with these 
subjects. It is also planned to compile pertinent information reflecting costs, trends, and 
future plans in these three areas. The results of the study will be used as the basis for 
policy recommendations to the Board of Trustees and the House of Delegates of the 
Association. 

In considering the possibility of furnishing medical care for certain federal beneficiaries 
by means of prepaid health insurance, it has been suggested that the premiums under such 
a program be paid by the federal government. It is believed that the following memoran- 
dum, addressed to Dr. George F. Lull from Frank G. Dickinson, Ph.D., Director of the 
Bureau of Medical Economic Research, which discusses this possibility, will be of interest. 

The activities of Dr. Henderson’s Committee and the contents of Dr. Dickinson’s 
memorandum have been discussed briefly in the Secretary’s Letter (a letter from George F. 
Lull, Secretary, to state and county medical associations). As indicated therein by Dr. Lull, 
any suggestions or comments in regard to either subject should be addressed to Mr. 


C. Joseph Stetler, Secretary of the Committee on Legislation, who has been assigned the 
staff responsibilities in connection with this work. 


To: George F. Lull, M.D. 
From: Frank G. Dickinson, Ph.D. 
Sussect: Should the Federal Government Be Insured by a Private Insurer? 


1. Incident to the actions of the House of Delegates at Los Angeles, Dec. 3-6, 1951, 
(J. A. M. A., Dec. 22, 1951, Novy, pages 1697-1698, McKeown, page 1698, Appel, pages 
1700-1701, Wall, page 1701, Hamilton, page 1701, and Robbins, page 1701), you have 
asked me to prepare a statement on the general question stated above. You suggested that 
I omit discussion of the purchase of insurance by local and state governments because the 
question relates to the federal government only. The extent of the insurance operations 
of federal and state governments as insurers, not as insureds, has been outlined in a booklet, 
“Government Insurance in the United States,” by Frank Lang. 

2. The federal government has never, to my knowledge, purchased insurance from a 
private company or firm. A review of insurance history might possibly uncover a few 
isolated and unimportant instances. During the December, 1951, meeting of the American 
Association of University Teachers of Insurance, of which I was president for two years, 
I asked the following authorities for references to instances: (1) Prof. Ralph H. Blanchard, 
Columbia University, (2) Prof. Harry J. Loman, University of Pennsylvania, (3) Prof. 
John H. Magee, formerly University of Maine, and (4) Prof. David McCahan, University 
of Pennsylvania. (Blanchard is editor of the McGraw-Hill Insurance Series, Loman is dean 
of the American Institute for Property and Liability Underwriters, Magee is the author of 
several widely used insurance books, and McCahan is executive vice-president of the 
College of Life Underwriters.) 
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3. Each of these four authorities has told me that, to the best of his knowledge, the 
federal government has never purchased insurance from a private insurance company. 
It has and does often require insurance of persons and firms that sell goods or services to it, 
or persons who apply for loans. The federal government has probably never been an 
insured of a private insurer. 


4. Should the federal government by the payment of premiums become insured by a 
private insurance company? An examination of the fundamental principles of insurance 
will indicate clearly that the answer must be no. First consider a large business firm and 
its need for insurance. Suppose that the ABC Distributing Company owned 10,000 store 
buildings of approximately the same size scattered throughout the length and breadth of 
the United States. Suppose further that evidence had been accumulated that indicated that 
one-twentieth of one per cent of these buildings would, on the average, be completely 
destroyed by fire during any one calendar year and that one-third of one per cent would 
be damaged by fire. Should this company purchase fire insurance on all of these buildings? 
It would be quite unnecessary. This company might—indeed, some companies do—employ 
an insurance organization to investigate the claims, the causes of the fire, particularly the 
physical and human causes, and take care of any legal matters incident thereto. For this 
service the insurance company is paid a fee of, say 10%, but the operation is a service and 
not an insurance operation. The insurance company in performing this service for the 
ABC Distributing Company would not have guaranteed the loss ratio, would not have 
guaranteed, as it does its insureds, that for the premium paid the entire loss covered by 
the contract would be paid no matter how great or how small the losses might be during 
the policy period, usually one to three years. So much for insurance principles in relation 
to a large business firm. 


5. Now consider the application of insurance principles to the sovereign power. There 
is no sound reason in insurance history or in the nature of insurance for the federal 
government to become an insured of a private insurance company. In the illustration in 4 
above I refer to a very uncommon service; property insurance companies do occasionally 
contract to render this type of service to self-insured business firms with sufficient spread 
of risk to warrant self insurance. (The propriety of the federal government paying the gross 
premiums—net loss plus overhead, including some financial return on the risk capital— 
is beyond the scope of these remarks.) The federal government from the standpoint of 
insurance is 155 million persons, the broadest possible base for the distribution of risk. 
It is larger than thousands of ABC Distributing Companies. Indeed, it is larger than all 
insurance companies combined, because it is the sovereign power. The federal government 
is all of us. Subject only to the discretion of Congress and of the President and the require- 
ments of uniformity imposed by the Constitution as interpreted by the courts, the federal 
government has a 100% lien on your future income and mine. The federal government 
is truly the sovereign power. Its borrowing power is not limited by the federal Constitution. 
The federal government does not and should not buy fire insurance, marine insurance, 
automobile insurance, bridge insurance, or workman’s compensation insurance from 
private carriers, and, in the case in point, the federal government should not buy accident 
and health insurance from Blue Cross and Blue Shield Plans or insurance underwriters. 
The very notion of the federal government as the sovereign power eliminates it from any 
rational consideration of being made an insured of an insurance company. The only 
responsible federal official who has recently suggested that the federal government become 
an insured of a private company is Oscar Ewing, according to the Washington News of 
The Journal (147:Adv. p. 14 [Dec. 29] 1951): “Federal Security Agency officials who are 
attempting to work out a program for hospitalization of the aged still are undecided whether 
to use voluntary insurance plans, with the federal government paying the premium . 
Mr. Ewing has expressed an interest in extending coverage through voluntary insurance 
plans and has conferred with officials of some of the insurance organizations.” If Mr. 
Ewing should have this legislation introduced and it should be enacted into law, it would 
be, to my knowledge, the first instance of its kind. Perhaps when and if Mr. Ewing comes 
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to understand why no agency of the federal government should be insured by a private 
agency, he will drop the matter. 


6. In the resolutions cited in 1 above and in other discussions, I have gained the 
impression that the distinction between prepayment and postpayment in relation to 
insurance principles is not clear. There are many instances of premium being adjusted at 
the end of some experience period. With certain exceptions there is a guarantee as to the 
maximum amount of the additional premium that will be determined at the end of the 
policy period. In some of our mutual companies, for example, the additional premium or 
assessment cannot exceed the amount of the original premium paid in advance. Insurance 
premiums are usually paid in their entirety at the beginning of the premium period. 
Insurance is usually, therefore, a prepayment and not a postpayment proposition. 


7. It has been suggested that Blue Cross and Blue Shield plans and private insurance 
companies might enter into contracts with the federal government to service the claims 
of veterans with non-service-connected disabilities and the dependents of servicemen. 
Presumably, the “insurers” would investigate the claims, pay the physician, the dentist, 
the hospital, the druggist, etc., report these amounts monthly or quarterly to the proper 
official in Washington, and, after the disbursements were audited, the insurer would be 
reimbursed and paid some fee for his services, say 10%. This kind of postpayment for 
expenditures made on behalf of the client bears no resemblance to insurance and lies 
completely outside the scope of insurance as that subject has developed over the past three 
to five centuries. Indeed, the federal agency could select some other kind of company or 
association to do this same work at the local level. Presumably, the Blue Cross and Blue 
Shield plans and the private insurance companies would be selected solely because they 
could render the best service or because they could afford to perform this investigating 
and paying function at the lowest possible cost, but it could be done by banks, personal 
finance companies, or other business institutions. 


8. Finally, would a private insurance company ever want to have the federal govern- 
ment as one of its insureds? Certainly the private firm could expect to have the (federal 
agency) insured dictate the terms of the contract, the premium rates, and the claim adjust- 
ments. When the Social Security Act of 1935 was before Congress there was a considerable 
amount of comment in the press and in Washington about the desirability of the federal 
government reinsuring the social insurance risks with private insurance companies. The 
companies themselves said: “No, thank you. We do not want the kind of business that 
would enable the federal government to dictate the terms of the annuities for persons 
covered by social security, because that would ultimately mean complete dictation of the 
contracts for all of our policyholders.” The extent of this hazard for a private insurance 
company, Blue Cross plan, or Blue Shield plan, would depend in some measure on whether 
the amount of premium derived from a group contract insuring an agency of the federal 
government comprised a small or a large percentage of the total premium income of the 
private insurer. It seems likely that very few experienced insurance executives would care 
to take on the federal government as one of their company’s insureds. 


9. Summary.—{a) There is nothing in the history, theory, or principles of insurance 
to warrant the federal government becoming an insured of a private insurance company. 
It would make the sovereign power of government subservient to a private business 
institution. It would be contrary to public policy. (b) The Congress and the President would 
unquestionably reject any proposal that both violates the fundamental rules of insurance 
and seeks to invert the inherent relationship between the sovereign power and a private 
citizen, association, or firm. (c) Finally, the private insurer would certainly face the 
inevitable danger of absorption and control by its insured—an* agency of the federal 
government.—Reprinted from The Journal of the American Medical Association (148: 
1426 [April 19] 1952). 
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EXHIBIT VII (b) 


ACTIVITIES OF A. M. A. SPECIAL COMMITTEE ON FEDERAL MEDICAL 
SERVICES 


On April 19, 1952, a memorandum addressed to Dr. George F. Lull by Dr. Frank G. 
Dickinson entitled. “Should the Federal Government Be Insured by a Private Insurer?” 
was published in THE JouRNAL, page 1426. In its research activities since that time, the 
Committee on Federal Medical Services of the American Medical Association has reviewed 
a report prepared in May, 1950, by Mr. Wendell Milliman and entitled “Report on the 
Practicability of the Proposed Subsidized Insurance Plan for Medical and Hospital Care 
of Non-Service-Connected Disabilities of Veterans.” 

Mr. Milliman, who was a consulting actuary at the time he prepared this report 
and is now Vice President in Charge of Group Insurance of the New York Life Insur- 
ance Company, was asked to consider the practicality as an insurance operation of 
the proposed plan for federally subsidized insurance of medical and hospital care of 
veterans with non-service-connected disabilities proposed by a resolution presented on 
Dec. 6, 1949, to the House of Delegates of the American Medical Association. 

In his report Mr. Milliman discusses, among other things, certain problems incident 
to federal subsidization of health insurance plans that were not encompassed in Dr. 
Dickinson’s consideration of the question. The pertinent portions of Mr. Milliman’s 
report in this regard follow. 


“Insurance” by a Governmental Agency 


The preamble to the resolution refers to the application of the principle of insurance 
to the financing of the cost of medical care. The implication is that the methods proposed 
for providing medical and hospital service for non-service-connected disabilities is insur- 
ince. Actually, two methods are proposed. First, the amendment to the Veterans’ Act 
proposed by the resolution would direct the Administrator of Veterans’ Affairs “to issue 
to each veteran eligible to receive such benefits a medical and hospital. service contract 
with a benefit provision in an amount sufficient to cover the costs of (1) necessary hos- 
pitalization in a civilian hospital. ” It is further provided that the Administrator 
may, if he considers it feasible to do so, purchase “such contract from corporations 
engaged in the sale and administration of such contracts.” 

The term “insurance” is frequently used loosely, particularly with reference to pro- 
posals for social assistance. Insurance requires a pooling of funds paid by or on behalf 
of many individuals who are exposed to the same or similar hazards from which funds 
the losses of those who are struck may be met. The proposal that the Federal Govern- 
ment meet the costs of treatment of the non-service-connected disabilities of veterans in 
civilian hospitals under a direct contract with each veteran is not insurance. One of the 
effects of insurance is present, that is, the individual who meets with the misfortune docs 
not have to pay the costs of that misfortune. The essential element of insurance, however, 
is missing. The funds from which the cost is met do not come from payments made by 
or on behalf of the veterans eligible for the benefit. These funds come from general tax 
revenues to which the eligible veterans may or may not have contributed. 

This distinction between insurance and governmentally financed benefits is not made 
for the purpose of quibbling over definitions. It is an important distinction to bear in 
mind. The soundness of an insurance plan depends upon the adequacy of the premium 
or contribution required from the insured persons. The soundness “in the sense of ability 
to pay the promised benefits” of a plan of governmentally financed benefits depends 
upon the ability of the government to levy and collect sufficient taxes. The answer then 
to the question as to whether or not it is practicable for the Government to contract with 
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veterans to provide all or a portion of the hospital and medical care for non-service- 
connected disabilities in civilian hospitals is clear. It is practicable if sufficient tax funds 
are available. 

Care should be taken to avoid calling such a plan insurance and it should be frankly 
recognized for what it is: a plan whereby the eligible veteran would be entitled to have 
the Government pay his hospital bill for non-service-connected disabilities in recognition 
of his military service. The use of the label “insurance” for such a plan would be quite 
unfortunate. The idea of insurance is readily accepted by the public and the label 
“insurance” is too frequently used by politicians to sugarcoat plans of governmental 
assistance. The apparent success of one plan of governmental “insurance” of hospital 
and medical benefits would doubtless be used as an argument for extension of govern- 
mental “insurance” to other classes of the population. 


Insurance Through Private Insurance Carriers 


The alternative contemplated by the resolution is the purchase of “a contract from 
corporations engaged in the sale and administration of such contracts. . . .” This alter- 
native would involve bona fide insurance operations. The contracts which would be issued 
to veterans under this alternative would require the assumption of a risk by the private 
insurers in return for fixed premiums. 

There are many substantial problems which would have to be solved before this 
alternative could be used. Many of these problems will be discussed subsequently. It is 
obvious that no one person can say in advance that these problems can be worked out 
so that a sufficient number of private insurance carriers would be prepared to operate 
under the provisions of the plan to permit this alternative to become effective. On the 
other hand, it would take a bold person to say that any one of these problems is 
insuperable. 

Based upon my past experience in somewhat parallel situations I venture the opinion 
that it would be impossible to obtain a commitment from a substantial bloc of insurers 
to operate under the plan until the specific details of the plan have been worked out. 
Since many of the details would necessarily be subject to the discretion of the Adminis- 
trator of Veterans’ Affairs it would be extremely difficult to have any assurance of finality 
even if specific details for the plan were spelled out at this time. Consequently, I would 
predict a very cool reception for this proposal on the part of the majority of insurers. 

Certain fundamental conditions would have to be satisfied before this alternative 
providing for purchase of contracts from private insurers could be put into operation. 
First, the Administrator of Veterans’ Affairs would have to be satisfied: (1) That the 
coverage provided by the private insurers would be adequate to meet the specifications 
of the law, (2) that the cost of the insurance would be reasonable, and (3) that coverage 
would be available to all eligible veterans. The insurers, on the other hand, would have 
to be satisfied: (1) That the benefits to be provided can be defined clearly enough to be 
incorporated in a contract, and (2) that the premiums which they would receive would 
be adequate to cover the benefits and expenses. 

In addition there are a number of substantial administrative problems which would 
have to be solved by the Administrator of Veterans’ Affairs and the insurers. Among 
these problems are the following: 

1. What types of carriers and what specific carriers would be acceptable? 

There are 84 Blue Cross plans operating in the continental United States and there 
are several hundred “commercial insurance carriers.” In general Blue Cross plans and 
their Blue Shield affiliates confine their operations to individual states or to areas within 
a state. In some of these areas surgical and medical benefits are available through Blue 
Cross plans, in others through Blue Shield affiliates, while in some areas no surgical or 
medical benefits are available through local Blue Cross or Blue Shield organizations. The 
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“commercial” insurance companies operate on an interstate basis and many of them on 
a national basis. Many of these companies, particularly the larger ones, are mutual com- 
panies while others are stock companies. 


Most Blue Cross plans provide for the full cost of room and board care for a 
limited period in specified types of accommodations, with a partial indemnification of 
the cost of room and board care for continuing periods of hospital confinement. Charges 
for other hospital services are frequently limited. Blue Shield plans customarily pay for 
indemnity according to schedule for surgical care (and medical services, if included) 
without an agreement on the part of the physician to accept such payment as a complete 
payment for his services. The coverage provided by “commercial” insurance companies 
is invariably of the indemnity type rather than service. (Since the date of this report 
some insurance companies have issued group hospital expense insurance contracts which 
cover the full cost of semi-private hospital care.) 


It would be forcefully contended that it is improper to single out either the Blue 
Cross-Blue Shield plan or the commercial insurance companies as the exclusive media 
for providing contracts under the proposed plan. On the other hand, the differences in 
methods of operation between these two types of insurance companies are so great that 
it would be extremely difficult to encompass both under the same set of rules and 
regulations. 

2. What type of policies would be acceptable? 

The answer to the preceding question might narrow the range of this question but 
would not completely solve it. The policies issued by the various carriers fall into several 
categories and within each of these categories there is a great variety of policy forms. 
The broad categories of policies are as follows: 


(A) Individual policies sold by commercial companies. These policies are developed 
for sale by agents to individual policy holders. Because of the manner in which they are 


sold, the overhead expense is relatively high and the policies must contain restrictive 
provisions to offset the natural tendency of individuals to select adversely against the 
insurer. The cost of such policies and the restrictions which they contain would probably 
make them unacceptable under any plan such as is proposed. 


(B) Group policies sold by commercial carriers. These policies are designed to cover 
a group of individuals bound together by some common interest other than that of 
obtaining insurance. Usually the policy is issued to an employer to cover his employees 
or to a union to cover members of the union. Typically, when hospital, surgical and 
medical benefits are included, the dependents of an employed person can be covered only 
if the employed person himself is covered. The premium for the insurance is paid by the 
contracting party, that is, the employer or labor union, but may be offset in whole or in 
part by contributions towards the premium by the individuals insured. Some of the 
problems involved in adapting group insurance to this proposal are discussed later. 

(C) Individual policies sold by Blue Cross and Blue Shield plans. Most of the 
coverage now in effect in Blue Cross and Blue Shield plans is provided by policies issued 
to individuals who have subscribed to the insurance through their places of employment 
and where the premiums for the insurance are paid by payroll deduction. Many Blue 
Cross plans permit individuals under certain circumstances to purchase their contracts 
on a direct basis. 

(D) It is conceivable that some form of blanket policy to cover all of the eligible 
veterans in an area could be worked out area by area with insurers acceptable to the 
Administrator of Veterans’ Affairs. 

(E) Conceivably, a combination of coverage under group and/or Blue Cross-Blue 
Shield plans could be developed with a blanket policy, such as mentioned in the preceding 
paragraph, to cover those eligible veterans who are not covered under acceptable Blue 
Cross-Blue Shield or group policies. 
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3. How would benefits be defined? 

It would be necessary to limit the type of hospital accommodations which would be 
available without charge to the eligible veteran. Some Blue Cross plans provide care 
in semi-private accommodations. Others limit care to ward accommodations while sti!! 
others put a dollar limit on the daily charge for room and board accommodations. Al! 
group insurance plans written by commercial carriers provide room and board benefits 
on an indemnity basis. 

It would probably be accidental if the surgical schedule provided by a Blue Cross- 
Blue Shield or commercial insurance carrier were the same as the fee schedule that now 
applies to veterans with service-connected disabilities treated in civilian hospitals. If 
benefits are to be provided on a service basis the insurers would undoubtedly require 
that they have contracts with those who will provide the service, namely, the hospitals 
and the physicians, to govern the charges to be made by them for specified services. 
Such a requirement would make it very difficult, if not impossible, for commercial 
insurance carriers to qualify under the plan. 


4. How would existing coverage be integrated with the coverage under this plan? 

The larger the group of veterans who would be eligible the more difficult this prob- 
lem would become. A large proportion of our population is now covered under hospital 
and surgical contracts issued on a voluntary basis by private carriers. In most cases 
dependents of an employee can be insured only if the employee is insured. This require- 
ment is a sound one in the normal operation of this business. Continuation of this 
requirement under the proposed plan would mean that, unless the insurer who would 
provide coverage for the veteran were the same as the insurer through whom the veteran 
carries insurance on his dependents, he would either have to carry duplicate coverage 
on himself or he would have to drop the coverage of his dependents. 

If a plan were worked out so that in some or all cases an eligible veteran could 
continue to carry his insurance with the private insurer with whom he is insured through 
his employer or labor union, it would, presumably, also be necessary to modify the 
coverage of these veterans so as to make it broad enough to meet the statutory require- 
ments. This would require providing different coverage for different members of the 
same group of employees, and different coverage for the breadwinner than for his 
dependents. 

5. How would premiums be determined? 

The cost of hospital, medical and surgical benefits varies between different sections 
of the country, and some Blue Cross plans have found it necessary to recognize variations 
in hospital costs within local areas. Overhead expense rates also vary from plan to plan. 
It would appear equitable to recognize at least the variations in such hospital and doctors’ 
charges, as between plans, in determining premiums to be charged to the Veterans’ 
Administration by the plans. A uniform premium rate for all plans would either require 
some carriers to operate at a loss or would provide for overpayments to other carriers, 
or both. 

If premiums were to vary from area to area, would the method used by the insurer 
in determining its premium rates for other purposes be acceptable or would a general 
formula be promulgated by the Administrator which must be followed by all insurers? 
Would the premiums be subject to periodic redetermination and, if so, would the experience 
used for this purpose be restricted to veterans covered under the plan or could a broader 
base be used? 

Very substantial difficulties would be encountered in getting general agreement on a 
basis for determination of premium rates and in my opinion it would be substantially 
impossible to obtain a basis that would be acceptable to both Blue Cross plans and 
commercial insurance companies. Some carriers might so fear the possibility of arbitrary 
action on the part of the Administrator in determining premium rates that they would 
be unwilling to participate in the plan even if all other aspects of the plan were worked 
out on an apparently satisfactory basis. 
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6. What reports, if any, would insurers have to submit to the Administrator on the 
action on individual claims and what mechanism would be established for adjudication 
of disputes? 

7. How would eligible veterans establish their eligibility and how would the insurers 
be notified of the fact that they were insuring individuals not previously covered by 
them or that individuals previously covered by them under some other plan were to be 
covered under the provisions of this plan? How would transfers of veterans from one 
area to another or from one employer to another be handled? 

Undoubtedly, all of the problems outlined above could be solved if a single nation- 
wide insurer were to provide the coverage. The use of a single private insurance carrier 
would not appear to serve the objectives which gave rise to the proposal that the Adminis- 
trator of Veterans’ Affairs be authorized to purchase insurance and would seem to 
accomplish no useful purpose from the standpoint of the Government. 

If the number of potential insurance carriers is increased, the difficulty of working 
out practical solutions to the foregoing problems is substantially increased. Furthermore, 
if one or more substantial classes of insurance carriers would be ineligible to provide 
coverage under the plan, particularly when the reason for such ineligibility arises from 
mechanical problems rather than from questions of real merit, the possibility of getting 
acceptance of the private insurer aspects of the proposal would be seriously jeopardized. 

I have outlined the major administrative problems which I foresee in the establish- 
ment of a plan for using private insurance companies to provide the benefits proposed 
by this resolution. It is my opinion that if a law were passed with the alternative provi- 
sion permitting purchase of insurance from private insurers the difficulties which the 
Administrator of Veterans’ Affairs would encounter in obtaining an agreement as to 
(a) what private carriers would be acceptable, (b) the definition of coverage, (c) the level 
of premium rates, and (d) the other problems outlined above, would be so great that 
he would be practically forced to disregard this authority and provide these benefits by 
direct contract with the Government.—Reprinted from The Journal of the American Medi- 
cal Association (149:578 [June 7] 1952). 
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EXHIBIT IX (a) 


PATIENTS OCCUPYING BEDS IN UNITED STATES ARMY HOSPITALS 
AND INFIRMARIES IN THE ZONE OF INTERIOR,* 1940-1951 








Military Patients 
= A>. 





All J — — Other 
Period Patients Total Army AF Other POW VA Civilians? 


Jan.-June 1940 5,321 eoeed peed 3,949 
July-Dec. i cones 3,243 
Jan.-June 7 adm 2,761 
July-Dee. 2 7 caped woody 2,212 
Jan.-June s Lonieee oma e ae 
July-Dec. 
Jan.-June 
July-Dec. 
Jan.-June 
July-Dec. 
Jan.-June 
July-Dec. 
Jan.-June 
July-Dec. 
Jan.-June ‘ 5 conse 79 
July-Dec. oetne 46 
Jan.-June 66 41 
July-Dec. Y 12,717 mated 52 
Jan.-June , 13,408 eee é 61 haves 
July-Dec. 7,070 58 2,111 
Jan.-June 195 8,291 43 Lace 1,618 
July-Dec. G 10,635 67 peso 625 2,111 
Jan.-June 24,925 116 saen’ 895 2,630 
*The data are averages of the number of patients reported as occupying beds on the last report 
date of each month. 
+ Data not available. 
t Includes chiefly dependents of military personnel and the following numbers of Civilian Conser- 
vation Cue personnel: Jan.-June 1940, 3,107; July-Dec. 1940, 2,169; Jan.-June 1941, 1,882; July-Dec. 
1941, 1,163. 


+ 
A bee 
> 


PATIENTS OCCUPYING BEDS IN UNITED STATES ARMY HOSPITALS 
AND INFIRMARIES OVERSEAS,* 1940-1951 





. Military Patients 
A paceman etic eaten, 
Period Patients Total Army AF Other POW 


Jan.-June 1940 1,174 1,178 
July-Dec. 1940 1,481 
Jan.-June 1941 2,019 
July-Dec. 1941 ae 2,600 
Jan.-June 1942 coeds 7,679 
July-Dec. 1942 

Jan.-June 143 

July-Dec. 1948 . 


Jan.-June 1945 
July-Dec. 1945 


BEERBRESEE: : 


*- 
oso 2- ss 
ee 


July-Dec. 
Jan.-June 1947 
July-Dec. 
Jan.June 1948 


612 

4,426 8,695 516 
9,721 8,243 682 
14,602 12,521 846 


“The data are averages of the number of patients reported as occupying beds on the last report 
date of each month. 

t Data not available. 

t Includes chiefly dependents of military, civilian employees and dependents of civilian employees. 
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EXHIBIT IX (a)—Concluded 


AVERAGE BEDS OCCUPIED IN ARMY HOSPITALS AND INFIRMARIES 
In UNITED STATES AND OVERSEAS, JUNE 1951-JANUARY 1952 


1961 
1952 
July Aug. Sept. Oct. Nov. Dec. Jan. 
Total in United States 30,191 30,424 29,877 30,053 29,884 26,289 27,083 
Military 
24,914 24,905 24,453 24,649 24,535 21,260 
1,716 1,751 1,748 1,678 1,642 
58 58 59 52 59 
2,312 2,456 2,539 2,547 
Army 1,719 1,812 1,857 1,844 
Air Force 502 541 5 584 605 
Navy-Marine 91 108 oR 98 
Retired and others 1,192 1,254 1,128 1,168 
Total Overseas 22,300 20,672 24,974 25,747 
Military 
Army 10,168 9,858 12,902 18,659 
Alr 637 546 
549 583 
568 571 
404 
89 83 
75 78 
907 1,028 
8,658 9,333 


CENSUS OF NAVAL HOSPITALS, 1940-1951 


Type of Beneficiary 


Total Navy and 
Patient Marine 
Year Census Corps Dependents Retired 
Continental Hospitals 

8,001 
5,166 
10,865 
84,169 
53,630 
86,823 
80,109 
9,864 
7,587 
7,482 
7,177 
15,228 


478 
818 
97 


4,918 


woath BS. BER 


36102 O—53——12 
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CENSUS 


OF NON-CONTINENTAL HOSPITALS, JULY-DECEMBER 1951 





Type of Beneficiary 
po cre 





aioe ial 
Active 
Total Duty Navy 
Patient and Marine Air Depend- 
Month Census Corps Army Force ents Retired VA 
1,662 1,478 35 27 ae 
1,386 1,204 80 25 43 
1,565 1,357 57 22 47 
1,388 1,186 47 27 41 
1,369 1,188 27 18 43 
1,174 1,085 30 16 26 


EXHIBIT IX (c) 


CENSUS OF AIR FORCE FIXED MEDICAL TREATMENT FACILITIES 
JULY 1949-FEBRUARY 1952 


CONTINENTAL U. S. 








Types of Beneficiaries Occupying Beds 

Occupied 
Beds Military Dependents Veterans Retired Other 
July s 2,5 2,071 oveke 22 es 467 
July 19% ite { 2,200 ror 18 on 554 
July 1% 5 6,382 1,016 33 
Aug. ,018 6,855 1,004 41 
Sept. 195 6,951 1,181 34 
Oct. 195 7,834 1,230 31 
Nov. 1951 ‘ 7,410 1,259 44 
Dec. 6 6,644 1,145 


40 
FOR. WB... ccccchddpdeds 7,298 1,289 0 44 
Feb. 195 8,262 1,445 46 


OVERSEAS 


Types of Beneficiaries Occupying Beds 
Oceupied — _ 
Beds Dependents Veterans Other 


July WEBl...cccre Eéssde 764 606 otv'e 10 148 
July 1950 585 442 ove g 185 
July 1961 1,597 1,376 0 128 
Aug. 1951 1,755 1,510 15 
Sept. 1951 1,917 1,659 5 18 
Oct. 1951 2,520 2,263 18 
Nov. 1951 2,511 2,260 20 
Dec. 1961 2,324 2,073 26 
hs Ee sda cot cbeancsoed 2,409 2,126 22 
i ee 2,529 2,212 0 
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EXHIBIT IX (d) 


OUTPATIENT AND HOSPITAL? CARE PROVIDED FOR DEPENDENTS BY 
THE UNITED STATES PUBLIC HEALTH SERVICE, 1938-1951 





Hospital Care 


Coast Guard Public Health Coast and Geodetic 
Dependents Service Dependents Survey Dependents 
Pena, guteccneneennsicntaD 


Average Average Average 
Daily Admis- Daily Admis- Daily Admis- 
Fiscal Years Load sions Load sions Load sions 
5.8 282 

10.0 557 ne eae ese 
13.0 666 sai on 1.1 
19.0 845 obs wees 0.8 
24.1 1,132 one eéee 1.2 
43.9 1,848 ne cape 0.6 
75.7 3,059 whe ase 1.3 

8,655 see 0.8 
83.1 2,623 5 1.5 
49.7 1,565 2.4 
64.8 2,074 1.9 
69.7 2,436 1.7 
80.0 2,680 2.9 
77.4 2,585 3 2.4 


Outpatient Care 


Coast Guard Coast and Geodetic Publie Health 
Dependents Survey Dependents Service Dependents 


pam, genera ar, 
Physical Physical Physical 
Treat- Exami- Treat- Exami- Treat- Exami- 
Fiseal Years ments nations ments nations ments nations 
13,735 
19,969 
24,202 
29,466 
32,925 
42,399 
63,320 
69,384 + ooeee ee 
49,897 17 és 14 
35,266 45 7,416 1 
42,864 20 11,741 5 
57,243 $1 14,835 30 


Total First Total First 
Visits Visits Visits Visits 


41,554 9,894 7,435 1,951 
46,478 10,808 9,636 2,385 


1. Does not include Neuropsychiatric Hospitals. 
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EXHIBIT X 


QUESTIONNAIRE TO FORMER ARMED FORCES MEDICAL OFFICERS 
Prepared by 
COUNCIL ON NATIONAL EMERGENCY MEDICAL SERVICE 


AMERICAN MEDICAL ASSOCIATION 
535 North Dearborn Street, Chicago 10, Illinois 


Please disregard question numbers which are for coding purposes 


A. General Information 
Year of birth -ll. Medical school 12-13. Year of graduation 


No. of years of internship 5. No. of years of residemcy............ssees..s., : 


At the time of entering active military service you were in: 106-152 
5-152. 


1. Internship 2. General Practice P 


6. Residency 3. Full-Time Specialty Practice 
7. Government Service (specify) 
B. GURer GHPSEEY) 2. cccccccccccccccessccesess $008 dveRbENOVen sccwecenenbboecsecceccece cnccesssenubedagnees . 
Do you hold any American Board certificates? Yes...... 
19. If yes, please list 20-21. Years received......... ; 


Are you eligible for any Board examinations? Yes...... N 23-24. (Specify) 


B. Military Medical Service Information 


5-28. Dates: Entered military service 29-32. Left active service 


At the time of entering active military service you were in: 
1. Army Reserve 2. Naval Reserve 3. U. 8. Public Health Service Reserve.... 


4. National Guard 5. Air Force Reserve 6. Other (specify) 


Did you enter the Reserve: 


Did you enter the service: 
As a voluntary reservist’ 


Branch of Service: 1. 4 4 . Coast Guard 
U. 8S. Public Health Service............... ‘ 
Other (specify) 


37. Rank: At time of release from active duty 


38. Do you now hold a medical reserve commission? . (Specify) 


40-41. Months in Armed Forces in World War II exclusive of time spent in an Army Specialist Training or 
Navy V-12 program 


Navy 
43-55. Training or experience in (please check below): 

43. R.O.T.C. in Medical School 50. School of Aviation Medicine 

44 Basic Course, Med. Field Serv. School 51. Marine Medical Officers Training 

45. ......Advaneced Course, Med. Field Serv. School i <nwase Marine Field Service Training 

46. ......Command and General Staff School 53. Amphibious Forces Training 

a 

GE. wonsen National War College 55. Other Branch School (indicate)... 
Bier Denke Ge ecccansncees cctdwcankaesencescttanisscehidnawinseans EWA SaRESOs dceceeee 


Industrial College of the Armed Forces 4. Air University 
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Were there any important features of military or medical training that were not sufficiently stressed? 


Were your assignments in the service in line with your training and experience? 
PF eT oP CCUPT Lot CL PELL TERE EEE TC eee 4 


6. Were you rotated in assignment? Yes 


72. Number of months’ service as a medical officer: 
17-68. In the United States Months 
69-70. Outside of the United States Months 
BOOR evi viedeese Months 
16-152. What percentage of your service was, on the average, devoted 
Professional Duties with Domestic 
(a) Military Personnel 
(b) Prisoners of War 
(ec) Dependents of Military Personnel 
(d) Veterans Administration Beneficiaries............... 
(e) Retired Military Personnel 
(f) Other (specify) 


Non-Professional Duties 
(g) Administrative 
(h) Non-Medical Military 
(i) Food, Sanitation Inspection 
(j) Training of Personnel (Technical and Non-Tech.)..... 
(k) 
(a) 


If your assignments involved medical service to dependents of service personnel, Veterans Adminis- 


tration beneficiaries or retired service personnel, please explain your duties 


Could these duties have been adequately performed by other personnel? Yes 

If yes, by whom: Nurses Enlisted medical personnel. .........-..sseeeeeseeeceee 
Civilian medical personnel 

Considering your total experience, do you consider that the units in which you served were overstaffed 


or understaffed with any of the following: 
Assignment A Assignment B Assignment C 


Enlisted Medical Personnel 
Physicians 

Dentists 

Others (specify) 


[Please identify Assignments A, B and (©—indicate Overstaffing (0), Understaffing (U) 
Adequate (A).] 


Are there any conditions under which you would have been willing to serve beyond the required 
two years? Yes 


Please explain and state period of agreeable additional service, if any 
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174-178. Do you have any suggestions as to how national and local medical associations can keep in closer 
contact or render better service to its members while serving as physicians in the Armed Forces} 


Return Questionnaire to: 


COUNCIL ON NATIONAL EMERGENCY MEDICAL SERVICE 


AMERICAN MEDICAL ASSOCIATION 
535 North Dearborn Street, Chicago 10, Illinois 
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COMMISSION ON FINANCING OF HospPITAL Care, 
Chicago 11, Il., June 25, 19538. 
Hon. Begnarp W. KEARNEY, 
Chairman, Subcommittee on Hospitals, 
Room 356, Old House Office Building, 
Washington 25, D. C. 

Dear Mr. Kearney: This is in reply to your letter dated June 22 requesting 
our comments on some specific questions in connection with your hearings on 
hospitalization for veterans. 

Inasmuch as our commission is likely to discuss this general question at one 
of its fall meetings I believe it would be inappropriate for me to comment on your 
questions at this time. Our commission has not established a policy on any of 
the questions you propose, but we will surely be discussing them. 

I am sure that you understand my inability to comment for the commission and 
in view of the absence of a commission position I am sure your appreciate that I 
would not want to express my personal views. 

Sincerely yours, 
Harry Becker, Associate Director. 


COMMISSION ON FINANCING OF HosprraL CaRE—PrRoposep Stupres AND Reports 


COMMITTEE ON FISCAL STUDIES 
Technical studies 

Elements of hospital costs.—Present overall hospital financial picture—sources 
and uses of funds, trends; analysis of cost components and factors affecting cost ; 
evaluation of methods and practices to increase efficiency and minimize unit costs 
consistent with adequate standards of care; interpretation of reasons for upward 
trend in hospital costs. 

(“Third-party” payment for hospital care prepared in cooperation with pre- 
payment committee. ) 


Major report 


Hospitals and the community.—Evaluation of the current and prospective role 
of hospitals in the provision of health care in the community; study of means to 


achieve coordination in planning and operation of community hospitals; promo- 
tion of understanding on the part of hospitals and communities of their mutual 
responsibilities; analysis of methods for strengthening relationships between 
hospitals and community groups to achieve more effective community action on 
problems arising in the progressive development of health services. 


COMMITTEE ON PREPAYMENT 
Technical studies 

Population coverage under prepayment plans.—Present comprehensive data on 
coverage and levels of protection currently existing and trends; identify non- 
covered groups and evaluate possibilities and techniques for accomplishing their 
coverage. 

“Third-party payment for hospital care.—Present data on number and types of 
organizations buying care and volume of payment; evaluate payment formulas 
from point of view of the hospital, the “third party,” and the public; analyze 
administrative and contractual relationships between “third party” and hospital ; 
recommend methods or criteria for paymert formulas and relationships between 
parties. 

Benefit provisions under prepayment plans.—Present comprehensive review of 
prevailing benefit standards with respect to all types of provisions; evaluate 
significance to covered individuals, to hospitals, and to the community of gaps, 
restrictions, and exclusions in benefit provisions including deductible and coin- 
surance features; analyze considerations with respect to benefit standards. 

Factors affecting the cost of prepaid hospitalization protection.—Analysis of 
factors directly or indirectly affecting the cost of prepaid protection; interpre- 
tation of these factors with view of promoting broader understanding and accept- 
ance of systematic and adequate allocations of consumer income. 

State laws affecting voluntary health insurance.—Survey existing statutory 
provisions and regulatory practices with respect to the nonprofit health insur- 
unce plans; develop philosophy of relationship between plans and governmental 
regulation ; review current and prospective public policy issues. 
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Major report 

Prepayment and the community.—Evaluation of the role of prepayment plans 
in meeting the problems of financing hospital care in the community; considera- 
tion of the prepayment mechanism as the primary basis for financing health 
services in the years ahead ; interpretation of prepayment to the community and 
presentation of proposals for achieving broad support for optimum use of prepay- 
ment by the public, and the providers of services. 


COMMITTEE ON FINANCING CARE FOR NONWAGE, LOW-INCOME GROUPS 


Vajor report 


Financing hospital care for nonwage and low-income groups.—Review current 
activities of local, State, and National governmental and voluntary agencies sub- 
sidizing hospital care; develop proposals for public discussion on approaches to 
financing care for residual groups who cannot be expected to participate in 
prepayment plans in the absence of special arrangements. 


COMMISSION’S SUMMARY REPORT 


Financing of hospital care for the American people-—Summary of commission 
findings and recommendations. Report to the public. 


COMMITTEE ON FISCAL STUDIES 
Members : 
Arthur C. Bachmeyer, M. D., chairman, Chicago, past president, Association 
of American Medical Colleges 
Raymond B. Allen, M. D., Los Angeles, chancellor, University of California 
at Los Angeles 
Douglass V. Brown, Boston, Alfred P. Sloan professor of industrial manage- 
ment, Massachusetts Institute of Technology 
Robin C. Buerki, M. D., Detroit, executive director, Henry Ford Hospital 
Charles A. Cannon, Kannapolis, president, Cannon Mills Co.; chairman, 
board of trustees, Cabarrus Memorial Hospital 
Morris Fishbein, M. D., Chicago, editor, World Medical Association Bulletin 
Edmund Fitzgerald, Milwaukee, president, Northwestern Mutual Life 
Insurance Co. 
Howard A. Rusk, M. D., New York, associate editor, New York Times 
Edward L. Ryerson, Chicago, chairman, board of directors, Inland Steel Co. 
Ruth Sleeper, R. N., Boston, director, School of Nursing and Nursing Service, 
Massachusetts General Hospital 
Lewis L. Strauss, New York (vice chairman of commission), president of 
the board, Institute for Advanced Study, Princeton 
Charles F. Wilinsky, M. D., Boston, director, Beth Israel Hospital 
Technical consultants : 
Kenneth B. Babcock, M. D., Detroit, director, Grace Hospital 
Madison B. Brown, M. D., New York, executive vice president and medical 
director, Roosevelt Hospital 
William Markey, Washington, accounting specialist, American Hospital 
Association 
C. Rufus Rorem, Philadelphia, executive director, Hospital Council of 
Philadelphia 
Secretary: Robert Sigmond (staff) 


COM MITTEE ON PREPAYMENT 


Members : 

George Baehr, M. D., chairman, New York, president and medical director, 
Health Insurance Plan of Greater New York 

= W. Dent, New Orleans, president, Dillard University 
. Manton Eddy, Hartford, vice president and one, Connecticut Gen- 
Seba Life Insurance Co. 

Paul Hawley, M. D., Chicago, director, American College of Surgeons 

Leonard W. Larson, M. D., Bismarck, director, Quain and Ramstad Cancer 
Clinic 

Walter B. Martin, M. D., Norfolk, chief medical consultant, DePaul Hospital 

William S. MeNary, Detroit, executive vice president, Michigan Hospital 
Service 
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Joseph G. Norby, Milwaukee, administrator, Columbia Hospital (retired) 
Sumner H. Slichter, Cambridge, Lamont professor of economics, Harvard 
University 
Boris Shishkin, Washington, acting social-security director, American Fed- 
eration of Labor 
Harold S. Vance, South Bend, chairman of board and president, Studebaker 
Corp. 
Technical consultants : 
Henry 8. Beers, Hartford, vice president, Aetna Life Insurance Co. 
Dean Clark, M. D., Boston, director, Massachusetts General Hospital 
Robert L. Novy, Detroit, professor clinical medicine, Wayne University Col- 
lege of Medicine 
E. A. van Steenwyk, Philadelphia, executive director, Associated Hospital 
Service of Philadelphia 
George Cooley, Chicago, associate secretary, Council on Medical Services, 
American Medical Association 
Secretary: Harry Becker (associate director, staff) 


COMMITTEE ON FINANCING HOSPITAL CARE FOR NONWAGE AND LOW-INCOME GROUPS 


Members : 
Rt. Rev. Msgr. Donald A. McGowan, chairman, Washington, Bureau of Health 
and Hospitals, National Catholic Welfare Conference 
Stanhope Bayne-Jones, M. D., New York, president, Joint Administrative 
Board, New York Hospital-Cornell Medical Center 
James R. Cameron, D. D. 8., Philadelphia, chief of oral surgery service, 
University of Pennsylvania Hospital 
E. J. Faulkner, Lincoln, president, Woodmen Accident Co. 
Ritz E. Heerman, Los Angeles, general manager, Lutheran Hospital Society 
of Southern California ; president-elect, American Hospital Association 
Fred K. Hoehler, Chicago, director, Citizens of Greater Chicago 
Vane M. Hoge, M. D., Washington, Assistant Surgeon General, Public Health 
Service 
J. 8. Jones, St. Paul, executive secretary, Minnesota Farm Bureau Federation 
Mrs. Agnes E. Meyer, Washington, D. C. 
Stanley Ruttenberg, Washington, director of research, Congress of Industrial 
Organizations 
Ernest L. Stebbins, M. D., Baltimore, director, School of Hygiene and Public 
Health, Johns Hopkins University. 
Technical consultants : 
Pearl Bierman, Chicago, medical care consultant, American Public Welfare 
Association 
Fedele Fauri, Ann Arbor, dean, School of Social Work, University of Michigan 
Edmund B. Whittaker, Newark, vice president, Prudential Insurance Co. 
Ellen Winston, Raleigh, commissioner, North Carolina State Board of Public 
Welfare 
Edwin Witte, Madison, chairman, Department of Economics, University of 
Wisconsin 
Secretary: Carl K. Schmidt, Jr. (staff) 


TECHNICAL ADVISORY COMMITTEE 


BE. Dwight Barnett, M. D., New York; director, Institute of Administrative Medi- 
cine, Columbia University School of Public Health 

Ray E. Brown, Chicago; superintendent, University of Chicago Clinics 

Helen L. Bunge, Cleveland; dean, Frances Payne Bolton School of Nursing, 
Western Reserve University , 

Andrew T. Court, Detroit ; economist, General Motors Corp. 

James P. Dixon, M. D., Philadelphia ; commissioner of health, city of Philadelphia 

H. B. Mulholland, M. D., Charlottesville; professor of medicine, School of Medi- 
cine, University of Virginia 

George St. J. Perrott, Washington; Chief, Division of Public Health Methods, 
Public Health Service 

Morris Pike, Boston ; second vice president, John Hancock Mutual Life Insurance 


0. 
H. Lewis Rietz, Fort Wayne; vice president, the Lincoln National Life Insurance 
Co. 
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C. Rufus Rorem, Ph. D., Philadelphia; executive director, Hospital Council of 
Philadelphia 

E. A. van Steenwyk, Philadelphia ; executive director, Associated Hospital Service 
of Philadelphia 

Carlton E. Wertz, M. D., Buffalo; president, Western New York Medical Plan 


COMMISSION ON FINANCING OF HospitaL CARE, CHIcaco 11, ILL. 
PROGRESS REPORT NO. 1, JANUARY 1958 


“To study the costs of providing adequate hospital services and to determine the 
best systems of payment for such services” 


The establishment of an independent agency “to study the costs of providing 
adequate hospital services and to determine the best systems of payment for such 
services” was recommended by a planning committee of the American Hospital 
Association in 1950. The Commission on Financing of Hospital Care is the result 
of that recommendation. 

This is the first progress report of the commission. For your convenience, 
we have chosen a pocket-size format, easy to read and handle. To conserve 
your time, we have reduced our story to its essentials: the background, the 
method of attack, the progress we are making. 


Background 


An independent agency: The commission—a nongovernmental agency—will 
report its findings and make its recommendations to the American public. Hun- 
dreds of health and welfare organizations throughout the country are cooperating 
in its studies. 

The 34 commission members represent a cross section of American public 
interest—-their names and affiliations are on the back cover of this report. 
Many technical experts are on the roster of consultants. A full-time professional 
staff, working from a Chicago office, is assembling and analyzing source material 
for the commission. 

The budget of $550,000 has been provided by grants from the Blue Cross Com- 
mission, Health Information Foundation, John Hancock Mutual Life Insurance 
Co., W. K. Kellogg Foundation, Millbank Memorial Fund, National Foundation 
for Infantile Paralysis andRockefeller Foundation. 

“To study the costs of providing adequate hospital services * * *.” Ask any 
citizen of the United States to describe what the term “hospital services” means 
to him. The chances are that he will include items that only a few years ago 
were hospital rarities, or nonexistent. He will no longer think of oxygen therapy 
as one of the last rites ; he will expect the hospital to be ready with blood trans- 
fusions whenever the need arises. 

The American public is demanding, getting, and utilizing more hospital serv- 
ices than ever before. We once thought of hospitals as places for care in acute 
emergency or terminal illness. Now we think of them as places for getting well, 
and as centers for community health. Adequate hospital care, economically 
accessible, has become a basic component of our standard of living; and our 
standards for both are continually being revised upward. 

What of the costs? In the 5 years between 1946 and 1951, the cost of hospitals 
for each day of patient care rose from a national average of $9.39 to $16.77—an 
increase of 79 percent. How much of the increased cost of hospitalization is due 
to expanded services ; how much to higher costs of labor and materials? That is 
a question for the commission to answer. By what means may costs be held to a 
minimum, through more efficient management, without impairing services? 
That is another item for the commission agenda. 

“And to determine the best systems of payment for such services.” Hospitals 
originally were charitable institutions, and even today relative few patients 
pay the full cost of the hospital care they receive. In the voluntary hospitals 
of the Nation, which will serve two-thirds of the more than 19 million patients 
admitted this year, total income is derived from endowment, from charitable 
donations for general or special use, and from payments of public and private 
welfare agencies, as well as from patients. 

Many hospitals have been operating at a financial loss, or without adequate 
depreciation allowances for essential replacements. Income from endowment 
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remains relatively fixed, and sources of additional endowments are shrinking; 
welfare agencies thus far have been unable to increase their payments enough 
to meet rising costs; philanthropic donations have not kept pace with expanded 
services and the need for capital funds for plant expansion and improvement. 

Hospitals have been forced to transfer a larger and larger proportion of their 
costs to the patient, and the cost of hospitalization can be a catastrophic burden 
to the budget of all but a very few. 

Prepaid care is the only substantial new contribution to hospital income. 
Over half of the population now has some form of protection against the costs 
of hospitalization. What proportion of the national hospital bill is now paid 
by such means? Is extension of such coverage a solution to the financial prob- 
lem? How is the use of hospital service related to prepayment? These are ele- 
ments for national study. 


Attack 


What was the best pathway to the commission’s objectives? To explore each 
and every hospital, with an array of questionnaires covering all aspects of in- 
come and expenditure, was obviously impractical. It seemed important to focus 
attention on the voluntary general hospital which serves the entire community, 
rather than on highly specialized institutions; and to utilize appropriate 
sampling to obtain essential facts. 

Equally evident was the need for definition. What are the important elements 
of the problem? What are their relations to each other? These are not questions 
to be answered from an ivory tower of theory. The commission turned to those 
most concerned with the realities to formulate the approach. 

Planning from the grassroots: In five regions of the Nation—Bast, West, 
North, South, and Southwest—a series of grassroots conferences were held. 
Around the conference tables sat doctors, hospital administrators, nurses, work- 
ers in health, welfare, and community services, and representatives of industry, 
labor, and the public. 

At each conference the participants posed questions for commission investiga- 
tion. These questions were discussed and redefined until there was group agree- 
ment on their meaning and phrasing. At the end of the day the complete list of 
questions—72 at one conference—was rechecked to determine the 5 or 6 ques- 
tions which the group felt should have first priority. 

Similar conferences were aiso held with special-interest groups such as pre- 
payment-plan executives, public-health leaders, hospital accountants, indus- 
try, and labor. 

And now, formulation: More than 400 questions from both general and special 
conferences were classified and sifted by the staff, the technical advisory com- 
mittee, and the commission itself, to determine the definitive areas in which 
national studies were needed. The commission was then divided into three work- 
ing committees, each with its special technical study or group of studies, each 
with a commission member as chairman, a staff member as secretary, and its 
own group of technical consultants, 

The committee on fiscal studies is appraising hospital costs. It has established 
two objectives: promotion of greater understanding— among the public, the pro- 
fessions, and hospital trustees and administrators—of the costs of modern hos- 
pital care; and evaluation of all methods of minimizing these costs. On the 
agenda for this committee are sources of hospital income; the proportion of 
family income spent for hospital care; and the significance of the costs of re- 
search of preventive and rehabilitative services, and of education in medicine, 
nursing, and other fields. Business methods, personnel policies, and adminis- 
trative techniques will be scrutinized to determine how costs can be held to a 
minimum without jeopardizing the continuing improvement of hospital services. 

A second definitive area, the role of physician-hospital relationships as a fac- 
tor in hospital costs, is also assigned to this committee. 

The committee on financing hospital care for nonwage and low-income groups 
has been assigned the problem of determining means for financing service for 
those groups which cannot pay for their own care, such as the aged, the disabled, 
and the unemployed. Payments to hospitals for persons in these groups are in 
most instances far below the costs of care, and this constitutes a major financial 
problem for community hospitals and other health agencies. Studies of the 
number and characteristics of the persons in these groups, and the present and 
possible methods of financing their care, are now in process. 

The committee on prepayment is studying the most rapidly growing develop- 
ment in the hospital field. At the present rate of increase prepayment will soon 
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be the principal source of all hospital income. The committee is gathering 
nationwide data on all aspects of prepayment systems. On the basis of the 
assembled data the commission will be able to formulate means for more ex- 
tensive use of prepayment as a method of financing hospital care. 


Progress 

After each committee had established its objectives, surveyed the information 
available in its area, and determined what additional data were needed and how 
they were to be obtained, the commission’s intensive fact-gathering program 
went into action. A number of separate reports are contemplated. Some are 
planned as detailed technical studies; others, as general reports giving the find- 
ings and conclusions of the three committees; and one, as an account presenting, 
in summary, the findings and recommendations of the commission. 

Missing links: The technical studies may be thought of as furnishing missing 
links in the chain of background material which the commission will study, dis- 
cuss, and evaluate before it draws up its recommendations. Each is devoted to 
one well-defined topic: For each, available data are being collected and 
analyzed. Supplementary data are also being gathered by means of selective 
sampling devices and by field observations in selected situations. The mass of 
material will be appraised by staff members, technical advisers, and the working 
committees before submission to the full commission for formulation of its find- 
ings and recommendations. 

Gold mine: Much material for the commission studies is coming from 1,600 
hospital administrators throughout the country. Their cooperation was ob- 
tained through a checklist sent to all hospitals itemizing 25 aspects of hospital 
service suggested by the grassroots conference questions. These items ranged 
from rates and charges to improved trustee-staff-administrator relationships, 
and included such diverse topics as cancer-detection clinics and seasonal fluctua- 
tion in occupancy. 

All administrators who replied urged commission consideration of one or more, 
usually more, of the topics, and 600 indicated that they had personal experience 
or data bearing on certain problems. Staff members are now working this gold 
mine of practical information. In this way, the commission continues to avoid 
the “ivory tower” approach to its studies. 

Technical study No. 1—the prototype: The commission's first study, on third- 
party payments for hospital care, is the prototype for the series of technical 
studies. In its preparation all the techniques are being utilized which will assure 
accuracy, significance, and constructive recommendations. 

Twenty thousand third parties: The third parties which are the subject of 
the report are those agencies which pay the hospital for services on behalf of a 
patient. There are some 20.000 such agencies, and the study will give the first 
comprehensive nationwide view of the number and types of organizations buying 
care and the volume of their payments. 

The materia! for this study has been gathered and tabulated, and will be 
made available for discussion at the third-party workshop conference to be held 
under the auspices of the American Hospital Association early in January. 

The study will evaluate, from the point of view of hospital, third party, and 
public the formulas on which payments are based, and will analyze the adminis- 
trative and contractual relationships between third-party agency and hospital. 
On the basis of this knowledge, the commission is expected to formulate, for use 
as guides, methods and criteria for reimbursement. 

And five more: Other technical studies, now in process, are planned to 
follow the third-party study during 1953. The topics in brief are as fullows: 

Benefit provisions under prepayment plans will present a comprehensive re- 
view of prevailing benefit standards. and will evaluate the significance of gaps, 
restrictions, and exclusions in the benefit provisions of voluntary prepayment 
programs. 

Elements of hospital costs will give the financial picture—sources and uses of 
funds, analysis of cost components and factors affecting them, evaluation of 
methods and practices for increasing services and holding costs to a minimum, 
and an interpretation of the reasons for the upward trend in hospital costs. 
Physician-hospital practices as factors in costs are also to be included. 

Population coverage under prepayment plans will present data on the dis- 
tribution and characteristics of the groups not now covered by present prepay- 
ment plans, and will suggest means of extending optimal coverage to the greatest 
number of people. 
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Factors affecting the cost of prepaid hospitalization protection will analyze 
such factors and interpret them, with a view to promoting broader understanding 
and acceptance of the need for families to budget a sufficient amount for prepaid 
hospital care. 

State laws affecting voluntary hospital insurance will survey statutory pro- 
visions and regulatory practices for nonprofit hospital-insurance plans, and will 
review current and prospective public policy. 


Proposals to the Nation 


As the tabulations click off. as the last items are checked on the agenda of each 
committee, the commission will prepare its conclusions. On the firm basis of 
uccurate data and realistic appraisal, it will present its philosophy and recom- 
mendations in its final reports. Progress report No. 1 cannot begin to define 
what those will be. It can only suggest an outline of what is anticipated. 

Financing hospital care for nonwage and low-income groups will develop, for 
public discussion, proposals for financing care for those who cannot be expected 
to participate in prepayment plans without special arrangements. 

Prepayment and the community will evaluate the role of prepayment plans 
in financing community hospital care, and the means for more effective and 
efficient use of prepayment in financing the community hospital system. 

Hospitals and the community will evaluate the present and potential role of 
hospitals in providing community health services. It will study the means to 
achieve coordination in planning and operation of community hospitals, and to 
promote understanding by hospitals and communities of their mutual respon- 
sibilities. 

Financing hospital care for the American people will summarize all findings 
and recommendations. 

You are called for jury duty: We hope this report of progress and this look 
ahead has enlisted your thought and interest as a member of the jury which will 
make the final decision on the commission’s recommendations—the citizens of 
the United States. 


MEMBERS OF THE COMMISSION ON FINANCING OF HOSPITAL CARE 


Gordon Gray, chairman, Chapel Hill, president, University of North Carolina 

Lewis L. Strauss, vice chairman, New York; president of the board, Institute for 
Advanced Study, Princeton 

Raymond B. Allen, M. D., Los Angeles; chancellor, University of California at 
Los Angeles 

Arthur C. Bachmeyer, M. D., Chicago; past president, Association of American 
Medical Colleges 

George Baehr, M. D., New York ; president and medical director, Health Insurance 
Plan of Greater New York 

Stanhope Bayne-Jones, M. D., New York; president, Joint Administrative Board, 
New York Hospital-Cornell Medical Center 

Douglass V. Brown, Ph. D., Boston; Alfred P. Sloan, professor of industrial man- 
agement, Massachusetts Institute of Technology. 

Robin C, Bjerki, M. D., Detroit; executive director, Henry Ford Hospital 

James R. Cameron, D. D. §8., Philadelphia; chief of oral surgery service, Univer- 
sity of Pennsylvania Hospital 

Charles A. Cannon, Kannapolis; president, Cannon Mills Co.; chairman of board 
of trustees, Cabarrus Memorial Hospital 

Robert Cutler, Boston; president, Old Colony Trust Co.; president, Peter Bent 
Brigham Hospital 

Albert W. Dent, New Orleans; president Dillard University 

Morris Fishbein, M. D., Chicago; editor, World Medical Association Bulletin 

Edmund FitzGerald, Milwaukee; president, Northwestern Mutual Life Insur- 
ance Co. 

Paul R. Hawley, M. D., Chicago; director American College of Surgery 

Ritz E. Heerman, Los Angeles; president-elect, American Hospital Association 

ne K. Hoehler, Springfield; director, department of public welfare, State of 

llinois 

Vane M. Hoge, M. D., Washington; Assistant Surgeon General, Public Health 
Service 

J. 8S. Jones, St. Paul; executive secretary, Minnesota Farm Bureau Federation 

Leonard W. Larson, M. D., Bismarck ; director, Quain and Ramstad Cancer Clinic 

Walter B. Martin, M, D., Norfolk; chief medical consultant, DePaul Hospital 





1826 HOSPITAL CARE AND OUTPATIENT DENTAL TREATMENT 


Kt. Rev. Msgr. D. A. McGowan, Washington; director, bureau of health and hos- 
pitals, National Catholic Welfare Confederation 

William 8S. McNary, Detroit ; executive vice president, Michigan Hospital Service 

Mrs. Agnes E. Meyer, Washington 

Joseph G. Norby, Milwaukee; administrator, Columbia Hospital (retired) 

Howard A. Rusk, M. D., New York; associate editor, the New York Times 

Stanley Ruttenberg, Washington, D. C.; director of research, Congress of Indus- 
trial Organizations 

Edward L. Reyerson, Chicago; chairman, board of directors, Inland Steel Co. 

Boris Shiskin, Washington; acting social secretary director, American Fed- 
eration of Labor 

Ruth Sleeper, R. N., Boston ; director school of nursing and nursing service, Mas- 

Sumner H. Slichter, Ph. D., Cambridge; Lamont professor of economics, Harvard 
sachusetts Genera! Hospital 
University 

Ernest L. Stebbins, M. D., Baltimore; director, School of Hygiene and Public 
Health, Johns Hopkins University 

Harold 8. Vance, South Bend; chairman of the board and president, Studebaker 
Corp. 

Charles F. Willinsky, M. D., Boston; director, Beth Israel Hospital 


VETERANS OF ForREIGN WARS 
OF THE UNITED STATES, 
Kansas City, Mo., June 26, 1958. 
Hon. B. W. KeaRNEY, 
Chairman, Subcommittee on Hospitals, 
House Committee on Veterans’ Affairs, 
Old House Office Building, Washington, D. C. 


DEAR Mr. Kearney: This is to acknowledge, with appreciation, your invitation 
to the Veterans of Foreign Wars of the United States to submit a written state- 
ment or to testify orally before your subcommittee during hearings on the general 
question of hospitalization entitlement of veterans scheduled to open on Wednes- 
day, July 8, 1953. 

This is to advise that a representative of the Veterans of Foreign Wars 
national legislative service will be available to present the viewpoints of the 
Veterans of Foreign Wars on this question in accordance with existing policy. 
I regret that the absence of national encampment resolutions or mandates on 
this subject, which has generally come up since the last national encampment, 
will not permit us to make specific recommendations which have been approved 
by the membership. The next national encampment of the VFW is scheduled 
to be held in Milwaukee, Wis., August 2-7, 1953, at which time the questions you 
have propounded in your letter will be discussed and a position taken. Until 
that time we can only make general observations based on existing policy, as you 
can understand that any specific recommendations we might make in the absence 
of encampment authority could be repudiated by the organization at a later date. 

Thanking you for this invitation to testify and assuring you that we will be very 
happy to make such a contribution as our present position will permit and that 
we will be in a better position to supplement our statement after our national 
encampment in August, I remain, 

Sincerely yours, 
Omar B. Ketcuum, Director. 


THE AMERICAN PUBLIC HEALTH ASSOCIATION, INC., 
New York, N. Y., June 30, 1953. 
Hon. B. W. Kearney, 
Chairman, Subcommittee on Hospitals, 
Old House Office Building, Washington, D. C. 


Dear Mr. Kearney: The American Public Health Association appreciates the 
invitation extended with your letter of June 19 to be heard in connection with 
the Subcommittee on Hospitals hearings opening on July 8. 

I would like to congratulate you and your staff on the provocative way in 
which you have developed this subject matter. It is a live problem on which 
all citizens ought to be informed. 
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It is a fact, however, that the American Public Health Association as such 
has not yet adopted a policy which will permit us to testify on the particular 
aspect of your questions. We have active work underway on several related 
matters but none of them fit this particular need. 

We hope we may be heard at some future time. 

Sincerely yours, 
REGINALD M. ATWATER, M. D., 
Erecutive Secretary. 


VETERANS’ ADMINISTRATION, 


Washington 25, D. C., June 30, 1953. 
Hon. B. W. KEARNEY, 


Chairman, Subcommittee on Hospitals, 
Committee on Veterans’ Affairs, 
House of Representatives, Washington 25, D.C. 

Dear Mr. KEARNEY: This will acknowledge receipt of your letter of June 
22, 1953, advising that hearings will be conducted by the subcommittee, begin- 
ning July 8, 1953, on the general question of hospitalization entitlement of vet- 
erans, With the veterans’ organizations appearing first. 

Anticipating that information pertinent to various aspects of this basic 
question will be desired from the Veterans’ Administration representatives 
when they testify during the course of the hearings, preparation on a continuing 
basis will be conducted to that end until the subcommittee desires testimony from 
this agency. You may be assured that our representatives will be available to 
cooperate with the subcommittee or its staff in furnishing information or 
technical service as required. 

In view of the fact that entitlement of veterans to hospitalization, like the 
associated question of the extent to which beds would be constructed to provide 
hospitalization, has been a matter on which the Congress has spoken in some- 
what differing ways at different periods, it is felt that this matter is peculiarly 
for determination by the Congress and the President. In this connection, atten- 
tion is invited to the fact that both General Bradley as Administrator, and Gen- 
eral Gray as Administrator, invited the attention of the Congress to the fact 
that there was no indication in the basic law of the extent to which the Gov- 
ernment intended ultimately to provide hospitalization for non-service-con- 
nected cases and that the establishment of a definite policy in this respect was 
something for determination by competent authority other than the Veterans’ 
Administration. 

In view of the foregoing, it is not proposed to submit positive recommenda- 
tions on these matters, although the Veterans’ Administration will endeavor 
to cooperate fully in furnishing factual information and in pointing up factors 
deemed appropriate for consideration by the Congress. 

Sincerely yours, 
H. V. STIRLING, 
Deputy Administrator, 
(For and in the absence of the Administrator.) 


OFFICE OF THE SECRETARY OF DEFENSE, 


Washington 25, D. C., June 30, 19538. 
Hon. B. W. KEARNEY, 


Chairman, Subcommittee on Hospitals, 
Committee on Veterans’ Affairs, House of Representatives. 


Dear Mk. CHAIRMAN: This is in response to the letter of June 19, 1953, 
wherein the Department of Defense was requested to submit comments with 
respect to the question of hospitalization entitlement of veterans, particularly 
eligibility standards for hospitalization of veterans having non-service-con- 
nected disabilities. 

While the Department of Defense has an interest, though indirect, in legis- 
lation relating to veterans’ benefits, it is felt that the Veterans’ Administration 
is more highly qualified to comment on policy matters involving the hospitaliza- 
tion of veterans having non-service-connected disabilities and the various techni- 
cal problems incident thereto. 

For this reason, the Department of Defense desires to refrain from com- 
menting on the technical questions presented in the letter of June 19, and, unless 
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otherwise requested by the subcommittee, does not contemplate having any 
witnesses testify at the proposed hearings. 
Sincerely yours, 
Joun G. ADAMS, 
General Counsel, Acting. 


COMMISSION ON CHRONIC ILLNESS, 
Baltimore, Md., July 3, 1953. 
Mr. B. W. KEARNEY, 
Chairman, Subcommittee on Hospitals, 
Committee on Veterans’ Affairs, 
356 Old House Office Building, Washington 25, D. C. 


Dear Mr. Kearney: This is in reply to your letter of June 19 relative to hear- 
ings by your committee on the general question of hospitalization entitlement of 
veterans. The questions which you have posed are most important and the Com- 
mission on Chronic Illness would like to be of any assistance possible to your 
committee. However, the Commission on Chronic Illness has not studied the 
particular subject matter which you have under consideration and therefore has 
not taken any position. It therefore would not be possible for us to testify 
before your committee. 

We have no date at the present time which would have a bearing on your 
hearings. However, during the next 2 years, the Commission is making a detailed 
study of the prevalence of chronic illness in a typical urban area, and, at the 
request of the Veterans’ Bureau, we are planning to gather specific information 
relative to the veterans. Unfortunately, it will be at least a year before this data 
will be available. 

Very sincerely yours, 
Dean W. Roserts, M. D., Director. 


Harris County MeEpicat Socrery, 

Houston, Tea., July 3, 1958. 
Dear Str: Enclosed are copies of two resolutions relative to (a) treatment of 
non-service-connected disabilities by the Veterans’ Administration, and (b) 

Senate Joint Resolution 1. 

These resolutions were passed at a meeting of the Harris County Medical 

Society at its June 24, 1953, meeting, and direct that a copy be mailed to you. 

Very truly yours, 
JoHN K. GLEN, M. D., President. 


RESOLUTION 


Whereas the Harris County Medical Society, in regular business session on 
April 15, 1953, adopted a resolution relative to the care of non-service-connected 
disabilities in Veterans’ Administration facilities ; and 

Whereas a special committee on Federal medical services has been appointed 
by the board of trustees of the American Medical Association ; and 

Whereas the above-named committee has issued a report stating in part that 
“with respect to the provision of medical care and hospitalization benefits for 
veterans in Veterans’ Administration and other Federal hospitals, that new 
legislation be enacted limiting such care to the following two categories: 

“(a) Veterans with peacetime or wartime service whose disabilities or dis- 
eases are service incurred or aggravated ; and 

“(b) Within the limits of existing facilities, veterans with wartime service suf- 
fering from tuberculosis or psychiatric or neurological disorders of non-service- 
connected origin, who are unable to defray the expenses of necessary hospital- 
ization ; 

“Your committee recommends that the provision of medical care and hospital- 
ization in Veterans’ Administration hospitals for the remaining groups of vet- 
erans with non-service-connected disabilities be discontinued and that the respon- 
sibility for the care of such veterans revert to the individual and the community, 
where it rightfully belongs” : Therefore, be it 

Resolved, That the Harris County Medical Society, in business session on 
June 24, 1953, wholeheartedly endorses this portion of the report of the special 
committee on Federal medical services of the American Medical Association with 
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the addition to item (b) “until such time as the local community can take care 
of these problems” ; and be it further 

Resolwed, That, in accordance with the report of the above-named committee, 
the Harris County Medical Society feels that in connection with those patients 
stipulated in (b) above, “That the entire question of whether the care of these 
patients is a local or a Federal responsibility must be reanalyzed by the Con- 
gress”; and be it further 

Resolwed, That a copy of this resolution be spread on the minutes of this so- 
ciety, and that copies be sent to the officers and trustees of the American Medical 


Association and to all Members of the Senate and House of Representatives of 
the United States, and others. 


CERTIFICATION 


I, the undersigned, hereby certify that the above is a true and correct copy 
of the resolution adopted by the membership of the Harris County Medical Society 
at its business meeting held at Houston, Tex., on the 24th day of June 1953. 


HrraM P. ARNOLD, M. D., Secretary. 


RESOLUTION 


Whereas recent treaties proposed by various international organizations would 
establish universal socialized medicine; and 

Whereas numerous other treaties proposed by various internatinal organiza- 
tions would seriously jeopardize the freedom of the citizens of the United States, 
even allowing for the trial of American citizens in time of peace for alleged 
offenses committed in the United States without right of trial by jury, or pre- 
sumption of innocence; and 

Whereas one of the so-called international crimes for which it is proposed to 
try an American in such a court is that of unfairly criticizing the personalities 
or policies of a foreign government, where it is charged that such criticism tends 
to aggravate our relations with a foreign state:* Therefore be it 

Resolved, That the Harris County Medical Society in business session on June 
24, 1953, wholeheartedly endorses Senate Joint Resolution 1, as reported by the 
Senate Judiciary Committee; and be it further 

Resolved, That a copy of this resolution be spread upon the minutes of this 
meeting and that copies be sent to all Members of the Congress of the United 
States, and others. 


CERTIFICATION 


I, the undersigned, hereby certify that the above is a true and correct copy 
of the resolution adopted by the membership of the Harris County Medical 


Society at its regular meeting held at Houston, Tex., on the 24th day of June 
1953. 


HrraM P. ARnoxp, M. D., Secretary. 


EXEcUTIVE OFFICE OF THE PRESIDENT, 
BUREAU OF THE BUDGET, 
Washington, D. C., July 7, 1953. 
Hon. B. W. KEARNEY, 
House of Representatives, Washington, D. C. 

My Dear Mr. Kearney: In your letter of June 22, 1953, you solicit information 
from the Bureau of the Budget concerning the question of the eligibility for 
hospitalization of veterans suffering from disabilities or illnesses which are not 
occasioned by their military service. You also express the desire to have the 
Bureau comment on the present outpatient dental program of the Veterans’ 
Administration. You ask that this information be furnished you in connection 
with consideration being given to the general question of entitlement of veterans 


The Erroneous Argument of the Opponents of a Constitutional Amendment on Treaties 


and Executive Agreements, pp. 5-6, by Frank BE. Holman, past president of the American 
Bar Association. 


86102—53-——-13 
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to hospitalization by the Subcommittee on Hospitals of the House Committee 
on Veterans’ Affairs 

As your committee knows, the present practice of providing free hospital car: 
at the expense of the Federal Government to all veterans with nonservice dis- 
abilities and illnesses is the result of an evolutionary development dating back 
to 1924. At that time Congress authorized such hospitalization to the limited 
extent that excess beds were then available in the hospitals of the Veterans’ 
Bureau because the patient load of service-connected veterans was declining. 

While the basic permissive and limited legislation enacted in 1924 is still the 
only guiding statutory indication of the will of Congress as to the extent of 
acceptance by the Federal Government of such a responsibility, the action of 
both the executive and legislative branches of our Government in recommending 
the construction of new hospitals and’ providing appropriations for their opera- 
tion has established the pattern under which the Federal Government has 
assumed increasing responsibilities for the care of a large segment of veteran 
population requiring hospitalization for nonservice disabilities. 

It seems to be incontrovertible that the requirement that a veteran must sign 
a statement indicating his inability to pay for such hospitalization has not mate 
rially deterred veterans from applying for such care. The proportion of vet- 
erans with nonservice disabilities in veterans’ hospitals grew steadily during 
the 1920’s and 1930's. As early as 19382 more than one-half of the veterans’ 
hospital patient load was receiving care for nonservice disabilities and by 1941 
it had increased to 80 percent. In the general hospitals only 2 percent of the 
patients had service-incurred disabilities. By that time, because of the decline 
in the World War I veteran population, the peak hospitalization load had 
almost been reached. 

Were it not for the occurrence of World War IT, the critical need for a reevalua- 
tion of the prevailing practice would not have arisen. The postwar public senti- 
ment toward care of veterans undoubtedly accounted for the decision of the Con- 
vress to extend the same hospitalization benefits to World War IT veterans which 
were then available to World War IT veterans. Consequently, a large hospita 
construction program was conceived, based almost entirely upon provision of 
hospital care for veterans with nonservice conditions. This program, initiated 
in 1946-48, is now nearing completion, and, together with the resources already 
existing, will make available a total of approximately 130,000 hospital beds. At 
the present time 122.000 beds are available, and they are occupied by nearly 100,- 
000 patients. Of this latter number, almost two-thirds are hospitalized for non- 
service illnesses. In addition, some 3,000 non-service-connected veteran patients 
are being hospitalized at the expense of the Veterans’ Administration in other 
Federal and private hospitals. 

Within the last 3 years a new group of veterans, those of the Korean conflict, 
has developed. At the present time there are about 2 million such veterans, and 
they will increase at the rate of nearly 1 million a year until this conflict is 
ended and the provisions of Public Law 28, which grants veterans’ benefits, 
including hospitalization to these servicemen, are terminated. 

Where is this present unrestricted policy of providing free hospitalization for 
veterans with nonservice disabilities leading us to? The present veteran popula- 
tion, exclusive of persons now in the service, is over 20 million, or approximately 
13 percent of the total population of this country. The male veterans already 
comprise 40 percent of the total adult male population. It is, of course, obvious 
that if the majority of young men are drafted into military service and the hos- 
pitalization entitlement accorded by Public Law 28 is extended to these young 
men upon termination of their period of military service, the time will come when 
substantially all of the adult male population of this country will be veterans 
and the Federal Government will be confronted with a critical problem in attempt- 
ing to provide them with hospital care. Incidentally, with this continuing 
enlargement of the veterans’ population, it will be the veteran himself and his 
family who, through taxes, will be paying the major part of the cost of that 
hospital care. 

It is our rough estimate that, even assuming termination of Public Law 28 
within the next 12 months, the bed requirements of the Veterans’ Administra- 
tion to provide hospital care for veterans for both service and nonservice disabili- 
ties nner existing policy will increase to 160,000 by 1975. Construction of 30,000 
additional beds would be required, at an estimated cost of $600 million; the 
annual operating cost, which is now approximately $500 million, would increase 
to $700 million. Continuation of Public Law 28 will generate a further require- 
ment by 1975 of about 45,000 beds, with correspondingly increased costs for 
construction and operation. 
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Such an expansion of the Veterans’ Administration hospital system would 
create a serious management problem. There is a realistic limitation to the 
ability to recruit the necessary manpower and to efficiently operate a national 
hospital system under a single management. Veterans’ Administration officials 
have stated that about 120,000 beds re:yresent the upper limit of such abilities. 

Constant expansion of this hospital program establishes a serious drain upon 
the physician, nursing, and other scarce hospital manpower resources of the 
entire country. 

There has been some change in the social conditions since 1924, when the Con- 
gress first accepted the limited responsibility for hospitalizing veterans with 
nonservice disabilities. Since that time the Federal Government has provided a 
broad social security and welfare program for nearly all our citizens, including 
veterans. Private and local government hospital facilities for general and 
special short-term care have been expanded greatly in the last 30 years, particu 
larly during the last decade. Hospitalization insurance for acute illnesses has 
been developed on a national scale since the end of World War II, with the result 
that a very sizable proportion of the veteran population participates in such 
benefits either as a contributory or noncontributory subscriber. Through the 
public-assistance programs of State and local governments, to which the Federal 
Government makes heavy financial grants, hospitalization benefits are extended 
to the indigent. Advances in medical science, discovery of new chemo-therapeutic 
agents, and the introduction of early ambulation following surgery have sub- 
stantially reduced the length of stay and cost of hospitalized illnesses. 

Today there seems to be two separately definable hospital problems. The first 
is the care of the relatively short-term illnesses for which extensive provision 
has now been made, The second is the care of the long-term illnesses for which 
adequate facilities are not yet available, the magnitude of which is being aggra- 
vated by our aging population, and the cost of which most persons cannot meet 
Under present-day economic and social policies and conditions, the justification 
or need for the Federal Government providing free hospital care to all veterans 
suffering from short-term illnesses is subject to question. 

If this assumption is correct, it would suggest that in the case of nonservice 
disabilities and illnesses the Federal Government could limit admissions to vet- 
erans requiring long-term hospital care, including mental and tuberculosis 
diseases. It would be necessary to more specifically define long-term care. To 
provide a basis for computations it has been assumed that hospitalization might 
be limited to those types of illnesses requiring more than 90 days of care. In 
measuring the effect of this policy on the present hospitalization load of the 
Veterans’ Administration, it is estimated that 60 percent of the general patient 
load of 35,000 in Veterans’ Administration hospitals require care for less than 
90 days. 

Traditionally responsibility for the care of long-term chronically ill at public 
expense has been accepted by State and local government on the premise that 
few persons are able to pay the cost of such prolonged hospitalization. It is 
recognized that States and local communities have found it difficult to provide the 
necessary facilities for such hospital care and the Federal Government could 
properly share this responsibility by providing long-term hospital care for vet 
erans up to the capacity of the presently authorized Veterans’ Administration 
hospital program. Approximately 120,000 beds out of the total Veterans’ Admin- 
istration hospital system would be adapted for that purpose, which is believed to 
be about the maximum number of beds that would be required for the care of 
both service and non-service-connected veterans with illnesses requiring more 
than 90 days of hospitalization. Under such a revised policy, the total patient 
load would approximate 83,000 in 1955 and 91,000 in 1960, assuming an early end 
of the present Korean conflict and the termination of Public Law 28. The annual 
cost of operation would be about $350 million in 1955 and $875 million in 1960 
If the full capacity of the 120,000 beds were utilized, the cost of caring for the 
110,000 patients would be around $450 million. 

Should your committee decide that it is in the national interest to continue to 
provide short-term hospital care for veterans with nonservice disabilities, it is 
suggested that the present situation whereby the Veterans’ Administration is 
prohibited by law from evaluating the ability of a veteran to pay for such care 
could be remedied. The difficulties of establishing by law criteria for measuring 
the ability of an individual to meet the cost of such hospitalization indicates that 
the administrative problems could be substantially ameliorated by appropriate 
limitations on hospital care for short-term illnesses requiring hospitalization for 
less than 10 days. This type of hospital care presumably could be provided in 
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local community hospitals with the limited cost of such care provided either 
through hospitalization insurance, private resources, or by the local agencies. 

It also has been suggested the Veterans’ Administration should be authorized 
to examine the statement of veterans concerning their ability to pay for short- 
term hospital care. If so, the criteria of ability to pay used by community hos- 
pitals could guide the Veterans’ Administration in evaluating such statements. 

You request specific comment on the problem of permitting payment for all or a 
part of the cost of hospitalization for nonservice illnesses in Federal hospitals. 
To permit veterans to make payments would change the entire basis upon which 
the Federal Government has accepted the responsibility for establishing veterans’ 
hospitals. A wholly new philosophy would be created and the Federal Govern- 
ment would then be placed in the competitive business of operating hospitals on 
a fee-for-service basis and such hospital care could be construed properly by 
veterans as a basic right rather than a special benefit accorded by reason of their 
service to the Nation. 

With reference to the outpatient dental program, there are two possibilities. 
One is whether the Federal Government’s responsibility for such care, both direct 
and adjunct, would be equitably discharged if it were provided only to veterans 
having service-incurred compensable dental disabilities. If this were considered 
too restrictive, the other and more liberal possibility is to accept responsibility 
where it can be established within one year from the date of discharge that the 
dental condition existed at the time of discharge, was caused by military service, 
and is not the result of normal tooth deterioration of a condition existing at the 
time of entrance into the service. 

A relatively limited program of hospital care for World War I veterans with 
non-service-connected illnesses inaugurated 30 years ago has mushroomed into a 
hospital system serving 40 percent of the entire adult male population of the 
country and destined in time to embrace most of that population. Two-thirds of 
these hospital facilities are now devoted to the care of non-service-connected vet- 
erans and the proportion will steadily increase. The annual operating cost of 
these hospitals has increased from $70 million in fiscal year 1941 to $500 million 
in 1953 and is projected to $700 million in 1975 under present policies. Another 
large construction program estimated at $600 million will have to be undertaken 


after 1960. 


These facts suggest the need for reconsidering the extent of the Federal Govern- 
ment’s responsibility toward veterans with nonservice illnesses. 

This is a difficult subject and not an easy one to resolve in a way that provides 
full justice to all concerned. In approaching it your committee will receive the 
full cooperation of the Bureau of the Budget. 


Sincerely yours, 


Jos. M. Doper, Director 


COMPTROLLER GENERAL OF THE UNITED Srates, 
Washington, July 8, 1953. 


Hon. D. W. KEARNEY, 
Chairman, Subcommittee on Hospitals, 
Committee on Veterans Affairs, 
House of Representatives 

My Dear Mr. CuarrMaN : Consideration has been given to your letter of June 
19, 1953, concerning the hospitalization entitlement of veterans. You request my 
views on this general subject and more particularly with reference to the eligi- 
bility of veterans for hospitalization for non-service-connected disabilities. 

The extent to which hospitalization is to be furnished veterans for service- 
connected and non-service-connected disabilities is one of policy on which I am 
not disposed to comment; however, I have some general observations to make 
with respect to the general program as well as with respect to the hospitalization 
of veterans for non-service-connected disabilities as to which this Office has 
performed certain survey work. My report on this subject, I-17162, was trans- 
mitted to the Veterans’ Affairs Committee on March 11, 1953. 

I think there can be no doubt that the present law contemplated full hospitali- 
zation for veterans with service-connected disabilities; however, for those vet- 
erans with no service-connected disabilities it seems equally clear that the law 
contemplated the use of available facilities in VA hospitals only. Notwithstand- 
ing this, it appears that the tremendous construction program conducted by the 
VA in recent years has resulted in an operating capacity of approximately 114,000 
beds. Statisties show that the total number of service-connected disabled vet- 
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erans in hospitals today is approximately the same as the number of hospital 
beds available in 1934, when non-service-connected disabilities became generally 
eligible for admission; thus, it follows that this greatly increased construction 
program is directly related to the non-service-connected veteran population in 
hospitals and in substantial measure has been undertaken to provide care for 
veterans with non-service-connected disabilities. With a population of 20 million 
veterans today and with an ever-increasing percentage of such veterans requiring 
medical care as they advance in age, the VA estimates that the number of non- 
service-connected hospital beds will increase to approximately 300,000 in 1970 
(p. 540, hearing on 2d independent offices of appropriations for 1954 before the 
subcommittee of the Committee on Appropriations, House of Representatives). 
Certainly this matter is one which deserves the serious consideration of the 
committee and Congress in determining the policy to be followed in connection 
with the hospitalization of veterans, particularly those with non-service-connected 
disabilities. 

Our survey of the operations of the veterans’ hospitals disclosed manifold abuses 
in the admittance of veterans for nonservice-connected disabilities. These abuses 
generally are attributable to the requirements of the law that a veteran’s certifi- 
cate of inability to pay be accepted as conclusive. As a result, it is demonstrable 
that the law’s basic policy is not carried out because a substantial number of 
veterans apply for admission and are admitted quite without regard for their 
known or evident ability to pay. In transmitting that report to the Veterans’ 
Affairs Committee, I recommended that study be given to amending the law to 
provide a more effective means of determining the veteran’s ability to pay for his 
hospitalization either in whole or in part. 

I do not believe that any serious problem is encountered in the admittance of 
nonservice-connected cases in TB and NP cases or in the chronic GMS cases 
because Federal responsibility in these areas—where the hospital stay is normally 
long and beyond the means of nearly all veterans to pay the cost—has been pretty 
generally accepted. However, I am concerned with the nonservice-connected 
caseg in GMS hospitals at the present time (reported to be 88 percent of the 
cases—see p. 129, hearings before Veterans’ Affairs Committee of the House of 
Representatives on the medical and dental program of the VA, 83d, Cong. ist 
sess). It would seem to me that (obvious emergencies aside) consideration might 
well be given to requiring a determination, prior to admittance, of the nonservice- 
connected veteran’s ability to pay for hospitalization. It is my understanding 
that generally speaking these veterans are placed on a waiting list for admission 
to the hospital. In any event, should such a policy be adopted, I would recom- 
mend that the veteran be required to show not only his income (including pen- 
sion) but also his net assets, expenses, and obligations for dependents. I feel that 
in any such determination consideration should be given in the first instance 
to whether the veteran is entitled to hospital benefits by insurance contract, or 
otherwise to the extent that such other hospital entitlement might be sufficient to 
cover the veteran's required hospitalization. With the full facts at hand affect- 
ing ability to pay and with only minimum guides in the form of VA regulations, 
the local admitting officer or board at each hospital could fairly and satisfactorily 
fix the appropriate charge to be billed and collected. If the veteran can pay all 
the costs, he should not be admitted at all. 

If the Congress as a matter of policy desires to take steps to reduce the case- 
load in VA hospitals, the committee might consider a limitation on the type of 
physical conditions or ailments that make a veteran eligible for free medical 
attention. This could be accomplished by specifically prescribing the particular 
ailments for which nonservice-connected veterans could be treated. If such a 
plan were seriously considered by the committee, the views of the medical profes- 
sion should be sought as to the type of ailments which should be specifically in- 
cluded in the law. Another method which might be considered would be to 
require all veterans with nonservice-connected disabilities to pay for the first 7 
days of treatment. While in the case of the obviously outright indigent the 
billing would be perfunctory, it would seem that such a provision would tend to 
avoid abuses of the free medical care provided by the Federal Government. 

Your letter raises a specific question on contract hospitalization for non- 
service-connected veterans. It is understood that the basic purpose in establish- 
ing the VA hospitalization and medical care program was to serve the service- 
connected cases. Section 6 of Public Law 2, 73d Congress, merely extended the 
use of existing facilities when available to the non-service-connected veterans 
who were unable to pay for needed care. I do not believe it was the intent of 
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the Congress at that time to extend “existing facilities’ to include non-VA hos- 
pitals. The Administrator has apparently derived his authority for contract 
hospitalization from section 1500 of the Servicemen’s Readjustment Act of 1944 
(35 U. 8. C. 697), which grants general authority to enter into contracts with 
private or public agencies for necessary services. Under this broad interpre- 
tation, the number of non-service-connected disabilities eligible for hospitaliza- 
tion is limited only by the appropriations available for that purpose; thus it 
would appear that non-service-connected hospitalization should be restricted to 
“existing facilities” in VA hospitals. 

The outpatient dental program referred to in your letter appears to have 
serious legislative defects which result in unnecessary Federal expenditures by 
requiring continuous dental care irrespective of when or how the defects were 
contracted. Thus any tooth impairment that occurred in service is assumed to 
be service connected. It would seem that a veteran should have defective teeth 
repaired at the time he leaves the service or within a reasonable time thereafter. 
This period could be 1 year. However, an exception should be made, of course, 
in those instances where the needed dental attention grows out of a genuine 
service-connected condition such as wounds or injuries that relate directly to 
the dental condition. 

In summary, my views with respect to providing needed medical care and 
treatment for veterans would be to prevent to the extent possible abuses by those 
without bona fide entitlement and to allow recovery of the cost in part, to the 
extent of the veterans’ ability to pay, in those cases where it is determined that 
the veteran could not defray the cost of his hospitalization through other avail- 
able means. I do not share the apprehensions of those who feel that the effect 
of this change would be to add to the patient load and tend toward socialized 
medicine. Any increase in the patient load due to veterans, if any there be, who 
now avoid the VA hospital because of the ineffective and unenforeed paupers’ 
oath would be, I believe, more than counterbalanced by the elimination of the 
many who are in the VA hospitals because its treatment is free and who stay 
there for excessive days for the same reason. 

It is hoped that the foregoing will be of assistance to the committee. Should 
there be any further information which you feel the General Accounting Office 
might be able to furnish, please do not hesitate to call upon me, 

Sincerely yours, 
LINDSAY C, WARREN, 
Comptroller General of the United States. 


ASSUMPTION, LLL, July 7, 1953, 
Hon. B. W. KEARNEY, 
Washington, D. C. 

Dear Sm: Please permit me to express to you the feeling I have about the 
continuance of free medical care through the Veterans’ Administration to 
veterans with non-service-connected disabilities. As a veteran myself, I believe 
that nothing is too good for men who have impaired health by reason of their 
havine been in service, but the abuses of the present setup by men able to pay 
for their own care, the crying need for economy in all parts of the Federal 
Government making local or State care of actually needy non-service-connected 
cases more equitable and feasible, and the danger of inferior care under state 
medicine for such a large segment of our population, all indicate the need for 
limiting VA care to service-connected conditions. 

Siacerely yours, 
Witrrep 8S. Mriier, M. D. 


CLEVELAND 8, O10, July 8, 1953. 
Representative B. W. KEARNEY, 
Washington, D. C. 

DrAr Sir: As another interested physician and American,citizen and veteran 
I wish to add my plea to many others against extension of VA benefits to non- 
service-connected disabilities. This is surely one sure way to socialize medicine, 
and I hope we never have to deal with that by legislating it in this proposed 
fashion. 

Yours very truly, 


H. W. Savter, M. D. 
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OrruMwa, Iowa, July 9, 1953 
Representative B. W. KEARNEY, 
Chairman, Hospitals Subcommittee, 
House Veterans’ Affairs Committee, Washington, D. C. 

Duar Siz: The question of hospital care for veterans is a matter which should 
be of great concern to every citizen of these United States. I firmly believe that 
every veteran with service-connected disability should receive every possible 
attention: Ido not believe that they should receive medical and surgical care for 
non-service-connected disabilities, unless they are medically indigent; even then 
I believe that such cases are more properly cared for at local levels. I have 
always had the greatest of sympathy for service men and women and have 
lone everything possible to advance their interests when a service-connected dis- 
ibility is present. I have seen the abuse of Veterans’ Administration care in 
many cases of those who were amply able to meet their own bills for medical 
care and feel that these abuses are increasing rather than decreasing. 

I am a veteran myself having received my first commission in the old Medical 
Reserve Corps in 1915, going on active duty on the Mexican border in 1916 and 
serving either in the Reserve or the Regular Army until January 10, 1923, when 
my resignation was accepted; I again accepted a commission in March 1924 and 
still hold a commission. I have two sons who graduated from West Point, one 
has been retired for physical disability, one is still in service commanding an 
nfantry battalion at the front in Korea at the present time. Hence I feel free 
to express my unqualified disappreval of medical treatment of veterans for non- 
service-connected disabilities. Building up the number of cases treated by VA 
facilities in order to show need for added hospital beds and additional personnel 
s, in my opinion, absolutely unjustifiable and yet these non-service-connected 
disability cases are encouraged to avail themselves of the opportunity for this 
reason to the detriment of the taxpayer. 

Yours truly, 
H, A. SPILMAN, M,. D 


WASHINGTON, IND., July 9, 1953. 
Hon. B. W. KEARNEY, M. C. 
House Office Building, Washington, D. C. 

DEAR Mr. KeARNEY: During the hearings you and your committee are con- 
lucting on the VA medical care program, I would like you to seriously consider 

e following reasons why Public Law 312 should be changed to exclude non- 
service-connected (N. 8S, C.) disabilities. 

1) Two-thirds of the bed occupancy is used up with N. S. C. cases despite 
tempts, of various individuals and organizations interested in p ‘rpetuating 
ack door” socialized medicine, to obscure that enormous figure with an 8 

ercent estimate of “chiselers.” There is absolutely no reason to build hospitals 

Federal expense to care for mental and tubercular cases of N. 8. C. origin. 
Chey should be cared for on a local basis entirely. The facilities that have 

been constructed at Federal expense should be returned to their respective States 
for the care of such cases. 

(2) If this N. S. C. cases are continued as a special class of citizens—their 
umbers will soon, under current war conditions, increase to the point of pro- 
iding “free” medical care to the majority of our citizens. What’s more, the 
‘planners” back of this hidden attempt to socialize our Nation will start adding 
ther special privileged groups to receive this particular bounty. 

(3) If the edueation of our younger generations is to again include American- 
sm with its freedom and responsibilities—it is high time that Congress starts 

the ball rolling in the right direction by revealing the benefits of individual re- 
sponsibility, and quits dangling the political plum of security before its gullible 
constituents. 

Asa veteran of World War 2, I seriously object to the misleading lobby of our 
veterans’ organization to obscure the basic fault in their requests for a continu- 
ation of Public Law 312. I earnestly request that you and your committee 
‘hange the above law to exclude the care of any N. 8. C. disabilities. 

Respectfully yours, 


‘ 


+. Brazey, M. D. 
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New York, N. Y., July 13, 1958. 
House VETERANS SUBCOMMITTEE, 
Washington, D. C.: 

Unlike AMA spokesmen, I feel that veterans deserve maximum care. Service- 
connected ailments? Who can say what damage anxiety eventually causes? As 
you know, serious illness can wipe out life savings, $10,000, $20,000. There’s no 
limit. Perhaps this is a pleasant thought to AMA representatives. But to rob 
the vet of his free medical care would lower morale and be exceedingly unjust. 


GrorGe KRAVITZ. 


Houston, Tex., July 11, 1953. 
Representative B. W. KEARNEY, 
House Office Building: 

Respectfully request that you and your committee recommend discontinuance 
of medical care and hospitalization to veterans with non-service-connected dis- 
ability. 

: R. E. Leaton, M. D. 


Topeka, Kans., July 10, 1953. 
Representative B. W. KEARNEY, 
House Office Building, Washington, D. C.: 


I am in favor of VA medical attention only for service-connected disabilities. 
JAYHAWK Drue Co. 


Derrort, Micu., July 11, 1953. 
Hon. B. W. KEARNEY, 
Chairman, Hospital Subcommittee of House Veterans Affairs Committee, 
House Office Building, Washington, D. C.: 
I am a veteran but I firmly believe that a tax-supported government and Vet- 
erans’ Administration should not give free medical and hospital care for non- 
service-connected disabilities. Local communities have means to care for their 


needy and indigent. Let us stop needless waste and give care to only service- 
connected disabilities. 


Hpwarp M. VArpon. 


[Postal card] 
JuLy 9, 1953. 
Representative B. W. KEARNEY, 
House Office Building, Washington, D. C. 


Honorep Sir: Let’s end the gravy train for those veterans who get medical 
and hospital care for non-service-connected disability. They have no more right 
to it than any other citizen. 

Put a stop to socialistic measures such as this. 

H. J. TeMpLeron, ‘ 
Route 1, Box 160—A, Carmel, Calif. 


JacKson, MicH., July 9, 1953. 
Hon. B. W. Kearney, 
Chairman of the Hospitals Subcommittee of the House 
Veterans’ Affairs Committee, Washington, D. C. 

Dear Sire: In considering hospitalization for veterans, I would like to have 
it amended so that it will be available only for service-connected disabilities. 
All you can do toward this end will be greatly appreciated. 

Gratefully, 
Hivpa A, HABENICHT, M. D. 


ANDERSON, IND., July 9, 1958. 
Dear Sim: This regards the present hearing on veterans’ affairs involving 
hospitalization of non-service-connected disabilities. 
If veterans in the above category are entitled to free medical care, then they 
obviously should be entitled to free food, housing, etc. 
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I am a veteran of 42 months, but I feel that the Government owes me nothing 
except a reduction in taxes. This could be started by reducing the Veterans’ 
Administration budget. 

Yours truly, 
P. L. Lona, M. D. 


Curcaco, Iti., July 9, 1953. 
Hon. B. W. KEARNEY, 
Chairman, Hospital Subcommittee, 
House Veterans’ Affairs Committee, Washington, D. C. 

DeaAR REPRESENTATIVE KEARNEY AND MEMBERS OF YOUR SUBCOMMITTEE: I can 
see no reason why the Government, and particularly VA hospitals, should pay 
and give hospital care to veterans with nonservice-connected disabilities. Why 
special classes of individuals should be picked out for this privilege is un- 
American. This policy is but a strong step toward socialization of our country. 

I speak as a veteran and as a father of two other veterans. We did no 
more than our duty in serving our country. Millions of others made as great 
a secrifice for our country without being in uniform, and there is no more logic 
in giving us hospital and medical care for non-service-connected disabilities 
than there is in guaranteeing us shelter and food free for the rest of our lives. 

I hope that your committee will avoid favoring special groups and act for the 
best interests of the country as a whole by eliminating this favoritism to 
veterans. 

Sincerely, 
JoHN G. SEARLE. 


OTTtuMWA, IowA., July 9, 1958. 
Hon. B. W. KEARNEY, 
Chairman, Hospital Subcommittee, House Veterans’ Affairs Committee, 
Washington, D. OC. 


Dear Sir: For your consideration, my sentiments are very adequately ex- 
pressed by the enclosed news letter from the Association of American Physicians 
and surgeons. 

Yours truly, 
H. L. Wormmoupt, M. D. 


ASSOCIATION OF AMERICAN PHYSICIANS AND SurGeONsS News Letter, Cuicago 1, 
ILL., JULY 1953 


This is an opportunity for every AAPS member and his friends to serve their 
country in a fashion of the highest order. * * * Over the years AAPS has 
received many letters from member and nonmember physicians pleading for 
something to be done about the Veterans’ Administration’s back door approach 
to nationwide socialized medicine * * *. The delegates and the assembly of 
AAPS have passed several resolutions urging the Congress to rewrite the Vet- 
erans’ Administration Act to provide medical care and hosiptalization services to 
veterans with service-connected disabilities only * * *. Copies of the resolutions 
have been sent to each Member of the Senate and House and they have been 
given wide distribution to other sources both within and outside the medical 
profession * * *, Now, each AAPS member and every individual citizen has a 
golden opportunity to do something about the long standing scandalous VA policy 
of providing most of its medical and hospitalization services to veterans with 
non-service-connected disabilities. 

On July 8, 1953, the Hospitals Subcommittee of the House Veterans’ Affairs 
Committee will start special public hearings which, according to the chairman, 
Representative B. W. Kearney (Republican, New York), will devote much of its 
efforts to eligibility of veterans for VA hospitalization * * *. Inasmuch as the 
hearings are expected to run for a number of days, each AAPS member and his 
friends have ample time in which to express their views by letter and wire to 
Chairman Kearney’s subcommittee, if they act immediately after reading this 
newsletter. 

No one (specially physicians) denies the responsibility of the Government to 
give the finest medical care in the best hospitals to veterans who have incurred 
disease, or been wounded or injured while serving their country * * *. On the 
other hand, it is utterly wrong to give special privileged medical care to by far 
the larger group of veterans whose disabilities have no relationship whatsoever to 
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their military service * * *. This onrushing monster of socialized medicine has 
been created largely through default of citizenship responsibilities by thinking 
individuals; by veteran groups and their leaders who curry membership favor 
by seeking special privileges for the veterans and by the Socialists and Commu- 
nists who recognize the Veterans’ Administration medical-care program to be a 
patriotic and certain way to impose socialized medicine on all Americans. 

Many investigations and surveys, as well as official reports released by the VA, 
have revealed irrefutably that about two-thirds of patients in VA hospitals are 
those with non-service-connected disabilities *_* *. For instance, total nuinber 
of patients in August 1952, was 97,836, of which 63,324 were hospitalized for 
diseases or injuries which were not suffered as a result of their military 
service * * *, Also, according to the Denver Post, the AMA Committee dis- 
covered that in 1951, 432,995 patients, 84.6 percent of all patients discharged 
from VA hospitals that year, were not veterans with service-connected disabil- 
ities * * *, Actually, they were veterans who were in VA hospitals because of 
diseases or injuries incurred after they had returned to civilian life. 

As we have mentioned many times, the VA medical care problem is difficult to 
discuss because of gross misunderstanding and because of the exceedingly loose 
usage of the term “veteran.” * * * A man is many things—Democrat, Repub- 
lican, Progressive, or else a Catholic, Protestant, or Jew; black or white; and he 
has many possible labels. * * * The use, however, of his “label” is proper only 
when directly related to the situation. * * * Every patient who enters a doctor's 
office is a sick individual * * He is not in the physician’s office as a “veteran” 
unless his illness is directly or reasonably attributable to his military service 
and he is net a Catholic or a Protestant unless his physical state has relation to 
his religious beliefs and unless there is a réligious problem directly associated 
with the physical condition. * * An individual who goes to war and returns 
from service and takes his place in the community in competition with other 
citizens of that community for the means of making a living does not have an 
inherent right to free medical care just because he was in service any more than 
he has a right to free housing, or free food, or free clothing, and it is about time 
we stopped thinking in such vicious circles. 

Dr. Arthur R. Dalton (St. Louis, Mo.), in a letter to the Bulletin of the 
St. Louis Medical Society, expresses himself with great clarity on this sub- 
ject. * * * Dr. Dalton wrote: “Being a veteran myself and also an American 
Legion member plus being eligible for other veterans’ societies, I feel that I can 
speak freely my thoughts on this subject and I further believe that they are the 
thoughts of many others. * * * I don’t believe that because I once was in one 
of our wars that I’m entitled to complete medical coverage for all that may 
happen to me throughout all my life from our Government. * * * At a time 
when taxes have reached the saturation point for every family some thought 
should be given by every citizen regarding how our Government can cut down 
on expenses to lessen this load.” 

The propaganda of the Socialists and Communists constitute one of the biggest 
stumbling blocks to untangling the VA medical care program. * * * They heap 
abuse on those who disagree with present VA policies. * * * Their attacks 
aiways imply ingratitude by their opponents for the sacrifices made by the men 
and women who have served in the Armed Forces. * * * Their propaganda has 
been so successful that even some medical leaders are ready to appease because 
they are fearful of violent criticism of the medical profession. 

We are confident that most veterans and the rank and file membership of the 
American Legion do not want special privileged medical care any more than 
they would approve that privilege for other groups of citizens, particularly when 
they understand that continuance and enlargement of the present program even- 
tually will inflict socialized medicine with all of its inferiorities and inequities 
on all citizens. 

The problem of VA medical care is an enormous one. * * * It affects the lives 
of all Americans. * * * There are approximately 20 million veterans—with about 
80,000 being added each month—and everyone of them is potentially eligible for 
VA medical care. * * * This is not the end of the problem. *.* * Certain groups 
are clamoring for the families of veterans to receive medical care at Government 
expense. * * * This has been estimated to be around 60 million people, a little 
less than half of our total population who, if the Socialists have their way, would 
qualify for Government-controlled and Government-dispensed socialized medi- 
cine. * * * The VA medical care is also having a tremendous impact on the 
Nation’s economy. * * * Approximate costs of hospital and medical service for 
veterans—about two-thirds are those with non-service-connected disabilities—are 
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around $600 million a year. * * * If one adds the potentials of an increasing 
number of veterans yearly and care for veterans’ dependents, the ultimate costs 
reach a fantastically staggering amount. * * * Mr. Bisenhower and his chosen 
experts are mired deep in an unbalanced Federal budget. * * * A close look at 
the VA medical care program and some new legislation would save hundreds of 
millions of dollars annually. 

The Veterans’ Administration claims that the majority of patients in the 
non-service-connected groups are those with tuberculosis and neuropsychiatric 
disorders * * *. The VA justifies care for this group on the grounds that civilian 
facilities are not available for them * * *. One can readily see that this 
becomes a vicious circle * * *, By treating the non-service-connected disabil- 
ities, the VA has been able to show cause for the construction of more and more 
new hospitals * * *. As tax money is drained off to pay for the hospitals and 
finance their operation, as well as to expand the tremendously large Veterans’ 
Administration bureaucracy, there is less and less money to rehabilitate and 
enlarge local civilian facilities where this group of patients with tuber- 
culosis and neuropsychiatric disorders should have been hospitalized in the 
first place * * *. VA officials confidently make the statement that there aren't 
enough hospitals in the United States to care for non-service-connected cases 
outside the VA * * *, If this is so, one of the principal reasons for it is because 
local resources have been confiscated through extraction of taxes to expand the 
VA empire, 

Dr. Gaylord B. Parkinson, Jr., of San Diego, Calif., recently received some 
first-hand documentation regarding the vicious circle during a conference with 
Adm, Joel T. Boone, Chief Medical Director of the Veterans’ Administration * * *. 
Writing in the San Diego County Medical Society Bulletin of June 1953, Dr. 
Parkinson said: “Dr. Boone was asked to enlarge on his statement before the 
AMA interim session in Denver that ‘the best place for non-service-connected 
disabilities is in Va hospitals’ * * *. He stated to us that ‘there just aren't 
enough hospitals in the United States to care for these cases outside the VA’ * * *. 
This really rocked us back on our heels * * *. So that’s the excuse * * *, It’s 
clever, though * * *, First, the Government builds a dozen or more huge hos- 
pitals all over the country * * *. Then the Government taxes us for these hos 
pitals * * *, Then we haven’t any money left to build private hospitals * * *. 
Look at all the trouble we had in San Diego raising a measly $3 million * * *. 
That’s peanuts in the VA * * *, There followed a heated discussion on the 
attitude of the VA toward non-service-connected cases * * *. Admiral Boone 
denied any responsibility for possible illegal actions by regional medical direc- 
tors * * *. The cases quoted by some of the northern California men were 
brushed off with great flue de bouche.” 

Dr. Parkinson continued: “Our Congressman Bob Wilson and Admiral Boone 
had had an interview the previous day * * *. Bob had told me about it and 
[ could tell that he had been sold a bill of goods * * *. So I asked Dr. Boone 
pointblank what percentage of patients now in VA hospitals have non-service- 
connected disabilities * * *. After a long-winded and confusing discussion, 
Admiral Boone finally made the pronunciamento that there was an 8-14 percent 
debatable group * * *, That's the figure he had given Bob Wilson the day 
before * * *, After repeated and persistent questioning by me, he admitted 
that this 8-14 percent group was only a small part of the 65 percent non- 
service-connected cases now in VA hospitals * * *, But the payoff was in 
the following two statements, and I quote: “The VA can’t provide a teaching 
program on service-connected cases alone * * *. Some training programs can 
be better handled in the VA hospitals than in any other hospital in the coun- 
try’ * * *. All of us who were present at the interview felt that these two 
statements expressed a fundamental animosity toward the private practice of 
medicine and a burning desire to use the VA as the entering wedge of socialized 
medicine.” 

Veterans who receive free treatment for illness and disabilities not connected 
with their war services are supposediy men or women who are “‘needy” * * *. 
The non-service-connected patients sign a statement that they are unable to pay 
for their care * * *. The statement reads: “Are you financially able to pay 
necessary expenses of hospital or domiciliary care?—Yes—No” * * *. There 
are hundreds of substantiated cases throughout the Nation to show that the 
statements of need are meaningless * * *. The VA takes the position that it 
cannot question the need of a patient if he is willing to sign the statement * * *. 
Hrie, Pa., physicians, based on their experiences with their new Veterans’ Ad- 
ministration hospital which was opened March 1951, believe that a large per- 
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centage of patients with non-service-connected disabilities could afford to pay 
for their hospital and medical care * * *. In regard to bona fide cases of need, 
cities and counties have facilities to furnish free hospitalization and medical 
care—and in most cases, a higher quality of care and for less money * * *, Last 
January the Denver Post summed up the situation like this: “It is impossible 
to escape conclusion that free care by the VA for veterans with non-service- 
connected illnesses has become a nationwide racket.” 

We stated in the January 1958 (vol. 7, No. 1) AAPS News Letter that Con- 
gress should be urged to amend the Veterans’ Administration Act to provide for 
the care of veterans with service-connected disabilities only * * *. The amend- 
ment should carry the directive for the VA to return non-service-connected cases 
of tuberculosis and neuropsychiatric disorders to local community facilities * * *. 
If the socialization of medical care through the VA is to be stopped, a start must 
be made toward denying VA medical care to veterans with non-service-con- 
nected disabilities—regardliess of the type of disability * * *. It never will 
be done until Congress clarifies the law * * *. Nor can localities begin to as- 
sume their responsibilities for furnishing “facilities” until Congress acts and 
until the VA stops building its empire at the expense of local resources. 

The Veterans’ Administration medical care program brings socialized medicine 
more dangerously imminent than any of the proposals submitted so far by those 
socializers Murray, Dingell, and the late Senator Wagner * * *. If anyone is so 
unenlightened as to believe the present VA situation is not a magnitude great 
enough to warrant fast and effective action, we suggest the individual give 
thought to the implications of the passage of a law for universal military 
training * * *, Pass universal military training and in a short period of time 
practically every able-bodied male will be classified as a veteran and be entitled 
to receive VA medical care * * *, Universal military training is a grave pos- 
sibility * * *. Even the Eisenhower administration has declared in favor of it 
at the conclusion of the present draft law. 

Millions of citizens—including thousands of AAPS members—have steamed, 
fumed and vociferously expressed their disgust about the inequities produced by 
VA medical care * * *. Now they and every AAPS member and his friends are 
given an opportunity to spout off where it will do some good * * *, Write to 
The Honorable B. W. Kearney, United States Representative, Chairman of the 
Hospitals Subcommittee of the House Veterans’ Affairs Committee, House Office 
Building, Washington, D. C., and tell him and the members of his committee 
what you think about the Veterans’ Administration and its program of providing 
medical and hospital care for those with non-service-connected disabilities * * *. 
If you have a Veterans’ Administration hospital in your community, undoubtedly, 
you have firsthand information regarding the giving of unwarranted and unjusti- 
fied medical care to certain individuals * * *. Write the House Subcommittee 
about these documented cases * * *. Do it yourself—don’t expect your col- 
leagues to do your citizenship duties—and become insistent that your colleagues 
write their views to Congressman Kearney’s subcommittee, also. 

About the only force that politicians understand is an avalanche of opinions 
in unanimity expressed by the yoters—and you area voter * * *. We reiterate: 
This is an opportunity for every interested citizen to serve his country by acting 
to stop this back door approach to socialized medicine; to save many millions of 
dollars for overburdened and weary taxpaying citizens, and most significant, to 
preserve the finest medical care for veterans and for all citizens. 

Dr, Andrew J. Sullivan, Dr. Harold W. Miller, both of Chicago, and Dr. R. C. 
Aiken of Blue Island, IL, have been named cochairmen of the 1953 AAPS annual 
Meeting of the Delegates and Assembly * * *, The meeting will be held in 
Chicago, LaSalle Hotel on Thursday, Friday, and Saturday morning, October 
8, 9, and 10, 1953. 

The medical world generally, and AAPS specifically, have been saddened by 
the recent deaths of two outstanding AAPS leaders, Dr. Leslie S. Kent, Director, 
of Eugene, Oreg., and Dr. Homer T. Bull, delegate from Geneseo, N. Y. * * *. 
Dr. Thomas Parker of Greenville, 8. C., has been named an AAPS delegate 
to replace Dr. Thomas G. Goldsmith who is president-elect * * * . AAPS mem- 
bership campaigns are now underway in Maryland, Texas, and Mississippi * * *. 
A new freedom pamphlet, “A Dozen Ways To Be Dead Wrong” is now available 
and can be purchased from Spiritual Mobilization of 1521 Wilshire Blvd., Los 
Angeles 17, Calif. * * *. Copies of it placed in the doctor’s waiting room should 
prove to be useful. * * *. Please remember to write Congressman Kearney 
today! 

Sincerely, 
CHARLES L. FARRELL, M. D., President. 
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Cuartorte, N. C., July 10, 1953. 
Representative B. W. Kearney, 
House of Representatives, Washington, D. C. 

Dear Mk. KEARNEY: It is my well-considered opinion and that of many of 
my friends and acquaintances that the elimination of medical care to veterans 
for non-service-connected illnesses is one of the most urgent and clear-cut needs 
in the reduction of our National Government expenses. 

I speak as a veteran and as a practicing physician who takes care of veterans 
every few days for both service-connected disabilities and non-service-connected 
disabilities. I know that in many instances very little effort is made to distin 
guish between the two and that in the VA hospitals they do accept the non- 
service-connected cases. If a person is hungry and unable to work and has no 
source of income, some provision must be made to take care of such an indi 
vidual, and it should have nothing to do with whether or not he is a veteran. 
If a person is ill and unable to pay, he should be cared for on a charity basis or by 
provisions of whatever agencies are available at the time. The reduction of 
taxes will make it possible to take care of more of the indigents on a local 
level and they can at any rate be cared for at a much lower cost by using existing 
medical facilities in the various communities than is possible by sending them 
to a VA hospital. The cost of care in VA hospitals is much greater than that of 
private hospitals. If the Government is going to provide medical service for 
the indigent, why stop with the veterans? If they are going to provide medical 
service, why stop there? Why not provide lodging, clothing, food, and other 
necessities ? 

I am in favor of universal military training or at least that everyone should 
be subject to call when needed. On such a basis, everyone is either a veteran 
or a potential veteran and whether or not he serves should be a matter of chance. 
If he serves, he should be compensated to the full extent that our economy will 
stand which should be in direct payments and not through some subterfuge, such 
as a bonus or free medical care, etc. I hope that our Representatives in Congress 
will be firm and fearless in their stand on this subject which is so vital to our 
economy and to our heritage of fair play to all segments of the population. 

Yours sincerely, 
A. D. TAYLor, M. D. 


THE CHILDREN’S CLINIC, 
Black Mountain, N. C., July 10, 1958. 
The Honorable B. W. Kearney, 
Chairman, Hospitals Committee of Veterans’ Affairs Committee, 
House Office Building, Washington, D. C. 


My Dear CONGRESSMAN KEARNEY: May I urge your serious consideration of 
the present situation in which veterans are treated in VA hospitals for non- 
service-connected disabilities. 

As a veteran myself, I'd greatly enjoy the health insurance that the present 
policy allows me to take advantage of, at the taxpayers’ expense. Personally, 
however, I'd prefer to pay the lessened taxes resulting from the elimination of 
this enormous drain to support enough hospitals to take care of the army of 
non-Service-connected cases at present being treated, not to mention the ava- 
lanche that will follow. I earnestly urge you to study this situation and then 
to do your best to terminate an undoubted abuse. 

Cordially yours, 
FRANK Howarp RIcHARDSON, M. D. 


CusHING, OKLA., July 9, 1953. 


Hon. B. W. Kearney, 
Chairman, Hospital Subcommittee, 
House Veterans’ Affairs Committee, 
House Office Building, Washington, D. C. 


Deak Str: I wish to express my views on hospital care for veterans. I am a 
World War II and Korean veteran (separated June 3, 1953). I think it is ab- 
solutely wrong to allow any veteran to claim “inability to pay” falsely for 
hospitalization of non-service-connected disability. I am writing a friend today 
who served as a physician in a Veterans’ Administration hospital not long ago. 
He was so outraged at the Veterans’ Administration policies of accepting anybody 
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and everybody for anything that he almost quit. I hope he will go into detail 
about his experiences. 

I have no other close contact with this situation—except experiencing diffi- 
culty in collecting from Veterans’ Administration for care of veterans (never got 
a cent) coming to me for medical attention. However, it is plain that aside from 
moral issues this ‘Veterans’ Administration free care” is leading to socialized 
medicine. 

Sincerely, 
W. A. Waters, M. D. 


CuarvorteE, N. C., July 10, 1953. 
Representative B. W. KEARNEY, 
Washington. 

Dear Sie: Millions of citizens and veterans among which I may be counted 
are strongly opposed to the give-away policy of the Veterans’ Administration 
toward non-service-connected disability. It is just another form of socialism. 
Hope you will fight effectively. 

Sincerely, 
R. M. BELL. 


WasuHinoton, D. C., July 10, 1953. 
Representative B. W. KEARNEY, 
House Veterans’ Affairs Committee, Washington, D. C. 

DeAR CONGRESSMAN KEARNEY: As a physician and a veteran I am writing to 
express my opposition to the care in Veterans’ Administration hospitals, of 
veterans with non-service-connected disabilities. There is absolutely no justi- 
fication for this practice legally, morally, or financially. It means less adequate 
care for those with service-connected disabilities and an unbearable financial 
burden on the rest of the population who could use the tax money used for 
much better and more efficient medical care of all civilians in the locality. After 
alla great majority of us are civilians even though we are veterans. 

Sincerely, 
JoHn O. Nestor, M. D. 


Tucson, Ariz., July 9, 1953. 
Hon. B. W. KEARNEY, 
House of Representatives, Washington, D. C. 


Dear CONGRESSMAN K®ARNEY: I am a World War II veteran with 2 years’ 
overseas duty and have11 battle stars. 

I have a son 18% who will undoubtedly serve his time in some branch of the 
Armed Forces in the very near future. To our way of thinking, this is a privilege, 
and my son is being taught, L hope, not to expect his fellow citizens, who because 
of physical disabilities, age, etc. are unable to take advantage of this privilege, 
to shower him with so-called veterans’ benefits at the completion of his tour of 
duty. 

Our veterans have all been taught to expect too much for the privilege of serv- 
ing their country. I am bitterly opposed to unnecessary benefits such as no- 
service-connected benefits administered by the Veterans’ Administration. These 
so-called obligations are certainly not justifiable and should be discontinued at 
once. 

Sincerely yours, 
MaxweE.i R. Patmenr, M. D. 


LITTLE Rock, Ark., July 10, 1958. 
Hon. B. W. KEARNEY, 
Chairman of Hospitals Subcommittee of House Veterans’ Affairs Com- 
mittee, Washington, D. C. J 
Dear Str: Iam a veteran of World War I. I am opposed to non-service-con- 
nected disability treatment for veterans by the Veterans’ Administration. This 
runs up the cost of medical care tremendously and increases my taxes, which are 
already too high. 
I believe that a veteran with a service-connected disability should receive the 
best of care. 
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Please vete against continuation of non-service-connected disability medical 
care 
Very truly yours, 
J.N. Compton, M. D., F. A. ©. P. 


PROVIDENCE, R. I., July 10, 1958. 
Hon. B. W. KEARNEY, 
United States Representative, 
Washington, D. C. 

My Dear Mr. Kearney: It has recently been brought to my attention that 

ie Hospitals Subcommittee of the House Veterans’ Affairs Committee started 
publie hearings on July 8, 1953, and will devote much of its efforts to eligibility 

f veterans for VA hospitalization. Although I am a veteran myself, I would 
ike to take this opportunity to inform your committee that I am strongly 
opposed to the Veterans’ Administration continuing their policy of hospitalizing 
any veteran at any time for any disability, whether service-connected or not, 
requiring only that he make a statement that he is unable to pay necessary 
expenses for hospital or domiciliary care. This giant of socialized medicine 
which the Government has sponsored for so long has gained the support of 
the Communists and Socialists, as well as some veterans’ organizations. 

I was glad to have the opportunity to serve my country and would be glad 
to do so again if the occasion should make it necessary. I would expect, how- 
ever, upon my return to civilian life, that any illness which was not directly 
related to my term of service would be ineligible for care by the VA. 

We have a veterans’ hospital right here in Providence, and the stories that 
we hear relating to abuses would really curl your hair. It seems quite needless 
for me to repeat any of these stories in view of my inability to prove many of 
them conclusively, but I like to believe that where there is smoke there is fire. 

The continuation of the policy of the VA, despite the attitude and convincing 
salesmanship of Vice Adm. Joel T. Boone, is in the process of selling American 
medicine down the river. The costs are mounting, and the quality of medical 
care is decreasing. It would be most refreshing to many of us who pay the bills 
to see a change in the overall policy of the Veterans’ Administration hospitals. 

Very truly yours, 
OrLAND F. Samira, M. D. 


Denver, Coro., July 10, 1953. 
Hon. B. W. KEARNEY, 
Representative from New York, 
Washington, D. C. 

Dear REPRESENTATIVE KEARNEY: As a veteran of World War II, I beg your 
committee to consider what the present VA medical-care program is doing to 
all good American citizens. Just think of the tax money which goes to provide 
care for veterans with nonservice ills and injuries, medical care which, pro- 
vided on a private basis, is much quicker and possibly even cheaper to the veteran 
in terms of time lost from his job and the veteran’s part of taxes. 

Right now, when citizens are very tax-conscious and when the administration 
is trying to balance the budget, is the time to curb the unwanton expansion of 
VA facilities and services. All thinking people know the reckless spending of 
the last administration must stop and the estimated saving of $600 million a 
year, which is required to provide care for nonservice illnesses and injuries, is 
a real saving. 

I beg your committee to take a firm stand and stop the medical care for non- 
service illness and injuries. 

Respectfully submitted. 

WiIttraM R, Lipscoms, M, D. 


Beaumont, Tex., July 10, 1953. 
Representative B. W. KEARNEY, 
Washington, D. C. 
Dear REPRESENTATIVE KEARNEY: As a member of the medical profession and 
of the Association of American Physicians and Surgeons, I want to request that, 
when the Hospitals Subcommittee of the House Veterans’ Affairs Committee 
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start their public hearings, I hope that you vote for revising the VA medical 
program so that only veterans with service-disconnected disabilities will be 
eligible for care. 

I am sure you realize that the term “veterans” is a very loose one, and I hope 
that you will vote for those who are genuinely eligible, so that the Veterans’ Ad- 
ministration will be placed back on a sound base. 

I thank you. 

Very truly yours, 
R. T. Lomparpo, M. D., F. A. C. 8. 


INTERNATIONAL ASSOCIATION OF ALLERGOLOGY, 
Minneapolis 2, Minn., July 9, 1953. 
Hon. B. W. Kearney, 
Chairman of the Hospitals Subconunittee of the 
House Veterans’ Affairs Committee, 
House Ofice Building, Washington, D. C. 

Dear Mr. Kearney: I have made 3 trips through Burope in the past 15 
months and saw the evils of government control of medical care, particularly in 
England. I have interviewed many of my patients who have served in the Armed 
Forces who have expressed themselves as opposed to Government medical care 
for yeterans whose injuries or illnesses are not service-connected. The physi- 
cians of the United States are also opposed to the Veterans’ Administration 
taking care of two-thirds of their patients who have non-service-connected dis- 
abilities. I believe this is not from a selfish standpoint. As a rule physicians 
are patriotic humanitarians, are opposed to socialism and communism, and can 
see the evils of this infiltration which is so helpful to these subversive groups. 

I sincerely believe that if there is no restriction placed on eligibility of vet- 
erans for VA hospitalization this will soon be followed by a bill to take care of 
the medical problems of the families of veterans at Government expense. This 
will only serve to force the American public to sink deeper into the mire of an 
unbalanced Federal budget. It also serves to divert their tax money to rehabili- 
tate and enlarge local civilian facilities and makes it impossible to give proper 
medical care as it should be given if we are going to remain a free people. 

I hope you will seriously consider amending the Veterans’ Administration 
Act to provide for the care of veterans with service-connected disabilities only. 

Very sincerely yours, 
Frep W. WIrTIcH, M. D., 
President. 


Borrao, July 10, 1953. 
Hon. B. W. KEARNEY, 
House Office Building, Washington, D. C. 


Dear Sir: I understand that the Hospital Subcommittee of the House Veterans’ 
Affairs Committee is holding special public hearings to consider eligibility of 
veterans for VA hospitalization. 

Being a veteran of this last war with 2% years overseas service, I feel I can 
express myself with deep understanding of the need for the best possible care 
of service-connected injuries. 

However I do not see why the taxpayer should care for nonservice-connected 
injuries or disease. Most of the men have private insurance anyway. It is 
must better that they be free and self-reliant so they can go to the doctor of their 
choice. We must keep the people of this country away from the pitfalls of com- 
munism and socialistic trends. I also feel that many of the patients in the vet- 
erans hospitals are there much too long. It is wasteful and not good for the 
boys. We need to keep our voluntary hospitals and the American type of prac- 
tice of medicine. 

I hope you and your committee will study this problem very carefully. 

Sincerely, 


Henry N. KENwWFLL, M. D. 
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GREENVILLE, S. C. 
Hon. B. W. KeaRBneEy, 
Chairman of the Hospitals Subcommittee of the 
House Veterans’ Affairs Committee, 
House Office Building, Washington, D. C. 

DeArg Sire: As a taxpaying citizen first and a fact-knowing doctor second, I 
hereby urge that you and all other thinking members of your committee do all 
you can to defeat the effort of those who would urge that we continue to take 
care of nonservice-connected disability of our veterans. If we undertook to care 
for all the medical needs of veterans (other than those that are service connected) 
why not furnish free groceries, free vacations, et al., and when you do, advise 
and I'll apply for those benefits, because I’ve a lot of grocery-hungry kids I have 
to provide for. 

Seriously, though, please believe that all honest doctors (some are not) would 
be and are now more than willing to care for our indigent sick veterans and non- 
veterans, but, please note, on the local level. Who can better judge those who 
claim indigency than local doctors? 

If the Republican administration and Congress continues its splendid record 
we will take South Carolina in 1956, 

Kindest regards, 
W. H. Powe, Jr., M. D. 


Cuicaco 80, ILL., July 9, 1953. 
Hon. B. W. KEARNEY, 
Chairman, Hospital Subcommittee, 
House Veterans’ Affairs Committee, 
House Office Building, Washington, D. C. 

DeaR Mr. KEARNEY: For a considerable number of years now the Veterans’ 
Administration has been rendering, free of charge, medical and hospital services 
to all veterans, whether their illness has been service-connected or not. 

Certainly no one can have any quarrel with the Veterans’ Administration fur- 
nishing the finest medical care or hospitalization to any veteran for any service 
connected disability, and I do not think there would be much quarrel with fur- 
nishing such services to a veteran who unquestionably was unable to pay for non- 
service disability, although, of course, the latter becomes somewhat difficult in 
administration. It does seem perfectly ridiculous, however, to furnish these serv- 
ices to any veteran for any of his other disabilities which may occur in civilian 
life, and particularly so when he is able to pay for such service. 

Recent statistics indicate that somewhere in the neighborhood of two-thirds of 
the cases now being treated by the Veterans’ Administration are for non-service- 
connected disabilities. As the years progress, this can only become larger and 
larger and as a consequence would seem to lead directly to socialized medicine 
and ultimately to socialization of the country. It seems entirely un-American for 
a certain segment of the population to receive this special treatment, particularly 
when you consider that hundreds of thousands, although in uniform, never saw 
any active service any more than the hundreds of thousands in factories and 
plants throughout the country who were producing for the armed services and 
who of course are not eligible for this treatment. 

I certainly wish to urge that you and your committee will do everything pos- 
sible to avoid this special favoritism in the best interests of the country as a 
whole. 

Sincerely, 
P. B. TILLMAN. 


ToreKA, KAns., July 9, 19538. 
Hon. B. W. KEARNEY, 
Chairman, Hospitals Subcommittee, 
Washington, D. 0. 


Dear Sire: This is to protest the unfair and socialistic practice of the Veterans’ 
Administration in supplying medical and hospital care for nonservice-connected 
disabilities. 

I would protest if a veteran, merely by stating that he could not afford it, were 
to get free food, clothing, shelter, radios, TV’s, or other commodities. 

At the time of the last election, we thought that we were turning the rascals 
out. We thought that the new broom would bring into the Government, new men 
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who would have the courage to stand against pressure groups, including the very 
powerful veterans ones. 

From firsthand knowledge, I knew of many cases which go to the VA from this 
community, and which cannot be considered service-connected. Kvery veteran 
who gets beaten, shot, or knifed in a drunken brawl, is, for some reason sent im- 
mediately to the VA hospital, rather than to one of the community hospitals. 

Our State officials have been known to have their nonservice-connected hernias 
repaired or their hemorrhoids removed—after signing a statement that they 
cannot afford medical expense. Of course they can’t afford it if it interferes 
with payments on the new Cadillac or television set. 

After a profitable harvest of wheat, many of the wards are full of farmers who 
are in for elective surgery now that things have slowed up on the farm, (1 could 
probably go on for hours.) 

The argument of the socializers is that the VA is taking care of degenerative 
diseases and mental disorders which otherwise be thrown on the mercy of the 
community. Of course they would. However, if the communities weren’t taxed 
so much, there would be more hospital beds available in the communities to take 
care of the charity cases. We would rather take care of our indigents, in our 
own way, at the local level. 

Very truly yours, 
DoNALD MACRAE. 


[Post card] 


DusvuquE, lowa, July 12, 1953. 


Hon. B. W. KEARNEY, 
House Office Building, Washington, D. C. 

Dear CoNGRESSMAN KEARNEY: I beesech you to please put a stop to the bu- 
reaucratic racket of free medical and hospital care for non-service-connected 
disabilities. 

Thank you. 

Joun THorson, 


Rocky Mount, N. C., July 13, 1953. 
Representative B. W. KEARNEY, 
House of Representatives, 
Washington, D. C. 

DrAR REPRESENTITIVE KEARNEY: At the present time there is probably before 
your Veterans’ Affairs Committee hearings which are devoted to determining 
the eligibility of veterans for VA hospitalization. As a physician and a veteran 
I am fully aware of the responsibility of the Government to give the finest 
medical care possible to veterans who have developed a disease or who have 
been wounded or injured while serving their country. On the other hand, I 
am strongly opposed to giving special privilege medical care to the far larger 
group of veterans whose disabilities have no relationship whatsoever to their 
military service. 

It seems to me that this is a definite step on the part of the Veterans’ Ad- 
ministration to put us into socialized medicine through the back door. In 
these days when every possible effort is being made to reduce the cost of Gov- 
ernment operation it seems that this is a golden opportunity to reduce the cost 
in this one particular field. By eliminating services to non-service-connected 
disabilities there should be a considerable saving. 

You are urged, therefore, to exert your influence to rewrite the Veterans’ 
Administration Act to provide medical care and hospitalization services to 
veterans with service-connected disabilities only. I am eonfident that most 
veterans do not want special privilege medical care and would not approve of it 
anymore for themselves than they would for other groups of citizens if they 
understood that continuance and enlargement of the present program even- 
tually will inflict socialized medicine with all of its inferiorities and inequali- 
ties on all citizens. 

With my appreciation for your time and efforts, I am 

Sincerely yours, 
S. F. Horwe, M. D. 
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Garrett, Inp., July 11, 19538. 
Representative B. W. KEARNEY, 
Chairman, Hospital Subcommittee, 
Veterans’ Affairs Committee, Washington, D. C. 

Dear Str: I am a veteran of World War I, and a member of the American 
Legion since its inception, remembering very well the beginning of the Veterans’ 
Administration and have watched its growth to its present enormous size. 

I believe in the idea of the Federal Government caring for its disabled vet- 
erans in the best possible way, but am definitely opposed to the extension of 
this service to the veteran who served and was in no way hindered from living 
a normal life afterward. 

With World War II and the Korean war and the prospect of a continuous 
war, with our armed services scattered all over the world, I shudder at the 
eventual cost of the service as now being practiced, bearing in mind the fact 
that the veteran population will eventually be the major part of the population 
and that the veteran will more and more become the taxpaying element. 

It would be much to his advantage to carry his own sickness and hospital 
insurance, since it would be much more economically managed than Federal 
agencies. 

Therefore, I hope you will rewrite the law, taking out the pauper provision 
as at present exists, which allows shortsighted individuals to get treatment for 
any disease or disability at Government expense. 

Thanking you for your consideration and work along this line, I am 

Yours sincerely, 
D. M, ReYNoLps. 


JULY 11, 1953. 
Hon. B. W. KEARNEY, 
House of Representatives, Washington, D. C. 

DEAR REPRESENTATIVE KEARNEY: I wish to present my protest over the un- 
warranted and unfair Veterans’ Administration practice of supplying medical 
and hospital care to veterans with non-service-connection disability. 

Very truly yours, 
B. PAYNE PALMER, M. D. 


Bast Syracuse, N, Y., 
July 11, 1953. 
Hon. B. W. Keakney, 
Chairman, Hospitals Subcommittee, 
House Veterans Affairs Committee, Washington, D. C. 

DEAR CONGRESSMAN KeaArRNEY: May I register my protest and disapproval of 
continuing free medical care given by VA for servicemen for nonservice-connected 
disabilities? 

In justice I see no justification of use of taxpayers’ money (my money included 
as well as taking away a part of my livelihood) to pay for such care. 

Those unable to pay should be treated by welfare funds directly or indirectly 
same as anyone else. 

And that budget has got to be balanced. 

Please do not give in to this pork-barrel socialistic grab. 

Thank you. 

Very truly yours, 
RayMOND A, ABEND, M. D., 
Veteran War 1917 and formerly Legion Member. 


———ooe 


LOUISVILLE, Ky., July 12, 1953. 
Hon. B. W. Kearney, 
Chairman of the Hospitals Subcommittee of the 
House Veterans’ Affairs Committee, Washington, D. C. 

GENTLEMEN: The following message is directed to your entire committee, for 
I feel that all of you desire to know the opinions of the citizens of this great 
country. 

I would like to raise my voice, not only as a general practitioner of medicine 
but as a veteran, against the continuation of the policy of the Veterans’ Admin- 
istration hospitals furnishing free medical care for non-service-connected disa- 
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bilities. The non-service-connected disability type of cases do not belong in VA 
hospitals. 

Many investigations and surveys, as well as official reports released by the 
VA, have revealed irrefutably that about two-thirds of the patients in VA 
hospitals are those with non-service-connected disabilities. For example, the 
total number of patients in August 1952 was 97,836, of which 63,324 were hospital- 
ized for diseases or injuries which were not suffered as a result of their military 
service. Also, the American Medical Association committee discovered that, in 
1951, 432,995 patients, 84.6 percent of all patients discharged from VA hospitals 
that year, were not veterans with service-connected disabilities. Actually, they 
were veterans who were in VA hospitals because of diseases or injuries incurred 
after they had returned to civilian life. 

In my city anyone injured and brought by the police to the emergency room of 
the Louisville General Hospital is referred to the veterans’ hospital as soon as 
it is learned that he is a veteran. No inquiry as to what his financial status is 
made, but if he is a veteran he is only given first-aid care and sent on to the VA 
hospital. The needy patient should be cared for in the Louisville General 
Hospital and not at the VA hospital. 

Being a veteran myself, I feel that I can speak freely my thoughts in this mat- 
ter, and I further believe and know that they are the thoughts of many others, 
for many medical organizations of which I am a member or delegate or committee 
member have already gone on record against this pernicious practice of the VA. 

I do not believe that because I once was in one of our wars (over 4 years in 
USNR as a medical officer, now at the rank of captain in Medical Corps) that I 
am entitled to complete medical coverage for all that may happen to me through- 
out all my life from our Government. At a time when taxes have reached the 
saturation point for every family some thought should be given by every citizen 
regarding how our Government can cut down on expenses to reduce this load. 

The problem of VA medical care for service-connected cases alone is an enor- 
mous one, but if one adds the potentials of an ever-increasing number of veterans 
yearly (as they grow older more non-service-connected disabilities) the ultimate 
costs reach a fantastically staggering sum. Mr. Bisenhower—and may God bless 
him, for he is doing a fine job—and his experts are deeply mired at present in 
an unbalanced Federal budget and an aboutface by the VA—that is, treating 
only service-connected cases—would save hundreds of millions of dollars 
annually. 

The VA states that there are not enough hospitals in the United States to care 
for non-service-connected cases outside of the VA hospitals. If this is so, one 
of the principal reasons for it is because local resources have been confiscated 
through extraction of taxes to expand the VA hospitals, as well as other Federal 
projects which rightfully should be taken care of locally in our own State or 
county or city. 

I know of several cases of elective surgery being performed in our local VA 
hospital on veterans of World War I, such as hernia, thyroidectomy, hemor- 
rhoidectomy, appendectomy, and others which certainly were not service con- 
nected but were new or acute conditions. If two-thirds of the beds are used for 
this type of case, then I know why I was unable to have a young veteran admitted 
who developed active pulmonary tuberculosis with cavity formation in 1948 
(within 18 months from the time of his discharge from the Armed Forces). He 
was refused admission by the local general hospntal and the county TB sana- 
torium because he was a veteran, and only after 4 more months later, when he 
required a pneumonectomy, was he finally admitted to a VA hospital at Outwood, 
Ky. 

‘About 1 year or less has elapsed since the new VA hospital was opened for 
patients in our city. Prior to that time, from about 1946 on, the VA had the 
Nichols General Hospital for its patients and used about 1,000 or more beds 
and kept them filled at all times. When the new VA hospital was first utilized 
there was a period of several weeks that only emergency cases were admitted, 
for they had to reduce their census from 1,000 to about 700 during that transi- 
tional period. I know this oecurred, for I attempted to have a son of one of my 
patients admitted who was severely ill with nephritis and uremia. He was re- 
fused admission until he was so ill that he passed away within a few days after 
entering the hospital. 

I do not mean to criticize the VA, but I believe that your committee would 
like to know what we as citizens have seen with our own eyes. 

Many a patient tells me like one man did 2 years ago. He was complaining 
about helping his son by paying the hospital expenses for the birth of the son's 
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child; but in the next minute he was telling what excellent care he received at 
the VA Nichols General Hospital when he was there 6 weeks for a thyroidec- 
tomy. He was a man in the late 50’s and had been in the Army during World 
War I; so, I am certain that the toxic thyroid was not service connected. He 
was well able to take care of his own expenses as well as his son’s. I definitely 
feel that Congress should amend the Veterans’ Administration Act, to provide 
for the care of veterans with service-connected disabilities only. The amend- 
ment should carry the directive for the VA to return non-service-connected cases 
of tuberculosis and neuropsyphiatric disorders to local community facilities. 

In my own community there are over 100 empty beds in our Louisville General 
Hospital, and a like number in our county TB sanatorium. If there are veterans 
who are unable to pay for their medical care and hospitalization, then there are 
plenty of beds in those 2 institutions. 

Thanking you for your service to the Nation in your present capacities, I am, 

Sincerely yours, 
Tuomas V. Gupex, M. D. 


Houston, Tex., July 11, 1958. 
Representative B. W. KeaRrNgy, 
House Office Building, 
Washington, D.C. 


Dear REPRESENTATIVH KEARNEY: It was my privilege to serve my country in 
World Wars I and II. My sympathy, interest, and concern is indeed for the men, 
so-called veterans, who have served in time of war. Also, my concern is for the 
welfare of our country and the continuance of our democratic way of life. Surely 
there are many abuses in our veterans’ hospitals, and I wish to speak out in 
strong opposition to the care of veterans for conditions which are non-service- 
connected. If we continue to follow the unwarranted, expensive, and socialistic 
present practice of treating veterans for all types and kinds of illnesses, the cost, 
already too high, will soon be staggering, and the good American way of private 
medical practice will have been dealt a serious blow. I urge you and your com- 
mittee to bring about the needed reforms. 

Yours truly, 
CHARLEs 8S. ALEXANDER, M. D. 


Baxutrmore, Mp., July 13, 1958. 
Re VA medical care for non-service-connected patients 
Honorable B. W. KEARNEY, 
Chairman, Hospital Subcommittee of the 
House Veterans’ Affairs Committee, 
Washington, D.C. 


Dear Mr. KEARNEY: All our three children were actively helping in the last 
war, and naturally Mrs. Hunner and I are sympathetically disposed toward any 
just claims of the postwar veterans. 

After 56 years in the study and practice of medicine, I retired 4 years ago at 
the age of 81 years. So, the only way the present nationwide racket of the 
Veterans’ Administration to socialize medicine affects me is to unjustly raise my 
annual taxes, in order to furnish free medical service to a vast proportion of our 
population who are capable of taking care of their legitimate medical and 
surgical needs. 

I trust your committee can head off this iniquitous legislation. 

Sincerely, 
Guy L. Hunner, M. D. 


INTERNATIONAL ACADEMY OF PROCTOLOGY, 
Flushing, N. Y., July 10, 1958. 
Representative B. W, Kearney, 
Chairman of the Hospital Subcommittee, 
Veterans’ Affairs Committee 
Dear Str: We believe that veterans who have been wounded or injured while 


serving their country, or who have developed any disease under these circum- 
stances, should be given the finest medical care possible. 
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We also believe that there should be no special; privileged medical care for 
veterans whose disabilities have no relationship whatsoever to their military 
service. This type of medical care represents socialized medicine. 

Please consider this a formal protest against the unwarranted supplying of 
medical and hospital care to veterans with non-service-connected disabilities. 

Sincerely, 
ALFRED J. CANTOR, M. D. 


Mount Olive, N. C., July 12, 1958. 
Hon. B. W. Kearney, 
Washington, D.C. 

Dear Mr. KEARNEY: We have now here in North Carolina a large veterans’ 
hospital, near Fort Bragg. We will soon have 2 or 3 more in this State for care 
of veterans. I live only about 50 miles from the hospital at Fayetteville near 
the fort at Bragg 

We doctors down this way are utterly disgusted with the Veterans’ Admin 
istration and the way they are admitting and treating non-service-connected 
veterans. We think it is the surest and best method of getting socialized 
medicine in these United States. 

Here is an illustration. I have a neighbor: this old sot saw only a few months’ 
training in the First World War, never saw any actual fighting, fact he never 
went overseas, now when he gets on a drunk he is rushed to the Fayetteville 
Veterans Hospital, stays a few weeks at Government expense. 

I see lots and lots of just such cases, of course, it seems they can all get in 
the hospital on the grounds that they at one time in their lives were in the 
Armed Forces. I sent one over there yesterday, his mother said he was nervous 
and on questioning her closely she admitted that he had been on a drinking spree. 
No service connection, still he had to be nursed, pampered, and cared for at 
public expense. 

This special privilege granted veterans and they are asking for more does 
not seem right to m«¢ This term “veteran” is a loose one, the Socialists and 
Communists say it is patriotic to give every veteran special privileges, then 
they say to him, “‘See what we have done for you”? They are using this as a 
back-door entrance for socialized medicine. 

You remember Hitler said, “Give me control over the doctors and hospitals 
and I'll control everything else.” 

Yours truly, 
A. M. McCurston, M.D. 


LAS VEGAS, N. Mex... July 78, 1952. 
Hon. B. W. KEARNEY, 
United States Representative, 
House Office Building, Washington, D. C.: 

Strongly urge your committee to recommend amendment of the Veterans’ Ad 
ministration Act to limit medical care of veterans to service-connected disabil- 
ities only. 

H. M. Mortimer. 


Fort Worth, TEx. 
Hon. B. W. KEARNEY, 
United States Representative, 
House Office Building, Washington, D. C. 

Deak Str: As a veteran of World War II, as a former employee of the Veterans’ 
Medical Department, and as a private citizen, may I urge you to change the 
existing policy of non-service-connected medical care in VA hospitals. Veterans 
in our area are hospitalized and treated for acute emergencies such as appendi- 
citis and cholecystitis and are treated for many conditions not connected with 
service. When I worked in a local VA clinic I saw men of good income receiving 
free medicine for hangovers, sore throats, colds, diarrhea, and gonorrhea. I 
think such practices are morally and legally unjust. Let’s get rid of some of 
these parasites in our veterans’ program. 

Sincerely, 
Rosert D. Bickg., M. D. 
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GLENDALE, CA.ir., July 13, 1953 
Representative B. W. KEARNEY, 
Washington, D. C. 

Dear Str: My husband, who was an officer in the Navy during World War I, 
is a patient in the hospital (not veterans); he asked me to tell you that as 
taxpayers, we are violently opposed to giving medical care to veterans for 
disabilities that are non-service-connected. 

These vote-buying grants are thoroughly dishonorable and dishonest. We 
are getting fed up with the Santa Claus performances. 

We ask for your help in defeating this bill. 

Very cordially yours, 
Susan W. HutTcHINson. 
Wm. W. HuTcHInson. 


DiIcKINson, TEx., July 14, 1953. 
Hon. B. W. KEARNEY, 
House of Representatives, 
Washington, D. C.: 
Please abolish the abuses in the present VA free care for non-service-connected 
iliness. 
Dr. ANDREWS J. MAGLIOLO 


Crry oF PHILADELPHIA, 
DEPARTMENT OF PusLic HEALTH, 
Philadelphia 4, Pa., July 13, 1953. 
Representative B. W. KEARNEY, 
Chairman, Hospitals Subcommittee, 
House Veterans’ Affairs Committee, 
House of Representatives, Washington, D. C. 

Dear Str: I am writing to you with reference to the hearings which your 
ommittee is holding beginning July 1953. It will be obvious from a glance 
t the above letterhead that my position is that of an opponent of certain of the 
principles of the present veterans’ hospitalization program. 

Being assured in my own mind of your absolute familiarity of the pros and 
cons of the issues under discussion, I shail not dwell upon them. My primary 
purpose in writing to you is to add one vote against the practice of allowing 
veterans to be hospitalized for non-service-connected disabilities. Having served 
n the armed services myself, I feel that I am in a position to voice my opinion. 
It would appear that if Congress as a unit would cause an elimination of this 
sort of practice, no individual Congressman would come under any unjustified 
criticism. 

Sincerely yours, 
WiuraM B. Scuwarrz, M. D. 


Rocky Mount SANIrarrom, INc., 
Rocky Mount, N. C., July 12, 19538. 
Congressman B. W. KEARNEY, 
Chairman, Subcommittee, House Veterans’ Affairs Committee, 
House Office Building, Washington, D. O. 


DEAR CONGRESSMAN KEARNEY: I am delighted to hear that your subcommittee 
is holding open hearings on the eligibility of veterans for hospitalization. 

As a physician and a veteran, I feel free to voice my opinions on this subject. 
After an individual returns from service and takes his place in the community, he 
certainly has no right to expect free hospitalization any more than free hous- 
ing, free feeding, or any other handout from the Government. I am sure that 
you and your committee are aware of the great dangers continuation of this 
program thrusts upon our Nation and our economy. In addition to the great 
unnecessary expense involved, it is another step toward total socialization. 

I trust that with the facts that you uncover in your hearings that the Vet- 
erans’ Administration hospitalization program will cut down to the extent that 
its patients will be those with service-connected disability only. 

With best wishes, I am, 

Sincerely yours, 
Rosert D. Kornecay, M. D. 
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Fort Wortn, Tex., July 13, 1953. 
Hon. B. W. KEARNEY, 
House of Representatives, 
Washington, D. C. 

Dear Mz. Kearney: I wish to add my voice to those who are calling for the 
curtailment of VA hospitalization and outpatient care. No one can deny the 
responsibility of the Government to give the finest possible care to those whose 
difficulties are service connected. On the other hand, medical care for non- 
service-connected troubles is a special privilege no more logical than free food, 
clothing, housing, utilities, or transportation. 

There has been much talk of balancing the budget. On the domestic front the 
VA $600 million could stand a vigorous pruning hook. 

One of the arguments advanced by VA is their medical-training program. The 
training of medical specialists is only a sideline—not a major purpose of the VA. 

Let’s do away with special privilege. 

Sincerely, 
Mat Rump3s, M. D. 


Amiry, Oree., July 13, 1958. 
Hon. B. W. KEARNEY, 
Chairman of Hospitals Subcommittee of the House Veterans’ Affairs 
Committee, Washington, D. C. 


Dear Str: I am very much opposed to the Government providing hospital and 
medical care for nonservice-connected disabilities of veterans. 

I think it is an imposition on the people of America to provide such services. 

As past president of the Yamhill County Oreg., Medical Society, I can assure 
you that the medical profession in this county are definitely opposed to such free 
services. 

Very truly yours, 
Dr. Cuas. H. Law, M. D. 


Los ANGELES 5, Cauir., July 13, 1958. 
Hon. B. W. KEARNEY, 
Representative, Chairman of the Hosiptals Subcommittee of the House 
Veterans’ Affairs Committee, Washington, D. C. 

Dear Str: I am writing this to urge you and the members of your committee 
to consider with all the care possible the matter of eligibility of veterans for VA 
hospitalization. 

As a veteran myself, I approve the giving of medical care to veterans with 
diseases, wounds, or injuries incurred while serving actively in the military 
forces. 

As a veteran myself, I thoroughly disapprove of hospitalization and medical 
care being given to veterans with non-service-connected disabilities. I am ap- 
palled by the number of individuals who are now patients in VA hospitals 
because of nonservice-connected disabilities and I feel strongly that there is no 
more justification for this than there would be in giving to the same individuals 
free housing, food, or clothing. Furthermore, I believe very strongly that if this 
practice of hospitalizing patients with nonservice-connected disabilities is con- 
tinued it will pave the way for the socialization of medicine in the United States, 
and that, in turn, will be a forerunner of socialization of other professions and 
industries. Certainly all of us who have the welfare of our country at heart, and 
particularly those of us who gave our time and energy in the military service, 
wish to avoid this at all costs. 

I, therefore, strongly urge you and the members of your committee to do every- 
thing possible to see that the Veterans’ Administration Act is rewritten so as to 
provide medical care and hospitalization services to veterans with service-con- 
nected disabilities only. 

Sincerely yours, 
Ben L. Bryant. 
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[H. R. 4601, 83d Cong., 1st sess.) 


A BILL To clarify the law pertaining to hospital, domiciliary, and medical care of veterans, 
and for other purposes 


Be it enacted by the Senate and House of Representatives of the United States 
of America in Congress assembled, That section 6 of Public, Numbered 2, Seventy- 
third Congress, as amended (38 U. 8. ©. 706), is amended to read as follows: 

“Sec. 6. The Administrator of Veterans’ Affairs is hereby authorized under 
such limitations as he may prescribe, and within the limits of existing Veterans’ 
Administration facilities, to furnish to men discharged, under conditions other 
than dishonorable, from the Army, Navy, Air Force, Marine Corps, or Coast 
Guard for disabilities incurred in line of duty or to those in receipt of compen- 
sation for service-connected disability, and to veterans of any war, including 
the Boxer Rebellion and the Philippine Insurrection and persons of service as 
prescribed by Public Law 28, Bighty-second Congress (38 U. S. C. 745), domi- 
ciliary care where they are suffering with permanent disabilities, tuberculosis, or 
neuropsychiatric ailments and medical and hospital treatment for diseases or 
injuries. Any veteran of any war, suffering from disability, disease or defect, 
who is in need of hospitalization or domiciliary care and in the judgment of the 
Administrator is unable to defray the necessary expenses therefor (including 
transportation to and from the Veterans’ Administration facility), shall be 
furnished necessary hospitalization or domiciliary care (including transporta- 
tion) in any Veterans’ Administration facility, within the limitations existing 
in such facilities, irrespective of whether the disability, disease, or defect was 
due to service. In prescribing limitations, hereunder, the Administrator shall 
provide preference in admission to a Veterans’ Administration facility, next to 
that afforded veterans for service-connected disabilities, to veterans of any war 
in need of extensive hospital treatment for chronic or long-term non-service-con- 
nected ailments which, in his judgment, will incapacitate them from earning a 
living for an indefinite period and a finding of inability to defray the necessary 
expenses (including transportation), shall not be required in the case of such 
veterans and such veterans shall not be subject to the proviso, hereof: Provided, 
That the Administrator is authorized to collect from any veteran of any war ad- 
mitted to a Veterans’ Administration facility for necessary hospital care of a 
non-service-connected disability, disease or defect a part of the established rate 
for such hospital care in any case where (1) the veteran agrees to pay such 
rate in part or (2) the Administrator finds that the veteran is able to pay such 
rate in part and in either case the amount of such charge shall constitute a 
liability of the veteran.” 


[H. R. 5007, 83d Cong., 1st sess.] 


A BILL To prescribe certain limitations with respect to out-patient dental care for war 
veterans 


Be it enacted by the Senate and House of Representatives of the United States 
of America in Congress assembled, That Veterans’ Administration Regulation 
Numbered 7 (a) is hereby amended by adding the following sentence thereto: 
“Notwithstanding the foregoing provisions and the provisions of section 6 of 
Public, Numbered 2, Seventy-third Congress, as amended, no outpatient dental 
services or dental appliances with respect to a service-connected dental disability 
which is not compensable in degree shall be furnished after the end of three 
years from separation from active service or one year from date of enactment of 
this amendment, whichever is later, unless application therefor is approved and 
the need therefor is determined to exist prior to the end of such applicable period : 
Provided, That this limitation shall not apply to adjunct outpatient dental serv- 
ices or appliances for any dental condition associated with and held to be 
aggravating disability from some other service-incurred or service-aggravated 
injury or disease.” 


[H. R. 5357, 83d Cong., 1st sess.] 


A BILL To prescribe certain limitations with respect to outpatient dental care for war 
veterans 


Be it enacted by the Senate and House of Representatives of the United States 
of America in Congress assembled, That Veterans’ Administration Regulation 
Numbered 7 (a) is hereby amended by adding the following sentence thereto: 
“Notwithstanding the foregoing provisions and the provisions of section 6 of 
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Public, Numbered 2, Seventy-third Congress, as amended, no outpatient dental 
services or dental appliances with respect to a service-connected dental disability 
which is not compensable in degree shall be furnished after the end of two years 
separation from active service, or six months from date of enactment of this 
amendment, whichever is later, unless application therefor is approved and the 
need therefor is determined to exist prior to the end of such applicable period : 
Provided, That this limitation shall not apply to adjunct outpatient dental 
services or appliances for any dental condition associated with and held to be 
aggravating disability from some other service-incurred or service-aggravated 
injury or disease.” 


[H. R. 5878, 88d Cong., Ist sess.] 


4 BILL To provide more efficient dental care for veterans entitled to receive dental benefits 
under laws administered by the Veterans’ Administration 


Be it enacted by the Senate and House of Representatives of the United 
States of America in Congress assembled, That, in order to provide more effi- 
cient dental care for veterans entitled to recetive dental benefits under laws 
administered by the Veterans’ Administration, the Administrator of Veterans’ 
Affairs shall, within thirty days after the enactment hereof, provide by regula- 
tion for the organization of the Dental Division of the Department of Medicine 
and Surgery to accomplish the following purposes: 

(a) Vest in the Assistant Chief Medical Director for Dental Services the 
responsibility for the establishment of standards and policies for dental and 
oral surgery practice with authority to conduct necessary inspections and sur- 
veys to maintain such standards, which responsibility shall include, but not 
be limited to, the development of educational and training programs for pro- 
fessional and subprofessional personnel, the right to initiate actions on mat- 
ters relating to the appointment, advancement, and transfer of such per- 
sonnel, and the duty to make periodic recommendations concerning effective per- 
sonnel strengths, professional, subprofessional, and clerical, necessary to support 
the dental program. 

(b) Require the Assistant Chief Medical Director for Dental Services to initi- 
ate and maintain a program of dental research for the purpose of improving the 
quality of dental care available to veterans and for reducing or eliminating 
oral disorders which affect them. 

(¢) Provide that the advice and recommendation of the Assistant Chief 
Medical Director for Dental Services be sought and received on all matters per- 
taining to the oral health of beneficiaries of Federal veterans’ programs. 


{H. R. 6015, 83d Cong., 1st sess.] 


A BILL To clarify the law pertaining to hospital, domiciliary, and medical care of \eterans, 
and for other purposes 


Be it enacted by the Senate and House of Representatives of the United 
States of America in Congress assembled, That section 6 of Public, Numbered 
2, Seventy-third Congress, as amended (38 U. S. C. 706), is amended to read 
as follows: 

“Src. 6. The Administator of Veterans’ Affairs is hereby authorized under 
such limitations as he may prescribe, and within the limits of existing Vet- 
erans’ Administration facilities, to furnsh to men dscharged, under conditions 
other than dishonorable, from the Army, Navy, Air Foree, Marine Corps, or Coast 
Guard for disabilities incurred in line of duty or to those in receipt of com- 
pensation for service-connected disability, and to veterans of any war, includ- 
ing the Boxer Rebellion and the Philippine Insurrection and persons of service 
as prescribed by Public Law 28, Eighty-second Congress (38 U. 8. C. 745), domi- 
ciliary care where they are suffering-with permanent disabilities, tuberculosis, 
or neuropsychiatric ailments and medical and hospital treatment for diseases 
or injuries. Any veteran of any war, suffering from disability, disease or defect, 
who is in need of hospitalization or domiciliary case and in the judgment of 
the Administrator, is unable to defray the necessary expenses therefor (including 
transportation to and from the Veterans’ Administration facility), shall be 
furnished necessary hospitalization or domiciliary care (including transporta- 
tion), in any Veterans’ Administration facility, within the limitations existing in 
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such facilities, irrespective of whether the disability, cisease, or defect was due 
to service: Provded, That in establishing an order of preference for the 
dmission of veterans of any war who meet said requirements, preference 
after emergency cases) shall be accorded to those in need of extensive hos 
pital treatment for chronic or long-term non-service-connected ailments to the 
extent that facilities are available for cases in these categories will permit. 
In determining whether the veteran is unable to defray the necessary expenses 
of hospitalization, the Administrator shall take into account, along with other 
factors, the fact that a veteran has an insurance contract, on a prepaid or re 
mbursement basis, covering all or part of needed hospital care, or is otherwise 
covered for all or part of necessary hospital care.” 


HOSPITALIZATION ENTITLEMENT AUTHORITY 
{Section 6, Public Law Number 2, Seventy-third Congress, as amended] 


Spc. 6. In addition to the pensions provided in this title, the Administrator of 
Veterans’ Affairs is hereby authorized under such limitations as he may pre- 
scribe, and within the limits of existing Veterans’ Administration facilities, to 
furnish to men discharged from the Army Navy, Marine Corps, or Coast Guard 
for disabilities incurred in line of duty or to those in receipt of pension for 
service-connected disability, and to veterans of any war, including the Boxer 
Rebellion and the Philippine Insurrection, domiciliary care where they are 
suffering with permanent disabilities, tuberculosis, or neuropsychiatric ailments 
and medical and hospital treatment for diseases or injuries: Provided, That any 
veteran of any war who was not dishonorably discharged, suffering from dis 
bility, disease, or defect, who is in need of hospitalization or domiciliary care 
and is unable to defray the necessary expenses therefor (including transporta 
tion to and from the Veterans’ Administration facility), shall be furnished 
necessary hospitalization or domiciliary care (including transportation) in any 
Veterans’ Administration facility, within the limitations existing in such facili 
ties, irrespective of whether the disability, disease, or defect was due to service 
The statement under oath of the applicant on such form as may be prescribed 
by the Administrator of Veterans’ Affairs shall be accepted as sufficient evidence 

nability to defray necessary expenses. 


HISTORICAL STATEMENT CONCERNING ENACTMENT OF SBCTION 
202 (10), WORLD WAR VETERANS ACT, 1924 

The history of this enactment dates from the aet of April 20, 1922, Public No 
194, 67th Congress, which authorized additional hospital and outpatient facilities 
for the Veterans Bureau, and in section 4 thereof made all Veterans Bureau 
facilities available for Spanish War veterans, including Philippine Insurrection 
ind Boxer Rebellion, having NP and TB diseases. The authority for hospitali 
zation for World War I veterans at the same time included only those who had 
service-connected disabilities of 10 percent or more. (Sec. 502 (6), War Risk 
insurance Act.) 

In 1923 there was initiated under a Senate Select Committee on Investigation 
of the United States Veterans Bureau, of which Senator David A. Reed was 
chairman, an investigation generally known as the O’Ryan investigation, Gen. 
John F. O’Ryan being counsel to the aforesaid committee. At the same time 
here was in the Veterans Bureau, or in connection therewith, a Committee on 
Revision and Codification of Laws as administered by the United States Vet- 
erans Bureau, comprised of representatives of the American Legion, the Disabled 
American Veterans, Military Order of the World War, United Spanish War 
Veterans, Veterans of Foreign Wars, and three staff officials of the Veterans 
Bureau. The said committee agreed upon and recommended a number of amend- 
ments to the basic act, one of them being to authorize hospitalization of all 
honorably discharged veterans in the discretion of the Director of the Veterans 
Bureau. 

On December 19, 1923, the Director, Gen. Frank T. Hines, addressed a letter 
to the President of the United States, Hon. Calvin Coolidge, transmitting these 
proposals, and requesting Presidential consent to their presentation to the Con- 
gress. No. 1 was as follows: 





1856 HOSPITAL CARE AND OUTPATIENT DENTAL TREATMENT 


“To authorize the hospitalization, in the discretion of the Director, of all 
honorably discharged veterans of any war, in need of hospitalization, wherever 
facilities are available and sufficient therefor.” 

General Hines added : 

“The President of the United States in his recent address to Congress said: 

“*At present there are 9,500 vacant beds in Government hospitals. I recom- 
mend that all hospitals be authorized at once to receive and care for, without 
hospital pay, the veterans of all wars needing such care, whenever there are 
vacant beds, and that immediate steps be taken to enlarge and build new hos- 
pitals to serve all such cases.’” 

“*The authority here sought does not contemplate the paying of compensation 
or other allowances to those not now entitled to them. It does not create a right 
to hospitalization beyond that already provided in existing laws. Soldiers’ 
homes have long existed for the hospitalization of needy veterans, but those 
facilities are now lamentably inadequate for the numbers to be cared for. This 
proposal would authorize the reception into hospitals of the Veterans’ Bureau 
of all veterans of all wars without regard to their compensability. It would 
permit treatment in our hospitals of the disabled soldier for any malady or injury 
whether caused by his service or not, but without hospital pay. And it would 
permit this aid to be given at the very time of the need without having to wait, 
as at present, for a determination of the patient’s compensability. The discretion 
confided to the director would permit a selection in favor of the worthier and 
needier cases, existing facilities being limited, and would provide a safeguard 
against abuse. This proposal, originating I believe with me, has been generally 
indorsed by the service organizations, who likewise urge a sufficient appropriation 
for completion of the permanent hospital building program. Let me emphasize 
the President’s recommendation that “steps be taken to enlarge and build new 
hospitals to serve all such cases.’ ” 

Having received Presidential approval, the Director transmitted these pro- 
posals to the chairman of the Finance Committee. Senate, and of the Committee 
on Interstate and Foreign Commerce, House of Representatives, on January 4, 
1924. But the latter transferred them to the newly created House Committee on 
World War Veterans Legislation. 

Bills were promptly introduced in both Houses of Congress, embodying the 
proposals for codification of the laws, and also the authorization for hospital 
care. In addition to such care for compensable disabilities* there was added 
another section® authorizing such care for direct service-connected disabilities 
not compensable, that is to say, less than 10 percent. The House bill with 
respect to other authorizations simply contained the provisions of the act of 
April 20, 1922, but the Senate bill added World War veterans suffering from 
NP or TB diseases, and encephalitis lethargica, loss of sight of both eyes, and 
the following: 

“The director is further authorized, so far as he shall find that existing Govern- 
ment facilities permit, to furnish hospitalization and necessary traveling ex- 
penses to honorably discharged veterans of any war, military occupation, or 
military expeditions since 1897, without regard to the nature or origin of their 
disabilities, if such veterans have no adequate means of support, and by reason 
of their disability are incapable of earning their living.” 

The Senate bill, having passed the Senate (S. 2257), was referred to the Com- 
mittee on World War Veterans Legislation, House of Representatives, May 6, 
1924. The House of Representatives passed S. 2257, striking out everything after 
the enacting clause and inserting an entirely new bill, section 202 (6) of which 
merely contained the language of the act of April 20, 1922. In conference the two 
Houses compromised and reported a bill which was enacted as the World War 
Veterans Act of 1924, section 202 of which provided for hospital and medical 
care as follows: 

Subsection (6) for persons in receipt of compensation ; 

Subsection (9) for persons having service-connected disabilities, not in receipt 
of compensation ; 

Subsection (10) reading as follows: ; 

“That all hospital facilities under the control and jurisdiction of the Bureau 
shall be available for every honorably discharged veteran of the Spanish-American 
War, the Phillippine insurrection, the Boxer Rebellion, or the World War suf- 
fering from neuropsychiatric or tubercular ailments and diseases, paralysis 


4 Sec. 202 (6). 
2 Sec. 202 (9). 
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agitans, encephalitis lethargica, or amoebit dysentery, or the loss of sight of 
both eyes regardless whether such ailments or diseases are due to military serv- 
ice or otherwise, including traveling expenses as granted to those receiving com- 
pensation and hospitalization under this act. The Director is further authorized, 
so far as he shall find that existing Government facilities permit, to furnish hos- 
pitalization and necessary traveling expenses to veterans of any war, military 
occupation, or military expedition since 1897, not dishonorably discharged, with- 
out regard to the nature or origin of their disabilities: Provided, That prefer- 
ence to admission to any Government hospital for hospitalization under the pro- 
visions of this subdivision shall be given to those veterans who are financially 
unable to pay for hospitalization and their necessary traveling expenses.” 

Subsection (10) was later amended as follows: 

Act of March 4, 1925: 

“In the insular possessions of the United States, the Director is further au- 
thorized to furnish hospitalization in other than Government hospitals.” 

Act of July 2, 1926: 

(1) to include Army and Navy nurses; 

(2) to supply clothing when necessary to veterans hospitalized under said 
section 202 (10); 

(3) to authorize prosthetic appliances to such veterans unable to pay for 
them ; 

(4) to provide that pension of a veteran hospitalized under said subsection 
shall not be subject to deduction for board, maintenance, or other purposes in- 
cident to such hospitalization. 

Act of July 3, 1930: 

To include contract surgeons of the Army who served overseas at any time 
during the Spanish-American War; 

To define the Spanish-American War as meaning service between April 21, 
1898, and July 4, 1902, and the term “veteran” to include persons retired or other- 
wise not dishonorably separated from active list of the Army or Navy. 

Section 202 (10) as it thus existed was repealed by Public Law 2, 73d Congress. 
Approved March 20, 1933, an act to maintain the credit of the United States 
usually referred to as “The Economy Act.” Thereunder authorization for hos- 
pitalization for veterans of all wars and for those who served in peacetime * 
was confined generally to those having service-incurred disabilities or in receipt 
of pension for service-incurred disabilities, and for those having permanent dis- 
abilities, tubercular, and neuropsychiatric ailments. Section 6 of said Public 
Law 2 was amended by section 29 of Public Law 141, 73d Congress, passed over 
the veto of the President, March 28, 1934, by adding a proviso as follows: 

“Provided, That any veteran of any war who was not dishonorably discharged, 
suffering from disability, disease, or defect, who is in need of hospitalization or 
domiciliary care, and is unable to defray the necessary expenses therefor (in- 
cluding transportation to and from the Veterans’ Administration facility), shall 
be furnished necessary hospitalization or domiciliary care (including transporta- 
tion) in any Veterans’ Administration facility, within the limitations existing in 
such facilities, irrespective of whether the disability, disease, or defect was due to 
service. The statement under oath of the applicant on such form as may be pre- 
scribed by the Administrator of Veterans’ Affairs shall be accepted as sufficient 
evidence of inability to defray necessary expenses.” 

The foregoing was reenacted by Public Law 312, 74th Congress, approved 
August 23, 1935, and is basically the present law (38 U. 8. C. 706). 


TEXT OF ACTS AUTHORIZING HOSPITAL AND MEDICAL CARE 
AcT or OcTorner 6, 1917 


Section 302 (3) of the War Risk Insurance Act, as amended by Public Law 90, 
65th Congress, October 6, 1917, provided as to service-connected conditions that 
“the injured person shall be furnished by the United States such reasonable 
governmental medical, surgical, and hospital services and with such supplies 
including artificial limbs, trusses, and similar appliances as the director may 
determine to be useful and reasonably necessary: * * *”, 

“(3) In addition to the compensation above provided, the injured person shall 
be furnished by the United States such reasonable governmental medical, surgi- 


* (Public Law 78, 73d Cong., approved June 16, 1933.) 





1858 HOSPITAL CARE AND OUTPATIENT DENTAL TREATMENT 


al, and hospital services and with such supplies, including artificial limbs, 
usses, and similar appliances, as the director may determine to be useful and 
asonnbly necessary: Provided, That nothing in this Act shall be construed to 
affect the necessary military control over any member of the military or naval 
establishments before he shall have been discharged from the military or nava 
service.” 
Act or DeceMRBER 24, 1919 


This was amended by section 11 of Public Law 104, 66th Congress, December 
24, 1919, to provide that the hospitalization furnished “injured persons” might 
include a wheelchair. Hospitalization on a reimbursement basis to veterans of 
allied World War forces was also authorized. 

“(6) In addition to the compensation above provided, the injured person shail 
be furnished by the United States such reasonable governmental medical, surgi 
cal, and hospital services and with such supplies, including wheeledchairs, arti- 
ticial limbs, trusses, and similar appliances, as the director may determine to be 
useful and reasonably necessary, which wheeledchairs, artificial limbs, trusses, 
and similar appliances may be procured by the Bureau of War Risk Insurance 
in such manner, either by purchase or manufacture, as the director may deter 
mine to be advantageous and reasonably necessary: Provided, That nothing in 
this Act shall be construed to affect the necessary military control over any mem 
ber of the military or naval establishments before he shall have been discharged 
from the military or naval service.” 


AcT OF APRIL 20, 1922 


Section 4 of Public Law 194, 67th Congress, April 20, 1922, provided that “all 
hospital facilities under the control and jurisdiction of the United States Vet- 
erans’ Bureau shall be available for veterans of the Spanish-American War, the 
Philippine Insurrection, and the Boxer Rebellion, suffering from neuropsychiatric 
und tubercular ailments and diseases” (p. 80). 

“Sec. 4. That all hospital facilities under the control and jurisdiction of the 
United States Veterans’ Bureau shall be available for veterans of the Spanish- 
American War, the Philippine Insurrection, and the Boxer Rebellion, suffering 
from neuropsychiatric and tubercular ailments and diseases.” 


Act oF Marcu 4, 1923 


Section 4 of Public Law 542, 67th Congress, March 4, 1923, amended section 
302 (6) of the War Risk Insurance Act so as to provide that “all hospital facil- 
ities under the control and jurisdiction of the United States Veterans’ Bureau 
shall be available for veterans of the Spanish-American War, the Philippine 
insurrection, and the Boxer Lebellion, suffering from neuropsychiatric or tuber- 
cular ailments and diseases, including transportation as granted to those receiving 
compensation and hospitalization under the War Risk Insurance Act.” 

“Sec. 4. That subdivision (6) of section 302 of the War Risk Insurance Act, is 
hereby amended to read as follows: 

“*(6) In addition to the compensation above provided, the injured person 
shall be furnished by the United States such reasonable governmental medical, 
surgical, and hospital services and with such supplies, including wheel chairs, 
artificial limbs, trusses, and similar appliances, as the director may determine to 
be useful and reasonably necessary, which wheeled chairs, artificial limbs, 
trusses, and similar appliances may be procured by the United States Veterans’ 
Bureau in such manner, either by purchase or manufacture, as the director 
may determine to be advantageous and reasonably necessary: Provided, That 
nothing in this Act shall be construed to affect the necessary military control 
over any member of the Military or Naval Establishments before he shall have 
been discharged from the military or naval service: Provided, That all hospital 
facilities under the control and jurisdiction of the United States Veterans’ 
Bureau, shall be available for veterans of the Spanish-American War, the Phil- 
ippine insurrection, and the Boxer rebellion, suffering from neuropsychiatric or 
tubercular ailments and diseases, including transportation as granted to those 
receiving compensation and hospitalization under the War Risk Insurance Act.’” 

Public Law 242, 68th Congress, June 7, 1924 (World War Veterans’ Act, 1924) 
repealed the provisions of the War Risk Insurance Act, as amended and gen- 
erally reenacted in provisions, with certain liberalizations. Section 202 (6) 
of Public Law 242 contains generally the same hospital benefits for service- 
connected cases as were provided in the War Risk Insurance Act except that pro- 
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sion is made for the payment of the cost by the Government incident to commit- 
ment proceedings pertaining to incompetent persons entitled to hospital benefits 

der the act. 

6) In addition to the compensation above provided, the injured person shall 
he furnished by the United States such reasonable governmental medical, surgi 
al, and hospital services, including payment of court costs, and other expenses 
ncident to proceedings heretofore or hereafter taken for commitment of mentally 
ncompetent persons to hospitals for the care and treatment of the jnsane, and 
shall be furnished with such supplies, including wheelchairs, artificial limbs, 
trusses, and similar appliances, as the director may determine to be useful and 
reasonably necessary, which wheelchairs, artificial limbs, trusses, and similar 
ppliances may be procured by the bureau in such manner, either by purchase or 
manufacture, as the director may determine to be advantageous and reasonably 
necessary: Provided, That nothing in this Act shall be construed to affect the 
necessary military control over any member of the Military or Naval Bstablish- 
ments before he shall have been discharged from the military or naval service.” 

Section 202 (9) of the World War Veterans’ Act, 1924, in addition to out- 
atient treatment for service-connected disabilities, authorized reimbursement 
f value of emergency treatment, or hospitalization received from private sources 
n such cases, 

“(9) In addition to the care, treatment, and appliances now authorized by 
aw, said bureau also shall provide, without charge therefor, hospital, dental, 
medical, surgical, and convalescent care and treatment and prosthetic appliances 
for any member of the military or naval forces of the United States, not dis 
honorably discharged, disabled by reason of any wound or injury received or 
disease contracted, or by reason of any aggravation of a preexisting injury or 
disease, specifically noted at examination for entrance into or employment in 
he active military or naval service while in the active military or naval service 

the United States on or after April 6, 1917, and before July 2, 1921: Provided, 
That the wound or injury received or disease contracted or aggravation of a 
reexisting injury or disease, for which such hospital, dental, medical, surgical, 
and convalescent care and treatment and prosthetic appliances shall be furnished, 
vas ineurred in the military or naval service and not caused by his own willful 
misconduct: Provided, That, where a beneficiary of the bureau suffers or has 
suffered an injury or contracted a disease in service entitling him to the benefits 
of this subdivision, and an emergency develops or has developed requiring im 
mediate treatment or hospitalization on account of such injury or disease, and no 
bureau facilities are or were then feasibly available and in the judgment of the 
director delay would be or would have been hazardous, the director is authorized 
to reimburse such beneficiary the reasonable value of such service received from 
sources other than the bureau.” 

Section 202 (10) of World War Veterans’ Act, 1924, provided that hospital 
facilities under the control and jurisdiction of the Bureau should be available 
to every honorably discharged veteran of the Spanish-American War, the Philip- 
pine Insurrection, the Boxer Rebellion, or the World War suffering from certain 
enumerated disabilities, This section further provided “that the Director is 
further authorized, so far as he shall find that existing Government facilities 
permit, to furnish hospitalization and necessary traveling expense to veterans 
f any war, military occupation, or military expedition since 1897, not dishonor- 
ably discharged without regard to the nature or origin of their disability: Pro 
vided, That preference to admission to any Government hospital for hospitali- 
zation under the provisions of this subsection shall be given to those veterans 
Who are financially unable to pay for hospitalization and their necessary traveling 
expenses,” See also section 202 (14) on hospitalization for veterans of allied 
forces, 

“(10) That all hospital facilities under the control and jurisdiction of the 
ureau shall be available for every honorably discharged veteran of the Spanish- 
American War, the Philippine Insurrection, the Boxer Rebellion, or the World 
War suffering from neuropsychiatric or tubercular ailments and diseases, paraly 
sis agitans, encephalitis lethargica, or amoebic dysentery, or the loss of sight of 
both eyes regardless whether such ailments or diseases are due to military service 
or otherwise, including traveling expenses as granted to those receiving com 
pensation and hospiltalization under this act. The director is further authorized, 
so far as he shall find that existing Government facilities permit, to furnish 
hospitalization and necessary traveling expenses to veterans of any war, military 
occupation, or military expedition since 1897, not dishonorably discharged with 
out regard to the nature or origin of their disabilities: Provided, That preference 
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to admission to any Government hospital for hospitalization under the provisions 
of this subdivision shall be given to those veterans who are financially unable to 
pay for hospitalization and their necessary traveling expenses.” 


Act or Marcu 4, 1925 


Section 8, Public Law 628, 68th Congress, March 4, 1925, amended paragraph 6 
of section 202 of the World War Veterans’ Act so as to provide the injured per- 
son with governmental care as well as services, and also to authorize dental 
services, dental appliances, and special clothing made necessary by the secur- 
ing of prosthetic appliances prescribed by the Bureau. 

“Sec. 8. Paragraph 6, 7, and 9 of section 202 of the World War Veterans’ Act, 
1924, approved June 7, 1924, are hereby amended to read as follows: 

“*(6) In addition to the compensation above provided, the injured person 
shall be furnished by the United States Veterans’ Bureau such reasonable gov- 
ernmental care or medical, surgical, dental, and hospital services, including 
payment of court costs and other expenses incident to proceedings heretofore 
or hereafter taken for the commitment of mentally incompetent persons to 
institutions for the care or treatment of the insane, and shall be furnished with 
such supplies, including dental appliances, wheel chairs, artificial limbs, trusses, 
and similar appliances, including special clothing made necessary by the wearing 
of prosthetic appliances prescribed by the bureau, as the director may determine 
to be useful and reasonably necessary, which dental appliances, wheel chairs, 
artificial limbs, trusses, special clothing, and similar appliances may be procured 
by the bureau in such manner, either by purchase or manufacture, as the director 
may determine to be advantageous and reasonably necessary: Provided, That 
nothing in this Act shall be construed to affect the necessary military control 
over any member of the Military or Naval Establishments before he shall have 
been discharged from the military or naval service.’ ” 


Act or JULY 2, 1926 


Section 9 of Public Law 448, 69th Congress, July 2, 1926, amended section 202 
(3) of the World War Veterans’ Act so as to provide certain prostheses, re- 
imbursement, etc., for persons receiving compensation for service-connected 
disability. 

“* * * Provided further, That in addition to the compensation above pro- 
vided, the injured person shall be furnished by the United States such reasonable 
governmental medical, surgical, and hospital services, including payment of 
court costs and other expenses incident to proceedings heretofore or hereafter 
taken for commitment of mentally incompetent persons to hospitals for care 
and treatment of the insane, and shall be furnished with such supplies, in- 
cluding wheel chairs, artificial limbs, trusses, and similar appliances, as the 
director may determine to be useful and reasonably necessary, which wheel 
chairs, artificial limbs, trusses, and similar appliances may be procured by 
the bureau in such manner, either by purchase or manufacture, as the director 
may determine to be advantageous and reasonably necessary: * * *,” 

Section 9 of Public Law 448, supra, also amended section 202 (10) of the 
World War Veterans’ Act so as to provide, among other things, hospital benefits 
for certain women veterans. 

“(10) That all hospital facilities under the control and jurisdiction of the 
bureau shall be available for every honorably discharged veteran of the Spanish- 
American War, the Philippine insurrection, the Boxer rebellion, or the World 
War suffering from neuropsychiatric or tubercular ailments and diseases, 
paralysis agitans, encephalitis lethargica, or amoebic dysentery, or the loss of 
sight of both eyes, regardless whether such ailments or diseases are due to 
military service or otherwise, including traveling expenses as granted to those 
receiving compensation and hospitalization under this Act. The director is 
further authorized, so far as he shall find that existing Government facilities 
permit, to furnish hospitalization and necessary traveling expenses incident to 
hospitalization to veterans of any war, military occupation, or military expedi- 
tion, including those women who served as Army nurses under contracts be- 
tween April 21, 1898, and February 2, 1901, not dishonorably discharged, 
without regard to the nature or origin of their disabilities: Provided, That 
any and all laws applicable to women who belonged to the Nurse Corps of the 
Army after February 2, 1901, shall apply equally to members of the Army 
Nurse Corps who served under contract between April 21, 1898, and February 
2, 1901, including all women who served honorably as nurses, chief nurses, or 
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superintendent of said corps in said period: Provided, That preference to 
admission to any Government hospital for hospitalization under the provisions 
of this subdivision shall be given to those veterans who are financially unable 
to pay for hospitalization and their necessary traveling expenses: Provided 
further, That where a veteran hospitalized under the authority of this sub- 
division is financially unable to supply himself with clothing, he shall also 
be furnished with such clothing as the director may deem necessary: Provided 
further, That where a veteran entitled to hospitalization under this subdivision 
is suffering with a disease or injury necessitating the wearing of a prosthetic 
appliance and is financially unable to supply himself with same, upon an affidavit 
to that effect the director is hereby authorized to furnish such appliance and to 
effect necessary repairs to the same without cost to the veteran: And provided 
further, That the pension of a veteran entitled to hospitalization under this 
subdivision shall not be subject to deduction, while such veteran is hospitalized 
in any Government hospital, for board, maintenance, or any other purpose 
incident to hospitalization: Provided further, That the Act of May 4, 1898, 
entitled ‘An Act making appropriations for the naval service for the fiscal year 
ending June 30, 1899, and for other purposes,’ the Act of February 28, 1861, as 
amended by the Act of February 2, 1909, relative to the Government hospital 
for the insane in the District of Columbia, or any other Act, in so far as they 
are inconsistent with the provisions of this section be, and they are, hereby 
modified accordingly.” 

“In the insular possessions or Territories of the United States the director Is 
further authorized to furnish hospitalization in other than Government hospitals.” 


Act or Jury 3, 1930 


Section 15 of Public Law 522, 71st Congress, July 3, 1930, amends section 202 
(10) of the World War Veterans’ Act so as to include among those entitled to 
hospitalization “persons who served overseas as contract surgeons of the Army 
at any time during the Spanish-American War, not dishonorably discharged, 
without regard to the nature or origin of their disabilities.” It also amended 
said subsection so as to provide that “for the purposes of this section the 
Spanish-American War shall be construed to mean service between April 21, 
1898, and July 4, 1902, and the term ‘veteran’ shall be deemed to include those 
persons retired or otherwise not dishonorably separated from the active list of 
the Army or Navy.” 

“Sec. 15. (1) That so much of the second sentence of subdivision (10) of 
section 202 of the World War Veterans’ Act, 1924, as amended (section 484, 
title 38, United States Code), as precedes the first proviso thereof, be hereby 
amended to read as follows: 

“*The director is further authorized, so far as he shall find that existing Gov- 
ernment facilities permit, to furnish hospitalization and necessary traveling 
expenses incident to hospitalization to veterans of any war, military occupation, 
or military expedition, including those women who served as Army nurses under 
contracts between April 21, 1898, and February 2, 1901, and including persons 
who served overseas as contract surgeons of the Army at any time during the 
Spanish-American War, not dishonorably discharged, without regard to the 
nature or origin of their disabilities: ’ 

“(2) That the following new paragraph be added to subdivision (10) of 
section 202 of the World War Veterans’ Act, 1924, as amended (section 484, 
title 38, United States Code), to read as follows: 

“For the purposes of this section the Spanish-American War shall be con- 
strued to mean service between April 21, 1898, and July 4, 1902, and the term 
“veteran” shall be deemed to include those persons retired or otherwise not 
dishonorably separated from the active list of the Army or Navy.’” 


Aor or Jury 3, 1930 


Public Law 536, 7lst Congress, July 3, 1930, authorized the President by 
Executive order to consolidate and coordinate any hospitals and executive and 
administrative bureaus, agencies, or offices especially created for or concerned 
in the administration of laws relating to the relief and other benefits provided 
by law for former members of the military and naval establishments of the 
United States, including the Bureau of Pensions, the National Home for Dis- 
abled Volunteer Soldiers, and the United States Veterans’ Bureau, into an 
establishment to be known as the Veterars’ Administration. 


86102—53———15 
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[“PusBLic——-No, 536-—71isr Coneress | 


{[“H. R. 10630] 


“AN ACT To authorize the President to consolidate and coordinate governmental activities 
affecting war veterans 


“Be it enacted by the Senate and House of Representatives of the United States 
of America in Congress assembled, (a) That the President is authorized, by 
Executive order, to consolidate and coordinate any hospitals and executive and 
administrative bureaus, agencies, or offices, especially created for or concerned 
in the administration of the laws relating to the relief and other benefits pro- 
vided by law for former members of the Military and Naval Establishments of 
the United States, including the Bureau of Pensions, the National Home for 
Disabled Volunteer Soldiers, and the United States Veterans’ Bureau, into an 
establishment to be known as the Veteran's Administration, and to transfer the 
duties, powers, and functions now vested by law in the hospitals, bureaus, 
agencies, or offices so consolidated and coordinated, including the personne) 
thereof, and the whole or any part of the records and public property belonging 
thereto to the Veterans’ Administration, 

“(b) Under the direction of the President the Administrator of Veterans’ 
Affairs shall have the power, by order or regulation, to consolidate, eliminate, 
or redistribute the functions of the bureaus, agencies, offices, or activities in the 
Veterans’ Administration and to create new ones therein, and, by rules and regu- 
lations not incensistent with law, shall fix the functions thereof and the duties 
and powers of their respective executive heads. 

“Seo. 2. There shall be at the head of such Veterans’ Administration an ad- 
ministrator to be known as the Administrator of Veterans’ Affairs, who shall be 
appointed by the President, by and with the advice and consent of the Senate. 
Such administrator shall receive a salary of $12,000 a year, payable monthly. 
Upon the establishment of such Veterans’ Administration all the functions, 
powers, and duties now conferred by law upon the Commissioner of Pensions, the 
Board of Managers of the National Home for Disabled Volunteer Soldiers, and the 
Director of the United States Veterans’ Bureau are hereby conferred wpon and 
vested in the Administrator of Veterans’ Affairs. Such administrator, under the 
direction of the President, shall have the control, direction, and management of 
the various agencies and activities enumerated in and referred to in section 1 of 
this Act, and shall be charged with all the administrative duties relating to the 
National Home for Disabled Volunteer Soldiers and the Bureau of Pensions now 
imposed by law upon the Secretary of War and the Secretary of the Interior, 
respectively. All final decisions or orders of any division, bureau, or board in the 
Veterans’ Administration shall be subject to review, on appeal, by such admin- 
istrator. 

“Sec. 3. All property the title of which now stands in the name of the Board 
of Managers of the National Home for Disabled Volunteer Soldiers is hereby 
transferred to and the title thereof vested in the United States. If by reason 
of any defeasance or conditional clause or clauses contained in any deed of con- 
veyance to the National Home for Disabled Volunteer Soldiers the full and com- 
plete enjoyment and use of any of the property hereby transferred to the United 
States shall be threatened, it shall be the duty of the Attorney General, upon 
request of the President of the United States, to institute in the district court of 
the United States for the district within which sueh property is located such 
procedings as shall be proper to extinguish all outstanding adverse interests: 
Provided, That the Attorney General shall have authority to procure and ac- 
cept on behalf of the United States by gift, purchase, cession, or otherwise, evi- 
denced by appropriate instruments of conveyance or cession, absolute title to 
and complete jurisdiction over all of the lands and other property herein trans- 
ferred and conveyed to the United States. 

“Sec. 4. (a) The personnel on duty at the time of consolidation at the various 
branches of the National Home for Disabled Volunteer Soldiers shall be trans- 
ferred to and given appointment in the Veterans’ Administration, subject to 
such change in designation and organization as the Administrator may deem 
necessary. 

“(b) Such of the personnel as are not inmates of any of the branches of the 
National Home for Disabled Volunteer Soldiers may, by Executive order, be 
given a civil-service status in accordance with the laws relating thereto upon 
such terms and conditions as the President may direct. Whether covered into 
the civil service or not, the salaries of such officers and employees (other than 
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inmates) shall be fixed in accordance with the Classification Act of 1923, as 
amended (United States Code, title 5, chapter 13; United States Code, supple- 
ment ITI, title 5, chapter 13). 

“Spo. 5. (a) When the consolidation and coordination herein provided for 
shall have been effected in the Veterans’ Administration the President shall 
so declare by proclamation or order, whereupon the corporation known as the 
National Home for Disabled Volunteer Soldiers and the Board of Managers 
<hall cease to exist. 

“(b) All contracts and other valid and subsisting obligations of the corpora- 
tion, the National Home for Disabled Volunteer Soldiers, shall continue and be 
and become obligations of the United States, and the United States shall be 
considered as substituted for said corporation with respect to all such demands 
either by or against said corporation, unless and until they shall thereafter be 
superseded or discharged according to law. The outstanding obligations assumed 
ly the United States by virtue of the provisions of this subdivision may be 
enforeed by suit in the Court of Claims or in the district courts of the United 
States according to the ordinary provisions of law governing actions against the 
United States, and such courts shall have the power to enter judgment against 
the United States, with interest, in the same manner and to the same extent 
as if said corporation were party defendant. No such suit shall be maintained 
upon any cause of action existing at the time of the dissolution of said corporation 
or arising simultaneously therewith, unless brought within two years from the 
time of such dissolution. 

“Sec. 6. (a) All unexpended appropriations in respect of any hospital, bureau, 
agency, office, or home consolidated into the Veterans’ Administration shall, upon 
such consolidation, become available for expenditure by the Veterans’ Administra 
tion and shall be treated as if the Veterans’ Administration had been originally 
named in the laws making the appropriations. 

“(b) All orders, rules, regulations, and permits or other privileges, issued or 
granted in respect of any function consolidated under the provisions of this Act 
and in effect at the time of the consolidation, shall continue in effect to the 
same extent as if such consolidation had not occurred, until modified, superseded, 
or repealed by the Administrator. 

“(c) The Administrator shall make annually, at the close of each fiscal year, 
a report in writing to the Congress, giving an account of all moneys received 
and disbursed by him and his administration, describing the work done, and 
stating his activities under subdivision (b) of section 1 of this Act, and making 
such recommendations as he shall deem necessary for the active performance of 
the duties and purposes of his administration. 

“Sec. 7. All laws relating to the Bureau of Pensions, the National Home for 
Disabled Volunteer Soldiers, and the United States Veterans’ Bureau, and other 
governmental bureaus, agencies, offices, and activities herein authorized and 
directed to be consolidated, so far as the same are applicable, shall remain in 
full foree and effect, except as herein modified, and shall be administered by 
the Administrator, except that section 4835 of the Revised Statutes is hereby 
repealed. 

“Approved, July 3, 1930.” 


Act oF Marcn 20, 1933 


Section 17 of Public Law 2, 73d Congress, March 20, 1933, repealed all public 
laws granting medical or hospitalization treatment, domiciliary care, to veterans 
who served in or subsequent to the Spanish-American War. 

“Seo. 17. All public laws granting medical or hospital treatment, domiciliary 
care, compensation and other allowances, pension, disability allowance, or retire- 
ment pay to veterans and the dependents of veterans of the Spanish-American 
War, including the Boxer Rebellion and the Philippine Insurrection, and the 
World War, or to former members of the military or naval service for injury or 
disease incurred or aggravated in the line of duty in the military or naval service 
(except so far as they relate to persons who served prior to the Spanish-American 
War and to the dependents of such persons, and the retirement of officers and 
enlisted men of the Regular Army, Navy, Marine Corps, or Coast Guard) are 
hereby repealed, and all laws granting or pertaining to yearly renewable term 
insurance are hereby repealed, but payments in accordance with such laws 
shall continue to the last day of the third calendar month following the month 
during which this Act is enacted. The Administrator of Veterans’ Affairs under 
the general direction of the President shall immediately cause to be reviewed all 
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allowed claims under the above referred to laws and where a person is found 
entitled under this Act, authorize payment or allowance of benefits in accordance 
with the provisions of this Act commencing with the first day of the fourth calen- 
dar month following the month during which this Act is enacted and notwith- 
standing the provisions of section 9 of this Act, no further claim in such cases 
shall be required: Provided, That nothing contained in this section shall interfere 
with payments heretofore made or hereafter to be made under contracts of yearly 
renewable term insurance which have matured prior to the date of enactment of 
this Act and under which payments have been commenced, or on any judgment 
heretofore rendered in a court of competent jurisdiction in any suit on a contract 
of yearly renewable term insurance, or which may hereafter be rendered in any 
such suit now pending: Provided further, That, subject to such regulations as the 
President may prescribe, allowances may be granted for burial and funeral 
expenses and transportation of the bodies (including preparation of the bodies) 
of deceased veterans of any war to the places of burial thereof in a sum not to 
exceed $107 in any one case. 

“The provisions of this title shall not apply to compensation or pension (except 
as to rates, time of entry into active service, and special statutory allowances), 
being paid to veterans disabled, or dependents of veterans who died, as the re- 
sult of disease or injury directly connected with active military or naval service 
(without benefit of statutory or regulatory presumption of service connection) 
pursuant to the provisions of the laws in effect on the date of enactment of this 
Act. The term ‘compensation or pension’ as used in this paragraph shall not 
be construed to include emergency officers’ retired pay referred to in section 10 
of this title.” 

Section 6 of said Public Law 2, supra, as amended by section 1, Public Law 78, 
73d Congress, June 16, 1933, authorized the Administrator of Veterans’ Affairs, 
under limitations prescribed by the President, to furnish to men discharged from 
ithe Army, Navy, Marine Corps, or Coast Guard for disabilities incurred in line 
of duty and to veterans of any war, hospitalization or domiciliary care (for 
permanent and certain other disabilities) pursuant to which Veterans Regula- 
tions No. 6 series, pertaining to eligibility for domiciliary or hospital care were 
promulgated by the President and, as amended by Congress are still in effect. 
Section 29, Public Law 141, 73d Congress, March 28, 1934, further amended sec- 
tion 6 to authorize, subject to available beds, hospitalization or domiciliary care 
for war veterans unable to pay expense, regardless of service connection. 


(“EXTRACT FROM) 
[“PusBLio—No. 78—73p ConeREss] 


“That the appropriations herein made for the care and maintenance of vet- 
erans in hospitals or homes under the jurisdiction of the Veterans’ Administration 
shall be available for the purchose of tobacco to be furnished, subject to such 
regulations as the Administrator of Veterans’ Affairs shall prescribe, to veterans 
receiving hospital treatment or domiciliary care in Veterans’ Administration 
hospitals or homes: Provided further, That the appropriations herein made for 
medical and hospital services under the jurisdiction of the Veterans’ Administra- 
tion shall be available, not to exceed $5,000, for experimental purposes to deter- 
mine the value of certain types of treatment: Provided further, That the appro- 
priations herein made for domiciliary care shall be available for continuing aid to 
State or Territorial homes for the support of disabled volunteer soldiers and 
sailors, in conformity with the Act approved August 27, 1888 (U. S. C., title 24, 
sec. 134), as amended, including all classes of veterans admissible to the Veterans’ 
Administration homes: Provided further, That the Administrator of Veterans’ 
Affairs may, with the coneurrence of the Attorney General, transfer to the 
Department of Justice such personnel and/or funds as may be deemed necessary 
in connection with the defense of suits against the United States under section 19 
of the World War Veterans’ Act, 1924, as amended: Provided further, That Sec- 
tion 6, Title I, of the Act entitled ‘An Act to maintain the credit of the United 
States Government,’ approved March 20, 1933, is hereby amended to read as 
follows: ‘Sec. 6. In addition to the pensions provided in fhis title the Adminis- 
trator of Veterans’ Affairs is hereby authorized under snch limitations as may be 
prescribed by the President, and within the limits of existing Veterans’ Admin- 
istration facilities, to furnish to men discharged from the Army, Navy, Marine 
Corps, or Coast Guard for disabilities incurred in line of duty and to veterans of 
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any war, including the Boxer Rebellion and the Philippine Insurrection, domicil- 
jiary care where they are suffering with permanent disabilities, tuberculosis, or 
neuropsychiatric ailments and medical and hospital treatment for diseases or 
injuries.’ 

“No part of this appropriation shall be expended for the purchase of any site 
for or toward the construction of any new hospital or home, or for the purchase 
of any hospital or home; and not more than $4,000,000 of this appropriation may 
be used to repair, alter, improve, or provide facilities in the several hospitals and 
homes under the jurisdiction of the Veterans’ Administration either by contract 
or by the hire of temporary employees and the purchase of materials. 

“Pensions: For the payment of pensions, gratuities, and allowances, now au- 
thorized under any Act of Congress, or regulations of the President based thereon, 
or which may hereafter be authorized, including emergency officers’ retirement 
pay and annuities, the administration of which is now or may hereafter be placed 
in the Veterans’ Administration, $319,230,000, to be immediately available: Pro- 
vided, That Navy pensions shall be paid from the income of the Navy pension 
fund, so far as the same shall be sufficient for that purpose. 

“That the Attorney General of the United States is hereby authorized to agree 
to a judgment to be rendered by the presiding judge of the United States court 
having jurisdiction of the case, pursuant to compromise approved by the Attorney 
General upon the recommendation of the United States Attorney charged with 
the defense, upon such terms and for such sums within the amount claimed to be 
payable, in any suit pending on March 20, 1933, and on the date of the enactment 
of this Act, brought under the provisions of the World War Veterans’ Act, 1924, 
as amended, on a contract of yearly renewable term insurance, and the Adminis- 
trator of Veterans’ Affairs is hereby authorized and directed to make payments 
in accordance with any such judgment: Provided, That the Comptroller General 
of the United States is hereby authorized and directed to allow credit in the 
accounts of disbursing officers of the Veterans’ Administration for all payments 
of insurance made in accordance with any such judgment: Provided further, 
That all such judgments shall constitute final settlement of the claim and no 
appeal therefrom shall be authorized.” 


Sec. 29. Pursnic Law 141, 73p Congress 


“Sec. 29. Section 6 of Public Law Numbered 2, Seventy-third Congress, as 
amended by Public Law Numbered 78, Seventy-third Congress, is hereby amended 
by adding thereto the following proviso: ‘Provided, That any veteran of any war 
who was not dishonorably discharged, suffering from disability, disease, or defect, 
who is in need of hospitalization or domiciliary care, and is unable to defray 
the necessary expenses therefor (including transportation to and from the Vet- 
erans’ Administration facility), shall be furnished necessary hospitalization or 
domiciliary care (including transportation) in any Veterans’ Administration 
facility, within the limitations existing in such facilities, irrespective of whether 
the disability, disease, or defect was due to service. The statement under oath of 
the applicant on such form as may be prescribed by the Administrator of Veterans’ 
Affairs shall be accepted as sufficient evidence of inability to defray necessary 
expenses.’ ” 

Veterans Regulation No. 7 series provided eligibility for medical care (out- 
patient treatment) and prostheses and other appliances and special clothing. 


“EXECUTIVE ORDER 
“VETERANS ReeguLATIon No. 7 


“ELIGIBILITY FOR MEDICAL CARE FOR VETERANS OF ANY WAR 


“Wuereas, Section 6, Title I, of Public No. 2, 73d Congress, entitled ‘An Act 
to maintain the credit of the United States Government’ provides : 

“ ‘In addition to the pensions provided in this title, the Administrator of Veter- 
ans’ Affairs is hereby authorized under such limitations as may be prescribed by 
the President, and within the limits of existing Veterans’ Administration facili- 
ties, to furnish to veterans of any war, including the Boxer Rebellion and the 
Philippine Insurrection, domiciliary care where they are suffering with perma- 
nent disabilities, tuberculosis, or neuropsychiatric ailments, and medical and 
hospital treatment for diseases or injuries.’ 





1866 HOSPITAL CARE AND OUTPATIENT DENTAL TREATMENT 


“Now, THEREFORE, by virtue of the authority vested in me by said law, the 
following regulation is promulgated: 

“I. The Administrator of Veterans’ Affairs, within the limits of Veterans’ 
Administration facilities, is authorized in his discretion to furnish to honorably 
discharged veterans of any war, including the Boxer Rebellion and the Philip- 
pine Insurrection, suffering from diseases or injuries incurred or aggravated in 
the line of duty in the active military or naval service, such medical, surgical, 
and dental services as may be found to be reasonably necessary. Such veterans 
may also be furnished with such supplies, including dental appliances, wheel- 
chairs, artificial limbs, trusses, and similar appliances, including special clothing 
made necessary by the wearing of prosthetic appliances, as the Administrator of 
Veterans’ Affairs may determine to be useful and reasonably necessary, which 
dental appliances, wheelchairs, artificial limbs, trusses, special clothing, and 
similar appliances may be procured by the Veterans’ Administration in such 
manner, either by purchase or manufacture, as the Administrator of Veterans’ 
Affairs may determine to be advantageous and reasonably necessary. 

“FRANKLIN D. ROOSEVEL’., 

“The WHITE Howse, 

“March 31st, 1953. 
[“No. 6095” J 


EXECUTIVE ORDER 
VETERANS REGULATION No. 7 (A) 


ELIGIBILITY FOR MEDICAL CARE 


“WHereas, Section 6, Title I, of Public No. 2, 73d Congress, entitled ‘An Act To 
maintain the credit of the United States Government,’ as amended by Section 1, 
Public No. 78, 73d Congress, entitled ‘An Act Making appropriations for the 
Executive Office and sundry independent executive bureaus, boards, commis- 
sions, and offices, for the fiscal year ending June 30, 1934, and for other purposes,’ 
provides : 

“*In addition to the pensions provided in this title the Administrator of Vet- 
erans’ Affairs is hereby authorized under such limitations as may be prescribed 
by the President, and within the limits of existing Veterans’ Administration 
facilities, to furnish to men discharged from the Army, Navy, Marine Corps, or 
Coast Guard for disabilities incurred in the line of duty and to veterans of any 
war, including the Boxer Rebellion and the Philippine Insurrection, domiciliary 
eare where they are suffering with permanent disabilities, tuberculosis, or neuro- 
psychiatric ailments and medical and hospital treatment for diseases or injuries.’ 

“NoW, THEREFORE, by virtue of the authority vested in me by said law, the 
following regulation is hereby promulgated canceling Veterans Regulation No. 7 
and substituting therefor Veterans Regulation No. 7 (a) to read as follows: 

“I. The Administrator of Veterans’ Affairs, within the limits of Veterans’ 
Administration facilities, is authorized in his discretion to furnish to honorably 
discharged veterans of any war, including the Boxer Rebellion and the Philip- 
pine Insurrection, and to men honorably discharged from the United States Army, 
Navy, Marine Corps, or Coast Guard for disabilities incurred in line of duty, 
such medical, surgical, and dental services as may be found to be reasonably 
necessary for diseases or injuries incurred or aggravated in the line of duty in 
the active military or naval service. Such persons may also be furnished with 
such supplies, including dental appliances, wheelchairs, artificial limbs, trusses, 
and similar appliances, including special clothing made necessary by the wearing 
of prosthetic appliances, as the Administrator of Veterans’ Affairs may determine 
to be useful and reasonably necessary, which dental appliances, wheelchairs, 
artificial limbs, trusses, special clothing, and similar appliances may be procured 
by the Veterans’ Administration in such manner, either by purchase or manu- 
facture, as the Administrator of Veterans’ Affairs may determine to be advan- 
tageous and reasonably necessary. 

“FRANKLIN D, ROOSEVELT. 

“Tre WHirte House, 

“July 28, 1938. 
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[“No. 6233") 


AcT or AveusT 23, 1935 


, 


Public Law 312, 74th Congress, August 23, 1935, amended section 6 of Publix 
Law 2, 73d Congress further to liberalize eligibility for hospitalization or domi 
ciliary care. This basic law is still in effect. See also Public Law 62, 76th Con 
gress, May 3, 1939, and section 4, Public Law 198, 76th Congress, July 19, 1989. 

“Sec. 6. In addition to the pensions provided in this title the Administrator of 
Veterans’ Affairs is hereby authorized under such limitations as he may prescribe, 
and within the limits of existing Veterans’ Administration facilities, to furnish to 
men discharged from the Army, Navy, Marine Corps, or Coast Guard for disabili- 
ties incurred in line of duty or to those in receipt of pension for service-connected 
disability, and to veterans of any war, including the Boxer Rebellion and the 
Philippine Insurrection, domiciliary care where they are suffering with perma- 
nent disabilities, tuberculosis, or neuropsychiatric ailments and medical and hos 
pital treatment for disease or injuries: Provided, That any veteran of any war 
who was not dishonorably discharged, suffering from disability, disease, or defect, 
who is in need of hospitalization or domiciliary care and is unable to defray the 
necessary expenses therefor (including transportation to and from the Veterans’ 
\dministration facility), shall be furnished necessary hospitalization or domi- 
ciliary care (including transportation) in any Veterans’ Administration facility, 
within the limitations existing in such facilities, irrespective of whether the dis 
ability, disease, or defect was due to service. The statement under oath of the 
applicant on such form as may be prescribed by the Administrator of Veterans’ 
Affairs shall be accepted as sufficient evidence of inability to defray necessary 
expenses,” 


[“PusLic, No. 62—761TH CONGRESs | 
[“CHAPTER 109——IsT SESSION ] 


{“H. R. 2320] 


“AN ACT To provide domiciliary care, medical and hospital treatment, and burial benefits to 


certain veterans of the Spanish-American War, the Philippine Insurrection, and the 
Boxer Rebellion 


“Be it enacted by the Senate and House of Representatives of the United States 

f America in Congress assembled, That in addition to persons entitled to domi 
ciliary care, medical and hospital treatment, and burial benefits under the provi 
sions of sections 6 and 17, Public Law Numbered 2, Seventy-third Congress, as 
imended (U. 8. C., title 38, secs. 706 and 717), and regulations issued pursuant 
thereto, as amended, those persons recognized as veterans of the Spanish-Ameri- 
can War, including the Boxer Rebellion and the Philippine Insurrection, under 
public laws in effect on March 19, 1933, are hereby included within the provisions 
of the aforesaid section 6, as amended, and the second proviso of the aforesaid 
section 17, and regulations issued pursuant thereto, as amended, in the same 
manner and to the same extent as the provisions are now or may hereafter be 
applied to veterans of any war as specified therein. 

“Approved, May 3, 1939.” 


“Sec. 4. In the administration of laws pertaining to veterans, retired officers, 
ind enlisted men of the Army, Navy, Marine Corps, and Coast Guard, who served 
honorably during a war period as recognized by the Veterans’ Administration, 
shall be, and are, entitled to hospitalization and domiciliary care in Veterans’ 
\dministration facilities on parity with other war veterans and subject to those 
provisions of paragraph VI (A) of Veterans Regulation Numbered 6 (c), which 
provide for reduction of monetary benefits to veterans having neither wife, child, 
nor dependent parent while being furnished hospital treatment, institutional, or 
domiciliary care.” 

Acr oF Ocrorrer 17, 1940 


Section 4, Public Law 866, 76th Congress, October 17, 1940, amended paragraph 
IV, Veterans Regulation No. 6 (a), removing bar as to hospital care, etc., outside 
imits of United States by providing that “in the discretion of the Administrator 
of Veterans’ Affairs necessary hospital care, including medical treatment, may be 
furnished to veterans who are citizens of the United States and who are tempo- 
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rarily sojourning or residing abroad for disabilities due to war service in the 
Armed Forces of the United States.” 

“Seo. 4. That paragraph IV, Veterans Regulation Numbered 6 (a), as amended 
(U. 8. C., title 38, ch. 12, appendix), is hereby amended to read as follows: 

“‘TV. No person shall be entitled to receive domiciliary, medical, or hospital 
care, including treatment, who resides outside of the continental limits of the 
United States or its Territories or possessions: Provided, That in the discretion 
of the Administrator of Veterans’ Affairs necessary hospital care, including medi- 
cal treatment, may be furnished to veterans who are citizens of the United States 
and who are temporarily sojourning or residing abroad, for disabilities due to war 
service in the armed forces of the United States.’ ” 


Act or Marcy 17, 1943 


Public Law 10, 78th Congress, March 17, 1943, amended Veterans Regulation 
No. 10, granting hospitalization, domicilary care, and burial benefits to include 
World War II veterans. 


(“Pustic Law 10—78rH CoNGRESS] 
(“CHAPTER 16—Il1sT SESSION] 


[“H. R. 1749] 


“AN ACT To amend Veterans Regulation Numbered 10, as amended, to grant hospitalization, 
domiciliary care, and burial benefits in certain World War II cases 


“Be it enacted by the Senate and House of Representatives of the United States 
of America in Congress Assembled, That paragraph IV of Veterans Regulation 
Numbered 10, as amended, is hereby amended by striking out the period at the 
end thereof and substituting therefor a colon and the following: ‘World War II— 
Any person who served in the active military or naval service of the United 
States, on or after December 7, 1941, and before the termination of hostilities in 
the present war as determined by proclamation of the President or by concur- 
rent resolution of the Congress: Provided, That the term “active military or 
maval service,” as used herein, shall include active duty as a member of the 
Women’s Army Auxiliary Corps, Women’s Reserve of the Navy, and Marine 
Corps, and the Women’s Reserve of the Coast Guard.’ 

“Approved March 17, 1943.” 


Act or Jury 11, 1946 


Public Law 499, 79th Congress, July 11, 1946, authorized the Administrator of 
Veterans’ Affairs to furnish upon a reimbursement basis, hospital care, to dis- 
charge members of the military or naval forces of any nation allied or associated 
with the United States in World War II. 


[“Pustic Law 499—79rH CONGRESS] 
[“CHAPTER 555—2p SEssroNn] 


[“S. 294] 


“AN ACT To authorize the Administrator of Veterans’ Affairs to furnish upon a reimburse- 
ment basis certain benefits, services, and supplies to discharged members of the ye 
or naval forces of any nation allied or associated with the United States in World War I 
in consideration of reciprocal services extended to the United States 


“Beit enacted by the Senate and House of Representatives of the United States 
of America in Congress assembled, That (a) the provisions of section 202 (14), 
World War Veterans’ Act, 1924 (38 U. S. C. 488), are hereby extended and 
confined to those governments allied with the United States in the war since 
December 7, 1941, and prior to termination thereof. 

“(b) In consideration of reciprocal services extended to the United States, 
the Administrator of Veterans’ Affairs is authorized, upon request of the proper 
officials of the government of any nation allied or associated with the United 
States in the present war to furnish to discharged members of the military or 
naval forees of any such government, under agreements requiring reimburse- 
ment in cash of expenses so incurred, at such rates and under such regulations 
as the Administrator may prescribe, medical, surgical, and dental treatment, 
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hospital care, transportation and traveling expenses, prosthetic appliances, edu- 
eation, training, or other similar benefits authorized by the laws of such nation 
for its veterans, and services required in extending such benefits: Provided, That 
hospitalization in a veterans’ facility shall not be afforded hereunder, except 
in emergencies, unless there be available beds surplus to the needs of veterans 
of this country: Provided further, That the Administrator may contract for 
necessary services in private, State, and other Government hospitals. All 
amounts received by the Veterans’ Administration as reimbursement for such 
services shall be credited to the current appropriation of the Veterans’ Adminis- 
tration from which expenditures were made pursuant to this subsection. 
“Approved July 11, 1946.” 


Act or Juty 1, 1948 


Public Law 865, 80th Congress, July 1, 1948, authorizes grants-in-aid to the 
Republic of the Philippines in providing medical care and treatment for certain 
veterans of the Commonwealth forces of World War II. 


[“Pustic Law 865—801TH Coneress] 


(“CHAPTER 785—2D SESSION ] 


[“S. 2861] 


“AN ACT To assist by grants-in-aid the Republic of the Philippines in providing medical 
care and treatment for certain veterans 

“Be it enacted by the Senate and House of Representatives of the United States 
of America in Congress assembled, That in order to assist the Republic of the 
Philippines in providing medical care and treatment for veterans, as defined in 
section 2 of this Act, who are in need of hospitalization for disabilities, deter- 
mined by the Veterans’ Administration under laws which it administers to be 
connected with the service described in such section, the President is authorized, 
subject to the provisions of this Act, to furnish aid in the form of grants to the 
Republic of the Philippines (a) for the construction and equipping of hospitals in 
the Philippines to be used exclusively for such medical care and treatment and 
(b) for expenses incident to such medical care and treatment in either the hospi- 
tals so constructed and equipped or other hospitals in the Philippines. 

“Seo. 2. For the purposes of section 1 of this Act, the term ‘veteran’ means 
persons who served in the organized military forces of the Government of the 
Commonwealth of the Philippines while such forces were in the service of the 
armed forces of the United States pursuant to the military order of the President 
of the United States, dated July 26, 1941, including among such military forces 
organized guerrilla forces under commanders appointed, designated, or subse- 
quently recognized by the Commander in Chief, Southwest Pacific Area, or other 
competent authority in the Army of the United States, and who were discharged 
or released from such service under conditions other than dishonorable. 

“Seo. 3. Any grant for the construction and equipping of a hospital may be 
made prior to or following its completion : Provided, That the total of such grants 
shall not exceed $22,500,000. 

“Seo. 4. Grants for expenses incident to hospitalization may be made for a 
period not to exceed five years to reimburse the Republic of the Philippines for 
moneys expended for such hospitalization: Provided, That the total of such 
grants shall not exceed $3,285,000 for any fiscal year. 

“Spo. 5. The President may from time to time prescribe such rules and regula- 
tions and impose such conditions on the receipt of financial aid as may be neces- 
sary to carry out the provisions of this Act; and he may delegate in whole or in 
part the authority conferred upon him by this Act to any officer or officers of the 
United States. 

“Seo, 6. There are hereby authorized to be appropriated, out of any money in 
the Treasury not otherwise appropriated, such sums as may be necessary to carry 
out the provisions of this Act. 

“Approved July 1, 1948.” 


Act or Sepremser 19, 1950 


Public Law 791, 8ist Congress, September 19, 1950, provided out-patient treat- 
ment for Spanish War veterans for non-service-connected disabilities on the basis 
that they shall be deemed to have been incurred as a direct result of military or 
naval service in line of duty during such war. 
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{“Pusiic Law 791—Sist CoNeress] 
{“CHaprer 955—2p Session] 


{“H. R. 6217) 


“AN ACT To provide greater security for veterans of the Spanish-American War, including 
the Boxer Rebellion and Philippine Insurrection, in the granting of out-patient treatment 
by the Veterans’ Administration 


“Be it enacted by the Senate and House of Representatives of the United States 
of America in Congress assembled, That Public, Numbered 62, Seventy-sixth 
Congress, approved May 8, 1939 (53 Stat. 652; 88 U. S. C. 706a), is hereby 
amended by substituting a colon for the period at the end thereof and adding the 
following: ‘Provided, That veterans of the Spanish-American War, including 
the Boxer Rebellion and the Philippine Insurrection, who are in need of out- 
patient treatment, shall upon application for such out-patient treatment by the 
Veterans’ Administration, be deemed, for the purposes of such out-patient treat- 
ment, to have incurred their diseases or disabilities as a direct result of military 


or naval service, in line of duty, during such war.’ ” 
Act oF May 11, 1951 


Public Law 28, 82d Congress, May 11, 1951, provided medical, hospital, and 
domiciliary care and burial benefits based upon service on and after June 27, 
1950, and compensation and pension for them and their dependents, the same 
as for World War II veterans. 


[‘‘PuBtic Law 28—82p Conaress } 


[“CHAptTer 49—I1st Sessi0n } 
{“S. J. Res. 72] 


“JOINT RESOLUTION To provide certain benefits for certain pereme who shall have served 


in the Armed Forces of the United States on and after June 27, 1950 

“Resolved by the Senate and House of Representatives of the United States 
of America in Congress assembled, That any person who shall have served in the 
active service in the Armed Forces of the United States on or after June 27, 
1950, and prior to such date as shall thereafter be determined by Presidential 
proclamation or concurrent resolution of the Congress, shall, subject to other 
provisions of law and Veterans Regulations administered by the Veterans’ 
Administration, be entitled to benefits of medical, hospital, and domiciliary 
care, burial benefits, and they and their dependents shall be entitled to com- 
pensation or pension provided by law for persons who served during the period 
of World War II. 

“Approved May 11, 1951.” 


Act or Ocroser 30, 1951 


Public Law 239, 82d Congress, October 30, 1951, provided a presumption of 
service connection for World War II veterans developing an active psychosis 
within 2 years from date of separation from active service for the purpose of 
hospital and medical treatment, including outpatient treatment, authorized un- 
der laws administered by the Veterans’ Administration. By virtue of the provi- 
sions of Public Law 28, 82d Congress, his presumption, for the same purposes, 
is also applicable to persons who serve on or after June 27, 1950, and prior to 
such date as shall thereafter be determined by Presidential proclamation or con- 
current resolution of the Congress. 


[“Pusiio Law 239—82p Coneress ] 
[“CHAPTER 638—lst Session ] 


{“H. R. 320] 


“AN ACT To assure hospitalization and out-patient treatment by the Veterans’ Administra- 
tion of World War Il veterans who develop an active psychosis within two years from 
the date of separation from active service 


“Be it enacted by the Senate and House of Representatives of the United States 
of America in Congress assembled, That, for the purpose of hospital and medical 
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treatment, including out-patient treatment, authorized under laws administered 

by the Veterans’ Administration, a veteran of World War II (as defined in 

Veterans Regulation Numbered 10, as amended) developing an active psychosis 

within two years from the date of separation from active service in such war 

shall be deemed to have incurred such disability in such active service. 
“Approved October 30, 1951.” 





HOSPITALIZATION RIDER IN H. R. 5690 as Reportrep to House June 11, 1953 
(Stricken from bill June 18, 1953, 217 yeas to 180 nays) 


Notwithstanding the provisions of section 6 of Public Law Numbered 2, 73d 
Congress, as amended (38 U. 8S. C. 706), the Administrator of Veterans’ Affairs 
s authorized to investigate any non-service-connected veteran's statement of 
nability to defray the cost of hospitalization, treatment, or domiciliary care, 

here reason exists to doubt the accuracy of such statement; and the Admin- 
strator shall make every effort to collect from any veteran hospitalized, cared 
for, or treated for a non-service-connected disability according to the ability 
of the veteran to pay for such hospitalization, treatment, or care: Provided 
further, That inability to pay shall not prevent any veteran from receiving 
hospiialization, treatment, or domiciliary care, if such veteran is unable to pay 
ind there is a bed available. 


OUTPATIENT DENTAL CARE LIMITATION AS REPORTED TO House JUNE 11, 1953 


Provided, That no part of this appropriation shall be available for outpatient 
dental care and treatment, or related dental appliances, when the dental condi- 
m or disability being treated is not compensable unless such condition or 
disability is shown to have been in existence at time of discharge and applica- 
tion for treatment is made within 1 year after separation from service, or 1 
year after the enactment of this act, whichever is later: Provided further, That 
when any such noncompensable dental condition or disability has once been 
orrected, additional care and treatment therefor may not be provided. 


AS AMENDED ON HOUSE FLOOR JUNE 17, 1953 


Provided, That no part of this appropriation shall be available for outpatient 
dental services and treatment, or related dental appliances with respect to a 
service-connected dental disability which is not compensable in degree unless 
such condition or disability is shown to have been in existence at time of dis 
charge and application for treatment is made either 2 years after separation 
from active service, or 1 year after enactment of this act, whichever is later: 
Provided, That this limitation shall not apply to adjunct outpatient dental 
service or appliances for any dental condition associated with and held to be 
aggravating disability from some other service-incurred or service-aggravated 
injury or disease. 


\S REPORTED IN SENATE, (8S. REPT. 502) JULY 8, 19538 AND PASSED BY SENATE 
JULY 18, 1153 


Provided, That no part of this appropriation shall be available for outpatient 
dental services and treatment, or related dental appliances with respect to a 
service-connected dental disability which is not compensable in degree unless 
such condition or disability is shown to have been in existence at time of dis- 
charge and application for treatment is made within one year after enactment 
of this Act: Provided, That this limitation shall not apply to adjunct outpatient 
dental services or appliances for any dental condition associated with and held 
to be aggravating disability from some other service incurred or service aggra- 
vated injury or disease. 

(Bill was enacted with this provision as agreed upon by conferees (H. Rept. 
882). Adopted in House and Senate July 20, 1958. Approved July 27, 1953 
Public Law 149.) 
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THE PEDIATRICIAN AND THE PUBLIC 
(By Paul A. Harper, M. D., Editor. Communication from Dr. Walter B. Martin) 


Reprinted from Pediatrics, Vol. 11, No. 4, April 1953 


Dr. Walter B. Martin is a practicing physician in Norfolk, Va., and trustee of 
the American Medical Association. His letter is an expansion of remarks made 
at a meeting of medical consultants to one of the armed services about the 
competition for house staff between civilian hospitals and military, veterans’, 
and public health service hospitals. 


Dear Dr. Harper: Since you were interested in some casual remarks I made 
concerning the dispersion of our medical training resources in this country, I 
am going to impose on your patience by further expanding the subject. 

Much has been said and written lately about the shortage of physicians and 
allied technical personnel. In spite of the fact that we have more physicians per 
thousand population that any other major country, we are constantly being told 
that we face a critical shortage of doctors and that something must be done about 
it. It is true the demand of the general population for health services has vastly 
increased. Whether this increase is due to an intelligent understanding by more 
people of what good medicine can offer, or to overindulgence in the luxuries of 
medicine, may be open to question. The fact remains, however, that in spite of 
a constant increasing number of doctors per thousand, and greater productivity 
of the individual physician by reason of better transportation, improved me- 
chanical aids, and an increased number of technical assistants, the load on medi- 
cine steadily increased. This load has been diminished in no way by dividing 
“Gaul” not into 3 parts, but into 6. 

This alleged shortage of doctors and other health personnel is partly due 
to faulty distribution but it is also to a considerable extent an artificial creation 
brought about by unnecessary expansion of Government medical services. Most 
of the proposals for correction of the situation have not sufficiently emphasized 
this fact, but have been content to urge the spending of more Federal money 
for the purpose of building and financing more medical schools, subsidizing 
existing ones, and training more personnel in related fields. Let us take a look 
at the major medical activities of our Central Government. 

This country has developed a large voluntary hospital medical training pro- 
gram that centers around the medical schools and voluntary teaching hospitals. 
This system is partly supported by the Federal Government through the Hill- 
Burton Act, and by various grants to medical schools for research. In addi- 
tion to this however the Federal Government maintains five major medical train- 
ing activities, for intern and residents, under the Army, Navy, Air Force, Vet- 
erans’ Bureau, and the Public Health Service. These medical services were 
designed originally to meet the need of certain groups that, due to their particu- 
lar functions or duties, could not come under a civilian program. The activities 
of these special medical services, however, have been vastly expanded by draw- 
ing in to their sphere a constantly increasing number of civilians who previously 
had been cared for by civilian medicine. Where formerly they relied on the 
civilian training program to provide their highly skilled specialist, each of these 
Government services has now embarked on a training program of its own. In 
order to qualify for resident and intern training, it is necessary for service hos- 
pitals to have diversified clinical material. Good medical training cannot be 
based only on diseases afflicting young men of military age or veterans with 
chronic diseases. Consequently there has been an increasing pressure to draw 
into these hospitals the dependents of service personnel, dependents of the Coast 
Juard, and non-service-connected general, medical and surgical cases among 
the veterans. 

In the case of the Armed Forces the medical care program for dependents of 
service personnel is based on a very slender foundation of law. In 1884 Congress 
authorized Army physicians to give medical care to dependents of military per- 
sonnel in isolated posts where other facilities were not available and if Army 
beds were available. By a series of interpretations and amendments, this law 
has been extended to the Navy, the Air Corps, and the Public Health Service. 
It has been further extended to cover the employees of private contractors on 
construction projects overseas. Throughout the United States, service hospi- 
tals located near large urban area that are well supplied with civilian hospitals, 





HOSPITAL CARE AND OUTPATIENT DENTAL TREATMENT 1873 


are still drawing into their folds a constantly growing number of civilian pa- 
tients. At this time I am not considering the question of whether or not the 
Federal Government is properly responsible for the medical care of all de- 
pendents of military personnel, but am merely pointing out the effect of the 
present procedure. 

Under the law governing the hospitalization of veterans, the veteran hospi- 
tals are allowed to care for non-service-connected cases, if the veteran is un- 
able to pay for his own care, and if beds are available. Through this loophole 
have crept thousands of non-service-connected cases, in all stages of economic 
affluence until now over 87 percent of all general, medical and surgical admis- 
sions into veteran hospitals are non-service-connected. When one considers 
that 34.4 percent of all veteran hospital beds are occupied by general, medical, 
and surgical cases, and that they remain for an average of 30.8 days, it would 
seem that the taxpayer is contributing a sizable sum for the maintenance of a 
training program in the veterans hospitals. Each service will defend to the 
utmost its needs for a complete medical-training program, in order to supply 
their particular service with the necessary number of trained men. If such 
programs are to be acceptable they must have access to a diversified group of 
patients of both sex, and of all ages in the general, medical, and surgical cate- 
gories. To procure this diversification they must continue to drive for an in- 
creased number of dependents of service personnel and more and more non- 
service-connected veterans’ cases, 

To support all of this, more doctors are needed in all of the branches of 
medicine, more nurses, and more technicians in various categories. To take 
care of the situation there must be more hospitals and dispensaries, more 
equipment, and more facilities of all kinds. To obtain the needed technical 
personnel, these various Government hospitals compete not only with each 
other, but with all of the civilian hospitals and institutions. To secure the 
doctors necessary for their purpose, the Armed Forces must strive for a very 
considerable additional quota of physicians now obtainable under the draft 
law. The blocking effect of recruitment difficulties no longer exists nor does the 
element of cost play much of a part. Patriotic motives and humane considera- 
tion compel us to support a law that permits the orderly withdrawal from civil 
life of the number of physicians necessary to provide the best merical care pos- 
sible for those in unfiorm even though this results in further expanding medi- 
cal service to civilians in Government facilities. 

But this is not all. The Government hospitals are in competition with civil- 
ian hospitals, not only for personnel, but also for patients. Here we have a 
remarkable situation. The Federal Government, aided by States and locali- 
ties, is spending millions of dollars under the Hill-Burton Act, in civilian 
hospital construction. At the same time the Federal Government is making it 
difficult for these civilian hospitals to operate at a reasonable cost, since many 
patients that would normally flow into civilian hospitals are diverted from 
these community enterprises into hospitals wholly supported by the Federal 
Government. This does not make sense to the taxpayer, or to anyone, from 
the standpoint of producing good medical care for the American people as a 
whole. It has resulted in a wasteful duplication of hospital facilities, unwar- 
ranted dispersion of needed personnel and an increased cost of hospital and 
medical care for those who pay their way. The integrity of our great voluntary 
teaching program is threatened. The present policy is producing a centripetal 
force that is drawing more and more patients and more and more physicians 
and other health personnel into the Federal vortex. 

I have no happy and immediate solution of the problems presented. I am 
quite sure, however, that the situation is not a static one but will steadily 
become more aggravated unless there is a complete reversal of the present 
trend, Such a change will naturally not receive the support of the principal 
agencies involved but can only be brought about by a united effort of the whole 
body of medicine, supported by taxpaying citizens. 

Water B. Martin, M. D. 

NorFOLK, VA. 


LAWS RELATING TO HOSPITALIZATION BY VA WITH SpeEcIAL REFERENCE TO 
DISCHARGE PROVISIONS 


The first legislative provision for purely medical benefits related to service- 
connected conditions only. The act of October 6, 1917 (Public No. 90, 65th Cong.’, 
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amended the War Risk Insurance Act (38 Stat. 711) by adding sec. 302 (3) which 
provided with respect to service-connected conditions : 

“In addition to the compensation above provided, the injured person shall be 
furnished by the United States such reasonable governmental medical, surgical, 
and hospital services and with such supplies, including artificial limbs, trusses, 
and similar appliances, as the Director may determine to be useful and reasonably 
necessary: * * *.” 

(Sec. 300 of the War Risk Insurance Act provided compensation “for death 
or disability resulting from personal injury suffered or disease contracted in the 
line of duty * * * when employed in the active service * * * but no compensa- 
tion shall be paid if the injury or disease has been caused by his own willful 
misconduct.” ) 

Section 13, act of August 9, 1921 (Public 47, 67th Cong.) provided: 

“In addition to the care, treatment, and appliances now authorized by law, 
* * * hospital, dental, medical, surgical, and convalescent care and treatment 
and prosthetic appliances for any member of the military or naval forces of 
the United States separated therefrom under honorable conditions disabled by 
reason of any wound or injury received or disease contracted, or by reason of 
any aggravation of a preexisting injury or disease specifically noted at examina- 
tion for entrance into or employment in the active military or naval service, 
while in the active military or naval service of the United States on or after 
April 6, 1917 * * *.” [Italics supplied.] 

The section further provided that the disability must have been incurred in 
line of duty and not as the result of willful misconduct and also provided that 
application be made within 1 year from date of separation from service or from 
date of the act, whichever was lL:-ter. 

Section 4, act of April 20, 1922 (Public 194, 67th Cong.) provided: 

“That all hospital facilities under the control and jurisdiction of the United 
States Veterans’ Bureau shall be available for veterans of the Spanish-American 
War, the Philippine Insurrection, and the Boxer Rebellion, suffering from 
neuropsychiatric and tubercular ailments and diseases.” 

No reference to type of discharge. 

Section 4, act of March 4, 1923 (Public 542, 67th Cong.) amended section 302 
(6) of the War Risk Insurance Act (sec. 302 (3) as renumbered by sec. 11, 
Publie 104, 66th Cong.), added the provision of section 4, Public 194, 67th Con- 
gress quoted above and: “including transportation as granted those receiving 
compensation and hospitalization under the War Risk Insurance Act.” 

Act of June 7, 1924 (Public 242, 68th Cong.) World War Veterans’ Act: 

Section 202 (6) contained generally the same hospital benefits as were pro- 
vided by the War Risk Insurance Act except that provision was made for the 
payment of the cost by the Government incident to commitment proceedings per- 
taining to incompetent persons entitled to hospital benefits under the act. 

Section 202 (9) substantially reenacted section 138, act of August 9, 1921 
(above) except that provision as to discharge was changed to “not dishonorably 
discharged”; period of service was limited to “on or after April 6, 1917, and be- 
fore July 2, 1921”; limitation on date of application was removed and provision 
was added authorizing reimbursement when a beneficiary suffered an injury or 
contracted a disease in service entitling him to the benefits of the subdivision and 
an emergency developed requiring immediate treatment or hospitalization, no 
bureau facilities were feasibly available and delay would be hazardous. 

Section 202 (10) liberalized provisions regarding hospitalization for non- 
service-connected disabilities and as amended reads as follows: 

“That all hospital facilities under the control and jurisdiction of the Bureau 
shall be available for every honorably discharged veteran of the Spanish-Amer- 
ican War, the Philippine Insurection, the Boxer Rebellion, or the World War 
suffering from neuropsychiatric or tubercular ailments and diseases, paralysis 
agitans, encephelitis lethargies or amoebic dysentry, or the loss of sight of both 
eyes regardless whether such ailments or diseases are due to military service or 
otherwise, including traveling expenses as granted to those receiving compensa- 
tion and hospitalization under this act. The Director is further authorized, so 
far as he shall find that existing Government facilities permit, to furnish hospi- 
talization and necessary traveling expenses to veterans of any war, military 
occupation, or military expedition since 1897, not dishonorably discharged with- 
out regard to the nature or origin of their disabilities: Provided, That preference 
to admission to any Government hospital for hospitalization under the provisions 
of this subdivision shall be given to those veterans who are financially unable to 
pay for hospitalization and their necessary traveling expenses.” [Italics sup- 
plied. } 
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Section 8, act of March 4, 1925 (Public 628, 68th Cong.) amended section 202 
(6) of the World War Veterans’ Act to provide governmental care, and dental 
services. Included among supplies to be furnished dental appliances and special 
clothing made necessary by the wearing of prosthetic appliances. Also amended 
section 202 (9) of the World War Veterans’ Act to include dental appliances 
The provision relative to discharge remained the same (“not dishonorably dis- 
charged’”’). 

Section 9, act of July 2, 1926 (Public 448, 69th Cong.), amended section 202 
(10) of the World War Veterans’ Act by eliminating the date “1897” thus ex- 
tending the benefits described above to veterans of any war, military occupation, 
or expedition not dishonorably discharged. This amendment also included as 
eligible to the benefits of hospitalization those women who served as Army 
nurses under contract between April 21, 1898, and February 2, 1901, not dishon 
orably discharged. Also provided that all laws applicable to women who belonged 
to the Nurse Corps of the Army after February 2, 1901, shall apply equally to 
members of the Army Nurse Corps who served under contract between April 21, 
1898, and February 2, 1901, including all women who served honorably as nurses, 
chief nurses, or superintendent of said corps in said period, 

Section 15, act of July 3, 1930 (Public 522, 7ist Cong.), amended section 202 

10), World War Veterans’ Act, to include among those entitled to hospitalization 
persons who served overseas as contract surgeons of the Army at any time 
during the Spanish-American War not dishonorably discharged. This act also 
provided that for the purpose of the section the Spanish-American War shall 
e construed to mean service between April 21, 1898, and July 4, 1902, and the term 

veteran” shall be deemed to include those persons retired or otherwise not 
dishonorably separated from the active list of the Army or Navy. 

Act of March 20, 1933 (Public 2, 73d Cong.) : 

Section 17 repealed al public laws granting medical or hospital treatment or 
domiciliary care to veterans who served in or subsequent to the Spanish- 
American War. 

Section 6 read as follow : 

“In addition to the pensions provided in this title, the Administrator of Vet- 
erans’ Affairs is hereby authorized under such limitations as may be prescribed 
by the President, and within the limits of existing Veterans’ Administration 
facilities, to furnish to veterans of any war, including the Boxer Rebellion and 
the Philippine Insurrection, domiciliary care where they are suffering with per- 
manent disabilities, tuberculosis or neuropsychiatric ailments and medical and 
hospital treatment for diseases or injuries.” 

Veterans Regulation No. 6, March 31, 1983: Specified order of preference for 
domiciliary and hospital care for honorably discharged veterans of any war: 
(a) Disabilities incurred or aggravated in line of duty; (b) veterans who served 
90 days or more, suffering with permanent disabilities or tuberculous or neuro- 
psychiatrie ailments which incapacitate them from earning a living, and who 
have no adequate means of support. 

Act of June 16, 1983 (Public 78, 73d Cong.) amended section 6, Public No. 2, 
to read: 

“In addition to the pensions provided in this title the Administrator of Veterans’ 
Affairs is hereby authorized under such limitations as may be prescribed by the 
President, and within the limits of existing Veterans’ Administration facilities, 
to furnish to men discharged from the Army, Navy, Marine Corps, or Coast 
Guard for disabilities incurred in line of duty and to veterans of any war, in- 
cluding the Boxer rebellion and the Phillippine insurrection, domiciliary care 

here they are suffering with permanent disabilities, tuberculosis, or neuro- 
psychiatric ailments and medical and hospital treatment for diseases or injuries.” 

Veterans Regulation No. 6 (a) July 28, 1933, amended Veterans’ Regulation 
No. 6 to take cognizance of amendment made by Public, No. 78 and include peace- 
time veterans honorably discharged for disabilities incurred in line of duty 
suffering from service-connected disabilities, and peacetime veterans honorably 
discharged for disabilities incurred in line of duty after service of 90 days or 
more suffering from permanent disabilities or tuberculous or neuropsychiatric 
ailments, which incapacitate them from earning a living and who have no 
adequate means of support. 

Veterans Regulation No. 6 (b) January 19, 1934, added war veterans who 
served less than 90 days if they were discharged for disability incurred in the 
service in line of duty who have no adequate means of support and who are 
suffering from permanent disabilities, or tuberculous or neuropsychiatric ail- 
ments, or such other conditions requiring emergency or extensive hospital treat- 
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ment as may be prescribed by the Administrator of Veterans’ Affairs, which in- 
eapacitate them from earning a living. The regulation removed the 90-day 
service requirement from peacetime service if veteran was honorably discharged 
for disabilities incurred in line of duty, etc., and added the provision re emergency 
treatment as for war veterans. 

Section 29, act of March 28, 1934 (Public, No. 141, 73d Cong.), added the 
following proviso to section 6, Public, No. 2: 

“That any veteran of any war who was not dishonorably discharged, suffering 
from disability, disease, or defect, who is in need of hospitalization or domicil- 
iary care, and is unable to defray the necessary expenses therefor (including 
transportation to and from the Veterans’ Administration facility), shall be fur- 
nished necessary hospitalization or domiciliary care (including transportation) 
in any Veterans’ Administration facility, within the limitations existing in such 
facilities, irrespective of whether the disability, disease, or defect was due to 
service. The statement under oath of the applicant on such form as may be 
prescribed by the Administrator of Veterans’ Affairs shall be accepted as suffi- 
cient evidence of inability to defray necessary expenses.” [Italics supplied.] 

Veterans Regulation No. 6 (c), June 30, 1934, took cognizance of provisions of 
Public, No. 141, 73d Congress, added following to paragraph I, Veterans Regu- 
lation 6 (a): 

“(e) To veterans of any war, including the Boxer Rebellion and the Philippine 
Insurrection, not dishonorably discharged (regardless of length of service), who 
swear they are unable to defray the expenses of necessary hospitalization or 
domiciliary care, when suffering with any disability, disease, or defect, and when 
in need of hospitalization or domiciliary care as may be determined by the 
Administrator of Veterans’ Affairs ;” [Italics supplied.] 

Section 1, act of August 23, 19385 (Public, No. 312, 74th Cong.), amended section 
6, Public, No. 2, 73d Congress, to read : 

“In addition to the pensions provided in this title the Administrator of Veter- 
ans’ Affairs is hereby authorized under such limitations as he may prescribe, 
and within the limits of existing Veterans’ Administration facilities, to furnish 
to men discharged from the Army, Navy, Marine Corps, or Coast Guard for 
disabilities incurred in line of duty or to those in receipt of pension for service- 
connected disability, and to veterans of any war, including the Boxer Rebellion 
and the Philippine Insurrection, domiciliary care where they are suffering with 
permanent disabilities, tuberculosis, or neuropsychiatric ailments and medical 
and hospital treatment for diseases or injuries: Provided, That any veteran 
of any war who was not dishonorably discharged, suffering from disability, 
disease, or defect, who is in need of hospitalization or domiciliary care and is 
unable to defray the necessary expenses therefore (including transportation to 
and from the Veterans’ Administration facility), shall be furnished necessary 
hospitalization or domiciliary care (including transportation( in any Veterans’ 
Administration facility, within the limitations existing in such facilities, irre- 
spective of whether the disability, disease, or defect was due to service. The 
statement under oath of the applicant on such form as may be prescribed by 
the Administrator of Veterans’ Affairs shall be accepted as sufficient evidence 
of inability to defray necessary expenses.” [Italics supplied.] 

Section 1508, Public Law 346, 78th Congress, June 22, 1944, provides as to 
discharge : 

“A discharge or release from active service under conditions other than 
dishonorable shall be a prerequisite to entitlement to veterans’ benefits provided 
by this Act of Public Law Numbered 2, Seventy-third Congress, as amended.” 


ae 


1064. CHARACTER OF DISCHARGE UNDER PUBLIC, NO. 2, 78D CONGRESS, AS AMENDED, 
AND UNDER PUBLIC LAW 346, 78TH CONGRESS 


(A) To be entitled to compensation or pension under Veterans Regulation 
No. 1 (a), as amended, the period of active service upon which claim is based 
must have been terminated by discharge or release under conditions other than 
dishonorable. In other words benefits under Public No, 2, 73d Congress, and 
Public Law 346, 78th Congress, are barred where the person was discharged 
under dishonorable conditions. The requirement of the words “dishonorable 
conditions” will be deemed to have been met when it is shown that the discharge 
or separation from active military or naval service was (1) for mutiny, (2) 
spying, or (3) for an offense involving moral turpitude or willful and persistent 
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misconduct: Provided, however, That where service was otherwise honest, faith- 
ful, and meritorious a discharge or separation other than dishonorable because 
of the commission of a minor offense will not be deemed to constitute discharge 
or separation under dishonorable conditions (October 31, 1946). 

(B) In addition to the question of the character of the discharge there should 
also be borne in mind the provisions of section 300 of Public Law 346, 78th 
Congress, under which benefits under any laws administered by the VA are 
barred, as to the particular period of service, where a person is discharged or 
dismissed by reason of the sentence of a general court martial, or is discharged 
on the ground that he was a conscientious objector who refused to perform 
military duties or refused to wear the uniform or otherwise to comply with 
lawful orders of competent military authorities, or as a deserter, or in the case 
of an officer where his resignation is accepted for the good of the service. How- 
ever, in the case of any such person, if it be established to the satisfaction of 
the Administrator that at the time of the commission of the offense such person 
was insane, he shall not be precluded from benefits to which he is otherwise 
entitled under the laws administered by the VA. However, veterans in receipt 
of pension or compensation on the date of the enactment of Public Law 346, 78th 
Congress, pursuant to the interpretation of prior laws, are not affected by the 
requirements of either section 300 or section 1508, Public Law 346, 78th Congress. 

(C) The acceptance of an undesirable or blue discharge to escape trial by 
general court martial will, by the terms of section 1503, Public Law 346, 78th 
Congress, be a bar to benefits under Public, No. 2, 73d Congress, as amended, and 
Publie Law 346, 78th Congress, as amended, as it will be considered the discharge 
was under dishonorable conditions (August 9, 1946). 

(D) An undesirable or blue discharge issued because of homosexual acts or 
tendencies generally will be considered as under dishonorable conditions and a 
bar to entitlement under Public, No. 2, 73d Congress, as amended, and Public Law 
846, 78th Congress, as amended. However, the facts in a particular case may 
warrant a different conclusion, in which event the case should be submitted to 
the Director, Claims Service, district office, in field death cases, to the Director, 
Veterans Claims Service, Central Office, in field living cases, or to the Director 
of the Service concerned in Central Office cases, for attention and consideration. 
As to the effect of alienage see VA Regulation 1001 (J) (October 19, 1949). 

{(E£) A determination as to character of discharge by an adjudicating agency 
will be binding upon the VA in all subsequent adjudications and may be reversed 
only in accord with the rules enunciated in VA Regulation 1009 (A), (B), (C), 
and {D). Contemplated reversal of a prior determination which would result 
in reduced or discontinued compensation or pension payments will require the 
same notice to the claimant provided by VA Regulation 1009 (D) in severance 
of service connection, subject to the same exceptions outlined therein.}] (June 
17, 1952.) 


1065. WILLFUL MISCONDUCT 


(A) A disabling condition will be considered to be the result of willful mis- 
conduct for the purpose of all adjudications under Veterans Regulation No. 1 (a), 
as amended, and sections 27 and 28, Public, No. 141, 73d Congress, as amended, 
when it is shown to have been incurred under conditions or in a manner set forth 
by Veterans Regulation No. 10, paragraph VIII, as amended, without regard to 
any prior determinations respecting the manner of its incurrence. A finding 
in any case that a disabling condition is of willful misconduct nature, as defined 
by Veterans Regulation No. 10, paragraph VIII, as amended, will bar any right 
to pension or compensation under Veterans Regulation No. 1 (a), as amended, 
and sections 27 and 28, Public, No. 141, 73d Congress, as amended (August 31, 
1950). 

(B) (1) Pension shall not be payable under part III, Veterans Regulation No. 
1 (a), as amended, for any disability due to the claimant’s own willful miscon- 
duct or vicious habits. In the construction of the term “vicious habits,” the 
words “vicious” and “habits” must be taken together, and, so taken, a corrupt 
or immoral act is not a vicious habit if it is not repeated to such an extent as to 
become a regular and fixed mode of action; a single incident, however vicious, is 
not a vicious habit (May 13, 1947). 

(2) For the purpose of adjudications under section 31, title III, Public, No. 141, 
73d Congress, section 12, Public, No. 866, 76th Congress, and paragraph 4, part 
VII, Veterans Regulation No. 1 (a), Public, No. 2, 73d Congress, as amended, 
the definition established by precedents under section 213, World War Veterans’ 
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Act, 1924, as amended, for willful misconduct will be applied (August 9, 1946). 

(C) In determining whether an act is due to willful misconduct, the precedents 
under the World War Veterans’ Act, 1924, as amended, are for application except 
as to venereal diseases meeting the requirements of section 2, Public Law 439, 78th 
Congress. Generally, these precedents are to the effect that an act to be one of 
“willful misconduct” must be “malum in se” or “malum prohibitum” if involving 
conscious wrongdoing or known prohibited action. (Mere technical violation of 
police regulations or ordinances will not per se constitute “willful misconduct” 
but are factors for consideration in the light of the attendant circumstances. ) 
Pursuant to Public Law 339, S8ist Congress, every disease, injury, or death in- 
eurred without willful misconduct on the part of the service person while i: 
confinement under sentence of a court martial or a civil court will be deemed 
to have been incurred in line of duty unless disability was the result of a materia! 
interference with performance of military duty or unless the court-martial 
sentence involved an unremitted dishonorable discharge or, in the case of officers, 
separation under similar conditions, or the sentence of the civil court involved 
conviction of a felony, as defined by the laws of the jurisdiction where the person 
was convicted. The provisions of this subparagraph will apply equally to those 
instances where the disability occurs during confinement prior to the actual 
remission of the dishonorable discharge, or separation under similar conditions: 
Provided, of course, that the dishonorable discharge or separation under similar 
conditions is subsequently remitted. Despite the remission of the dishonorable 
discharge or separation under similar conditions, there must always be borne in 
mind the necessity of determining under established criteria whether the pres- 
ently existing discharge was under other than dishonorable conditions. If it was 
under dishonorable conditions, a statutory bar to entitlement exists, The de- 
termination whether the offense for which the veteran was convicted by a civil! 
court constituted a felony will, in other than obvious cases, be made by the Chief 
Attorney of the regional office located in the State in which the civil court is also 
located, except in Central Office cases the determination will be made by th« 
Solicitor. (As to effective dates of evaluation, see VA Regulation 1148 (B).) 
(August 31, 1950.) 

Sec. 300 (38 U. S. C. 693g). The discharge or dismissal by reason of the 
sentence of a general court-martial of any person from the military or naval 
forces, or the discharge of any such person on the ground that he was a con 
scientious objector who refused to perform military duty or refused to wear the 
uniform or otherwise to comply with lawful orders of competent military author- 
ity, or as a deserter, or of an officer by the acceptance of his resignation for the 
good of the service, shall bar all rights of such person, based upon the period of 
service from which he is so discharged or dismissed, under any laws adnrinis 
tered by the Veterans’ Administration: Provided, That in the case of any such 
person, if it be established to the satisfaction of the Administrator that at the 
time of the commission of the offense such person was insane, he shall not be 
precluded from benefits to which he is otherwise entitled under the laws admin 
istered by the Veterans’ Administration: And provided further, That this section 
shall not apply to any war-risk, Government (converted), or national service 
life-insurance policy. 

Sec. 1508 (38 U. 8. C. 697c). A discharge or release from active service under 
conditions other than dishonorable shall be a prerequisite to entitlement to 
veterans’ benefits provided by this Act or Public Law Numbered 2, Seventy- third 
Congress, as amended. 


Classification of discharges, enlisted personnel, Army and Navy 


Type of discharge | Character of separation Given by 


Honorable discharge ; Honorable... | Administrative action. 

General discharge Under honorable eonditions..... ../ 

Undesirable discharge. _ Conditions other than honorable. | - Do. 

Bad-conduct discharge A do ious L2 | General or special courts martial. 
Dishonorable discharge... - Dishonorable...........-...- ..| General courts martial. 
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Mr. Kearney. I do not wish to suggest that the witnesses be brief, 
for I know the committee wishes all of the information which can be 
had on this question of hospitalization entitlement. I do hope they 
will be as specific as possible, and I hope that they will have definite 
suggestions. 

Mi: ay I add this—give suggestions which will assist this committee 
in determining what. legislation, if any, is proper, and do not, as has 
been done in the past, suggest something now and change your mind 
tomorrow. 

Our first witness will be Mr. Downer, assistant legislative officer 
of the Veterans of Foreign Wars. 

Mrs. Rogers. Before you begin, may I have inserted in your hear- 
ings a statement regarding the history of hospitalization through the 
vears ! 

’ Mr. Kearney. Without objection, it will be inserted in the record 
at this point. 
(The statement referred to is as follows :) 





REMARKS OF Hon. EpirH Nourst RoGers ON HOSPITALIZATION ENTITLEMENT OF 
VETERANS, JULY 1, 1953 





As I previously announced to the House, the chairman of the Subcommittee on 

Hospitals, the Honorable B. W. Kearney, has scheduled hearings to commence 
on July 8 to consider the matter of hospitalization entitlement of veterans. 

Mr. Kearney has indicated that while some operational problems are likely 
to come up, it will be his purpose to concentrate, insofar as possible, on the 
eligibility for hospitalization rather than the operations of the medical depart- 
ment of the Veterans’ Administration. 

This is a subject of vital interest and importance to each member, attention 
having been most recently focused on it by the legislative rider in the appropri- 
ation bill, H. R. 5690. 

The particular question raised by the legislative rider in the appropriation bill 
had to do with restricting hospitalizaton entitlement for certain non-service- 
connected cases. It is interesting to note that several bills introduced in the 
80th Congress were apparently designed to produce the opposite effect. The 
point is that this is not a new problem and I believe it will be helpful to members 
briefly to review the history of hospitalization entitlement for veterans and the 
construction program for a nationwide system of veterans’ hospitals. 

The first legislative provision for purely medical benefits was approved by 
Congress in the form of an amendment to the War Risk Insurance Act (38 Stat. 
711). The act of October 6, 1917 (40 Stat. 398), amended the War Risk Insur- 
ance Act by adding section 302 (3) which provided with respect to service- 
connected conditions that— 

“* * * the injured person shall be furnished by the United States such rea- 
sonable governmental medical, surgical, and hospital services and with such 
supplies, including artificial limbs, trusses, and similar appliances, as the 
Director may determine to be useful and reasonably necessary: * * *.” 

Section 4 of the act of March 4, 1923 (42 Stat. 1521), further amended the 
War Risk Insurance Act, as amended, by providing— 

“That all hospital facilities under the control and jurisdiction of the 
United States Veterans’ Bureau shall be available for veterans of the Span- 
ish-American War, the Philippine Insurrection, and the Boxer Rebellion 
suffering from neuropsychiatric or tubercular ailments and diseases, includ- 
ing transportation as granted to those receiving compensation and hospitali- 
zation under the War Risk Insurance Act.” 

Although this legislation in itself did not authorize hospital treatment for a 
large number of veterans, additional hospitals were gradually authorized until 
at the close of the fiscal year 1923, approximately 15,402 beds were being fur- 
nished in United States Veterans’ Bureau hospitals. In general, these hospital 
facilities were adequate until the passage of the World War Veterans’ Act, 1924. 
Subsections (6), (9), and (10) of section 202 of that act in general restated the 
provisions of the War Risk Insurance Act, as amended, regarding hospitalization 
and provided liberalized hospitalization privileges, whenever existing Govern- 
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ment facilities were available, to veterans of any war, military occupation, or 
expedition since 1897, not dishonorably discharged, without regard to the na- 
ture or origin of their disabilities. Preference in admission was provided for 
those veterans who were financially unable to pay for their hospitalization and 
the necessary traveling expenses. This stemmed from the recommendation of 
President Coolidge relating to veterans which was a part of a message which 
he personally delivered to a joint session of the Congress on December 6, 1923. 
His general statement with respect to veterans was: 

“No more important duty falls on the Government of the United States than 
the adequate care of its veterans. Those suffering disabilities incurred in the 
service must have sufficient hospital relief and compensation. Their dependents 
must be supported. Rehabilitation and vocational training must be completed. 
All of this service must be clean, must be prompt and effective, and it must be 
administered in a spirit of the broadest and deepest human sympathy. If in- 
vestigation reveals any present defects of administration or need of legislation, 
orders will be given for the immediate correction of administration, and recom- 
mendations for legislation should be given the highest preference.” 

He then followed with this specific recommendation which is here pertinent: 

“At present there are 9,500 vacant beds in Government hospitals. I recom- 
mend that all hospitals be authorized at once to receive and care for, without 
hospital pay, the veterans of all wars needing such care, whenever there are 
vacant beds, and that immediate steps be taken to enlarge and build new hospitals 
to serve all such cases.” 

The act of July 2, 1926 (44 Stat. 790), later amended section 202 (10) by 
eliminating the date 1897 and extending the benefits described above to the 
veterans of any war, military occupation, or expedition (a veteran population 
of approximately 5 million men and women). This caused a large influx of 
veterans of all types into Government institutions. 

On March 20, 1933, Public, No. 2, 73d Congress, was enacted which, among 
other things, repealed all public laws granting medical or hospitalization treat- 
ment or domiciliary care to veterans who served in or subsequent to the Spanish- 
American War. Section 6 of this law, as amended by section 1 of Public Law 
78, 73d Congress, June 16, 1933, authorized the Administrator of Veterans’ 
Affairs, under limitations prescribed by the President within the limits of 
existing hospitals, to furnish to men discharged from the armed services for 
disabilities incurred in line of duty and to veterans of any war hospitalization 
and domiciliary care providing such veterans were suffering from permanent 
disabilities, tuberculosis, or neuropsychiatric ailments. 

Pursuant to this law, Veterans Regulations Nos. 6, 6 (a), and 6 (b) were 
promulgated by the President in the form of Executive orders. They specified 
a certain order of preference in furnishing hospitalization benefits and restricted 
such hospital and domiciliary care (a) to veterans with service-connected dis- 
abilities and (b) to veterans with no adequate means of support who were 
suffering from permanent disabilities, tuberculosis, or neuropsychiatric ailments 
of nonservice origin or such other conditions requiring emergency or extensive 
hospital treatment which incapacitated them from earning a living. Veterans 
Regulation No. 6 (b) was made effective January 19, 1984. 

During the 1934 fiscal year, 63,900 veterans were admitted to hospitals and 
homes for treatment as compared with 136,626 for the year 1933. The decrease 
was due to the legislation of March 20, 1933, and the Presidential regulations 
pursuant thereto, which eliminated hospitalization to veterans with non-service- 
connected disabilities of a temporary nature. 

On March 28, 1934, Public Law 141, 73d Congress, was enacted, section 29 of 
which further amended section 6 of Public Law 2, 73d Congress, by adding a 
proviso thereto as follows: 

“Provided, That any veteran of any war who was not dishonorably discharged, 
suffering from disability, disease, or defect, who is in need of hospitalization 
or domiciliary care, and is unable to defray the necessary expenses therefor 
(including transportation to and from the Veterans’ Administration facility), 
shall be furnished necessary hospitalization or domiciliary care (including 
transportation) in any Veterans’ Administration facility, within the limitations 
existing in such facilities, irrespective of whether the disability, disease, or 
defect was due to service. The statement under oath of the applicant on such 
form as may be prescribed by the Administrator of Veterans’ Affairs shall be 
accepted as sufficient evidence of inability to defray necessary expenses.” 

Veterans Regulation No. 6 (c) was promulgated on June 30, 1934, and amended 
previous Veterans Regulations of the No. 6 series by providing needed hospital 





HOSPITAL CARE AND OUTPATIENT DENTAL TREATMENT 1897 


or domiciliary care to veterans of any war not dishonorably discharged who swear 
that they are unable to defray the expenses of necessary hospitalization or domi- 
ciliary care, when suffering with any disability, disease, or defect. 

It appears from the legislative history of Public Law 141, 78d Congress, that 
the intention of Congress was not to reenact the liberal provisions of the World 
War Veterans’ Act, but rather to limit hospitalization in non-service-connected 
cases to veterans unable to defray their own hospital expenses. Moreover, by the 
provisions of the last sentence of section 6 of Public Law 2, as amended by section 
29 of Public Law 141, Congress provided in effect that the veteran should be the 
sole judge as to whether he is able to pay for his own hospital expenses and the 
transportation incident thereto. Accordingly, if the applicant for hospitalization 
makes a statement under oath that he is not financially able to pay necessary ex- 
penses of hospitalization, his statement must be accepted as sufficient. : As long 
as the answers to the pertinent questions on the prescribed form (VA Form 
10—-P-10), are answered in the negative, hospitalization or domiciliary care can 
be granted, providing the applicant is otherwise qualified. 

Prior to World War II, the Veterans’ Administration, in collaboration with the 
Federal Board of Hospitalization, developed a construction program designed to 
meet the World War I peak load of veterans’ hospitalization. This program Con- 
templated a total of 100,000 beds of all types. Before it was completed, World 
War II had started and during the war years, while some beds were added 
through new construction, no large construction programs were undertaken due 
to the diffieulty in obtaining materials that were urgently needed in the war effort, 
although returning World War II veterans were placing a sizeable load on exist- 
ing facilities. 

The Servicemen’s Readjustment Act of 1944 authorized and directed the 
Administrator and the Federal Board of Hospitalization to expedite and complete 
the construction of additional hospital facilities for war veterans. It authorized 
to be appropriated a sum of $500 million for the construction of additional hos- 
pital facilities. Accordingly, the Veterans’ Administration, the Federal Board 
of Hospitalization, and the Bureau of the Budget made detailed studies of the 
hospital needs of the Veterans’ Administration. As a result of these various 
investigations, there were developed and the President approved construction 
and expansion programs which would have provided an additional 55,106 beds. 
This original construction program called for the construction of 90 new hospitals 
76 of which were in the so-called 1946 program and 14 in the new 1947 program. 

In his budget message to the Congress of January 1949, President Truman 
announced that, while the construction program had been proceeding as planned 
and authorized during and immediately after the war, he had reviewed that pro- 
gram in the light of postwar experience and had found that to continue with the 
construction of the full number of 90 authorized hospitals would result in serious 
overbuilding, in terms of beds needed to meet foreseeable requirements. He 
stated that he had therefore directed that the program which he had previously 
authorized be curtailed by approximately 16,000 beds; that he had requested the 
Administrator to recommend specific adjustments in the program to accomplish 
this curtailment, and had approved the Administrator’s recommendations for the 
cancellation of 24 hospital projects and the reduction in planned capacity of 14 
additional hospitals. He recommended a net rescission by the Congress of $237 
million in contract authorizations by reason of this reduction in the hospital con- 
struction program. 

Pursuant to the directive of the President, the Veterans’ Administration se- 
lected for elimination 23 proposed hospitals and one major addition on which 
construction has not yet begun and the reduction in bed capacity of 14 other 
hospitals, to make up the approximate 16,000-bed cutback directed by the 
President. 

The net result, after taking into account the 16,000-bed curtailment of the 
original construction program, is that the new revised program will produce a 
total of about 131,000 permanent beds. 

I believe it is clear to all that no question has been raised as to the eligibility 
of service-connected cases. That leaves for consideration the non-service-con- 
nected cases, many of whom have claims for service connection pending deter- 
mination. 

On June 4, under leave to extend my remarks in the Record, I included a very 
intersting article prepared by Vice Adm. Joel T. Boone, Chief Medical Director 
of the Veterans’ Administration. It is an examination of certain popular mis- 
conceptions concerning the medical and hospital program of the Veterans’ Ad- 
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ministration. It commences on page A3464 of the Congressional Record of June 
&, 1958, and I commend it as worthy of your study. 

The article describes the nature of the disabilities currently being treated in 
that portion of the total bed facilities allocated to the care of veterans with 
with non-service-connected disabilities only; that is, the group representing 52.4 
percent of the total patients. He states that this group can be initially sub- 
divided as 31.8 percent, patients with conditions which are known to be chronic 
in nature; 20.6 percent, patients with presumed nonchronic conditions. In the 
first group he has included veterans hospitalized for the treatment of tuber- 
culosis or psychosis as well as those hospitalized for some other chronic dis- 
ability as evidenced by the fact that on the particular census day, they had al- 
ready been hospitalized for more than 90 days. 

Admiral Boone’s analysis continues : 

“These undisputedly chronically ill patients total 34,426, or 31.8 percent of 
all patients. The rest of the patient load, veterans with presumably nonchronic 
disabilities, constitutes 20.6 percent of the total patients. When we examine 
the composition of the so-called nonchronic cases, we find evidence to suggest 
that many of them are in truth chronically ill. For example, of the 23,306 
veterans with presumed nonchronic disabilities, 9,184 patients, or 8.5 percent 
of all patients, are in receipt of or have applied for a VA pension for a perma- 
nently and totally disabling non-service-connected condition, These veterans, 
in addition to their severely incapacitating disability, must have incomes less 
than $1,400 a year if without dependents, or $2,700 with dependents, to be 
eligible for VA pension. While these veterans had been hospitalized for less 
than 90 days when the census was taken, it appears likely that because of their 
severe disabilities they will require long-term hospitalization. More than half 
of these veterans were being treated for one of the following chronic conditions: 
Cardiovascular disease, cancer, neurological disease, or arthritis. 

“Another small subcategory of interest which had been included in the non- 
chronic, non-service-connected class is 1,198 patients (or 1.1 percent of the 
total patient load) who on the day of the census had a claim for compensation 
for a service-incurred disability pending adjudication action. A significant 
percentage of these claims for compensation are subsequently adjudged to be 
service-incurred or service-aggravated disabilities and therefore would permit 
the reclassification of these veterans to the service-connected category. 

“The residual group of nonchronic, non-service-connected veterans in hospitals 
comprise 11,656 patients, or 10.8 percent of the total patient load. How many 
of these patients may require long-term hospitalization is a moot point. One- 
third of these patients are found to be suffering from one of the following serious 
disabilities: Cardiovascular disease, cancer, or neurological disease, or arthritis.” 

That concludes the portion of the article to which I desire to invite your 
attention at this time. I believe that you will agree with me that in the light 
of even such brief reflection and analysis as I have given, any hasty action by 
the Committee on Veterans’ Affairs or the Congress in this matter would be most 
inadvisable. 

A number of your colleagues with whom I am privileged to be associated 
and who played a part in the establishment of this great system know that the 
road has been long and at times the going has been hard. We saw much of it 
hastily eliminated by the so-called Economy Act of 1933, only to be substantially 
reinstated shortly thereafter. Experience counsels against hasty action. The 
law should be changed only after full hearings and convincing evidence that the 
change is warranted. 


Mr. Kearney. I think at this point, before Mr. Downer testifies, 
I will have inserted in the record a letter from Mr. William P. Rogers, 
Deputy Attorney General of the Department of Justice, addressed 
tome. I will read the letter. 


This will refer to your letter of June 19, 1953, to the Attorney General request- 
ing his opinion as to “whether or not the Congress could enact legislation which 
would require a commercial insurance company, for example, to pay for hos- 
pitalization of a veteran who had a policy with the company, while the veteran 
is hospitalized in a Veterans’ Administration installation.” 

While we would like to be helpful to you, it does not appear possible to offer 
any definite comment on the general problem you have in mind. This is for 
the reason that the obligation of a commercial insurance company in a particu- 
lar instance would be determined upon the basis of the contract represented by 
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the policy. If a specific legislative proposal in the form of a bill should be 
submitted to the Department, we shall, of course, be glad to furnish a report 
on it. 


STATEMENT OF ADIN M. DOWNER, ASSISTANT LEGISLATIVE 
OFFICER, VETERANS OF FOREIGN WARS 


Mr. Downer. Mr. Chairman and members of the committee, I 
would like to affirm, speaking for our organization, that the report of 
this subcommittee on its investigation of hospital facilities of the 
Veterans’ Administration has been of great value in revealing the 
true facts and situation that exists in those facilities. We appreciate 
very much that effort of this committee. 

Mr. Chairman, I have a prepared statement which, with your per- 
mission, I would like to read and make some brief comments as I 
go along. 

I am grateful for the opportnuity to appear before your committee 
on this very important question and am sorry that it will not be 
possible to ‘make any specific recommendations at this time. The 
specific questions with which we are no concerned have not been passed 
upon by our national encampment and, consequently, the comments 
which I make will not be based on discussion of our National Legis- 
lative Service and National Rehabilitation Service and will not con- 
stitute official views of the Veterans of Foreign Wars. Our 53th 
Annual National Encampment meets in Milwaukee August 2 to 7, and 
[ am confident that the encampment will consider this broad overall 
question and make specific recommendations which we can present 
to this committee in the next session of the Congress. 

Mr. Kearney. Let me interrupt and make this suggestion: I think 
that I speak for the entire membership of this committee. I would 
like to suggest that you do perform such action in the convention and 
bring back a mandate from the convention showing exactly where 
the Veterans of Foreign Wars stand on this particular question. 

The reason that I say that is this, that from time to time we have 
endeavored to bring to the floor of the House out of this committee 
certain veteran legislation, and I do not say for the purpose of ducking 
an issue it is easy to say we have no mandate on it. This subject we 
are taking up now is one that has been confronting the Congress in 
this committee for a good many years, and we would definitely like 
to know one way or the other just exactly where each veterans organ- 
ization does stand on this particular question. 

Mr. Downer. I appreciate your comments on that, Mr. Chairman. 
I would like to say we have submitted the general question to our service 
officers for their consideration, and I hope it will be possible to make 
the hearings before this committee available to them before our en- 
campment so the men who actually work with the problems in the 
field and who have a valuable practical experience with them can 
study these hearings and make a better contribution to an intelligent 
solution of the proble m at our encampment. 

Mr. Lona. I think it may be helpful if I tell the witness at this 
point that the American Dental Association is very much interested 
in this, At their convention in September, the national convention, 
they expect to submit to all of the organizations that are interested, 
a bill which they are now drawing up. In fact, I have introduced the 
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forerunner of that bill already. That bill was prepared by the Ameri- 

can Dental Association. They think that they will be able to be help- 
ful if you will read that bill and study it in the meantime. The other 
bill will be ready about the time you come back in January. They are 
doing a great deal of work to try to ascertain just how we can be 
he Ipful and at the same time save money. We believe that we can 
save many millions of dollars in the years to come by a reorganization 
of the dental aspect of the veterans’ affairs, and that is what we want 
to do. We do not want a separate organization in any respect, but 
one that will go along and be earmarked so you will know who is 
handling that part of the dental organization for the veterans’ affairs. 

I might tell you that is what we are working at in the American 
Dental Association, along with the medical association. We hope 
everybody can be agreed. I trust you people will have time to study 
it in the meantime. 

Mr. Kearney. You may proceed and finish your statement. 

Mr. Downer. There seems to be universal agreement that free hos- 
pital and medical care should be provided for all service-connected 
disabilities and for non-service-connected NP and TB cases. Here 
the unanimity ceases and the broad general question in controversy 
appears to be the extent to which free hospital and medical care should 
be provided for other chronic non-service-connected disabilities and for 
general medical and surgical cases of non-service-connected origin 
which require lesser periods of hospitalization and treatment. In con- 
sidering limitations that might be placed upon these latter categories, 
I think it should always be kept in mind that the law already imposes a 
rather severe limitation upon all such cases in that it only provides 
for the operation of 114,315 hospital beds. We suggest that the limit 
on hospital facilities prevents any widespread abuses of the hospital 
and medical program under the laws that now exist. One question 
that has been raised is, should the Government provide free hospital 
and medical care for such nonservice disabilities regardless of the 
ability to pay? On the affirmative side of this question we should con- 
sider the fact that educational aid under the so-called GI Bill is pro- 
vided for all veterans regardless of financial position, income, ability 
to pay or physical condition. If educational aid is to be so freely 
provided for able-bodied veterans, it seems only logical that medical 
care should be provided under the equal terms and conditions for the 
more unfortunate who suffer from physical disabilities. Many veterans 
who have not availed themselves of educational benefits men the GI 
Bill really have no substantial benefit as a reward for their wartime 
service if they are not given the right to free hospital and medical care 
for disabilities without service-connection. Also, it might be said that 
if free hospital and medical care is to be extended to those who cannot 
pay and denied those who can pay, then it penalizes the veteran who by 
industry and thrift has been able to accumulate some material wealth. 

On the negative side of the question it might be said that the limi- 
tation on hospital facilities makes it impossible to take care of all 
non-service-connected cases who do not have the ability to pay. If 
this is true, the hospitalization of those who can pay would deprive 
one who could not pay of needed hospital care. The result would 
then be that the veteran who cannot pay would be a charity case to 
be cared for by some other governmental agency or else the needed 
hospital care and treatment would not be received. 
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The suggestion has been made that the law should be amended so 
as to give to the Veterans’ Administration the authority to investi- 
gate the veteran’s affidavit, sometimes referred to as the pauper’s 
oath. It is very possible that our next national encampment may go 
on record as recommending the right to investigate such affidavits. 
lf we oppose such investigation, it might be considered by some as 
endorsing the execution of false affidavits, for why oppose the inves- 
tigation of an affidavit if it is true. To take such a position on that 
basis would certainly be a violation of all our moral concepts ; however, 
we should realize that the matter of investigating the accuracy of 
such affidavits, is not merely the simple moral question that it appears 
on the surface to be. As soon as the decision is made to investigate, 
we are immediately confronted with the necessity to decide what shall 
be done in these cases where the investigating authority has decided 
the affidavit is not correct. If nothing is to be done, there is no point 
in investigating the accuracy of the affidavit. We must decide what 
shall constitute ability to pay for hospital and medical care and 
devise certain standards for such a determination. Then, if we are 
able to solve this perplexing problem, we must decide the extent to 
which the Veterans’ Administration should pursue collection efforts 
where hospital and medical care has already been furnished. 

Probably the most difficult problem would be the writing of stand- 
ards to determine ability to pay for hospital and medical care. Cer- 
tainly this cannot be determined on the single basis of annual income 
because there is such a wide variation in necessary expenses and living 
costs of different individuals. Already our progressive icome tax has 
reached the stage that it has become a great equalizer so that many 
persons with incomes of $15,000 to $20,000 per year find it as difficult 
to save a few dollars as do many persons with incomes of $4,000, $5,000, 
or $6,000 per year. If net worth is to be taken as a standard, we must 
recognize difficulties that will frequently arise in the appraisal of 
property. Of course, in many instances the value of property can 
be readily and definitely determined at a fixed price. But in some 
cases the value of equities in certain types of real estate is not sus- 
ceptible of definite determination. Investigation of the affidavit, in 
many cases must be made after the patient has been admitted to the 
hoseeed for if it were otherwise the patient’s need for medical care 
might be replaced by need for the services of a mortician. If we 
undertake to write standards for determining ability to pay and under 
such standards determine that a patient already admitted to the 
hospital has ability to pay, we must then decide to what extent the 
Veterans’ Administration will pursue collection efforts. 

Is the Veterans’ Administration to sue in the courts of 48 States 
and, if so, are they to employ a legal staff for this purpose. If we 
are to sue in each of the States, are we not bound by the various State 
laws relating to homestead exemptions, certain personal property 
exemptions and various safeguards provided judgment debtors? The 
widespread difference in such laws must ce rtainly be taken into con- 
sideration by the Veterans’ Administration in writing standards to 
determine ability to pay and in deciding the extent to which collection 
efforts are to be pursued. Ifa veteran in Kansas is entitled to a home- 
stead exemption without dollar limitation will he not receive greater 
entitlement to hospital and medical care than the veteran in a State 
which has a modest dollar limitation on homestead exemption ? 
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[ might digress there for a minute to say that I know of my own 
know ledge, as I practiced law in the State of Kansas for many years, 
that there is no dollar limitation, and the only limitation at all is an 
acreage limitation of 160 acres. A person might easily have a home- 
stead at the value of $100,000 in Kansas and have no other assets, and 
it could not be reached by a common creditor. Certainly it seems 
that if we were to impose a liability on a veteran for hospital care, 
we should not place the Veterans’ Administration in any different 
position than a common creditor enjoys, and in fact, I doubt if we 
could do so. 

In connection with the affidavit, I think it also might be pertinent 
to mention that if the requirement of the affidavit were removed, that 
in itself would also require the Veterans’ Administration to set up 
standards to determine ability to pay. 

There are two grounds of objection to free hospital and medical 
care for non-service-connected veterans who have the ability to pay. 
One is on the basis of economy and the other on the ground that such 

a program constitutes socialized medicine. 

The chief Medical Director of the Veterans’ Administration has 
testified that only 614 percent of hospital admission in the preceding 
year were for non-service-connected disabilities of a general medical 
and surgical nature requiring hospitalization for 90 days or less. If 
we were to assume that half of these cases had the ability to pay for 
hospital and medical care, that would only constitute 3.25 percent of 
all hospital cases and would be the equivalent of 3214 beds in a 1,000- 
bed hospital. If hospital care were to be denied these few cases we 
believe it would make very little reduction in the cost of operation of 
such a hospital. Since the hospitals are in existence and presumably 
staffed so as to operate at capacity, there seems to be no justification 
for denying a veteran the right to occupy one of these beds if it would 
otherwise be vacant. The meager savings that would result surely 
would not equal the administrative costs ‘of investigating the ability 
to pay of all who apply for admission. 

I would like to say that our national rehabilitation service sent 
an inquiry to all our service officers to determine their opinion as to 
the extent of hospitalization of non-service-connected cases that had 
ability to pay. ‘The figures that I have used here are very generous. 
I use them only for the purpose of illustration. It is our opinion 
from the reports that we received from our service officers that hos- 
pitalization of general medical and surgical cases that have ability to 
pay does not exceed one-tenth of 1 percent, but that is only an estimate, 
and I cannot come before the committee and give any definite factual 
statistics that we can justify and back up. 

From our investigation that is our belief, and our service officers 
almost universally have reported to us that in no case have they ever 
knowingly recommended the hospitalization of a non-service-con- 
nected case that in their judgment had the ability to pay. I think 
that in most all instances one controlling reason for that may be— 
but perhaps not the only reason—that they do not have enough beds 
to take care of the ones who cannot afford to pay. 

Mr. Creretia. You just made the statement that your committee 
made the determination that no non-service-connected case had been 
admitted to a hospital after a check and a conclusion of the patient’s 
inability to pay; is that correct? 
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Mr. Downer. I did not mean to make it quite that strong, Mr. 
Cretella. From our investigation through our service officers, they 
said that almost universally they had never knowingly sought hos- 
pitalization of a non-service-connected case that had the ability to 
pay; that in their judgment, had the ability to pay. 

Mr. Creretua. In view of the barriers that you have set out in 
your statement here as to the method by which it can be determined— 
the veteran’s ability or nonability to pay—what standard did they 
use in reaching those conclusions that such a veteran had not been 
admitted ¢ 

Mr. Downer. No doubt there was a great variation in it, a matter 
of personal judgment, and no doubt it is a question on which rea- 
sonable minds would differ. I feel confident if we undertook to 
write standards there would be no uniformity in the determination 
of the final question. I do not know what standards they used, that 
is, none were given to them. They used their own standards. Some 
would consider a man’s dependents and his expenses. Perhaps they 
would give more weight to that than his income, whereas with some 
other person the reverse might be true. 

Charges that the hospital and medical program of the Veterans’ 
Administration constitute socialized medicine will not stand up today 
under even casual examination. From the alarm expressed by the 
American Medical Association on this subject one would think that 
the Veterans’ Administration operated a million hospital beds rather 
than a mere 114,000. Certainly it is very apparent that the hospital 
and medical needs of 20 million veterans cannot be provided by this 
small number of hospital beds. We are not impressed by charges 
that the Veterans’ Administration competes with private hospitals 
and physicians in private practice, when it is common knowledge 
that there are not enough private doctors to take care of the patients 
who seek their services and that private hospitals are tragically inade- 
quate to take care of the needs of the public. Under such circum- 
stances it cannot be said that there is competition with private 
enterprise. 

There has been considerable discussion of the effect that should 
be given to private hospitals insurance contracts in determining the 
veteran’s ability to pay. If the insurance contract is one which 
obligates the insurance company to pay the veteran a specified sum 
on the cost of a hospital room, then it may be that nonservice-connected 
veterans should assign the proceeds of such policies to the Veterans’ 
Administration. This problem, too, is not as simple as it appears at 
first glance, for it brings up the question of the effect that is to be given 
a health and accident policy under which the insurer pays the veteran 
a specified sum for ak day or week that he is incapacitated, by phys- 
ical disability. Such contracts are for the purpose of insuring the 
continuation of income during periods of physical incapacity. Surely 
a veteran should not be required to assign proceeds of such a policy 
to the Veterans’ Administration in payment of hospital and medical 
care if it would deprive his family of money needed to pay for gro- 
ceries and rent. If we attempt to make such a distinction in the 
two types of insurance policies are we not confronted with the simple 
fact that in each case it is money that is involved? Should the right 
to retain the proceeds of insurance be allowed in one case and denied 
in the other? Service-connected cases are entitled to hospitalization 
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asa matter of right. Many veterans with service-connected disabilities 
may have hospital insurance contracts written to cover the entire fam- 
ily. It does not seem right that in such cases a veteran should be re- 
quired to assign the proceeds of his policy to the Government, which 
has the same legal aieuiine as the insurance company, although it 
arises from statute rather than a contractual relationship. 

If veterans with nonservice disabilities are to be required to pay 
in accordance with their ability, we must then decide how and at 
what rate they are to be charged. In this connection it is interesting 
to note the charges currently made by the United States Naval Medi- 
cal Center at Bethesda, Md., in the following categories: per diem 
cost of dependents of active or retired service, $1.75 per day; for re- 
tired officers, $1.20; for civilian officials, $14.25; with no charge for 
hospitalization of retired enlisted personnel. 

Much criticism has been directed at the out-patient dental treat- 
ment and it is entirely possible that our next encampment may en- 
dorse some reduction in this program. In defense of the program, 
however, I should like to point out that one of the basic faults which 
resulted in the adoption of the program in the first instance was the 
failure or inability of the services to provide adequate dental care 
for men on active duty. If adequate care had been provided during 
the period of active service many serious dental conditions would not 
have occurred after discharge. However, if this program is to be 
restricted, we hope that increased dental treatment will be provided 
during active service periods and that there will be no reduction in 
adjunct dental treatment. If proper treatment of a service-connected 
disability requires dental treatment, then the denial of such treat- 
ment would plainly constitute a restriction on proper care of the serv- 
ice disabled. 

In conclusion, I should like to say that our organization appreciates 
the vigilance of this committee and its conscientious concern with this 
important matter. Iam confident that in the next session of the Con- 
gress we will be able to make more specific recommendations which I 
hope will be helpful to the committee. 

Mr. Chairman, at this point I would like to refer to Resolution No. 
265 of our 53d national encampment, which seeks the authorization 
of outpatient treatment to pensioners and the 100 percent disabled in 
veteran clinics if such treatment can be provided in that manner at 
less cost. Pursuant to that resolution, H. R. 338 was introduced at 
our request by Mrs. Rogers, and I believe the subject is pertinent to 
the question now under consideration. 

Mr. Kearney. The resolution will be entered into the record, with- 
out objection. 

(The resolution referred to is as follows:) 


RESOLUTION No. 265, OUTPATIENT TREATMENT TO PENSIONERS 


Whereas present law makes no provision under which the Veterans’ Adminis- 
tration may give outpatient treatment for non-service-connected disability; and 

Whereas often a veteran is hospitalized by the Veterans’ Administration under 
existing law when it would be less costly for the Government and more conveni- 
ent for the veteran if outpatient treatment were furnished ; and 

Whereas few, if any, of those in receipt of pension for non-service-connected 
disability are able to pay any appreciable amount of medical expenses: Now, 
therefore, be it 

Resolved by the 58d Annual Encampment of the Veterans of Foreign Wars 
of the United States, That the Veterans of Foreign Wars sponsor legislation 
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which would authorize the Veterans’ Administration to furnish outpatient treat- 
ment in existing Veterans’ Administration clinics to any veteran who, under 
present law, is eligible to hospitalization for non-service-connected disabilities, 
or permanent and total non-service-connected disability, if in the opinion of 
the medical service of the Veterans’ Administration such outpatient treat- 
ment should be medically feasible, and at the same time it would be less costly 
to treat the patient on an outpatient basis than it would be to authorize his 
or her hospitalization in a veterans’ hospital. 

Adopted by the 53d National Encampment of the Veterans of Foreign Wars, 
held in Los Angeles, Calif., August 3-8, 1953. 

Mr. Sartor. I notice on page 1 of your statement, Mr. Downer, the 
following: 

There seems to be universal agreement that free hospital and medical care 
should be provided for all service-connected disabiilties and for non-service- 
connected NP and TB cases. 

I would like to know what is the basis for the statement “There 
seems to be universal agreement that free hospital and medical care 
should be provided for all service-connected disabilities and for non- 
service-connected NP and TB cases.” 

Mr. Downer. Perhaps the statement is a little broad. I cannot 
speak for everybody, of course. I think what I had in mind when I 
wrote that was that the American Medical Association has endorsed 
free hospital and medical care for non-service-connected NP and TB 
cases, and I think all veteran organizations and all other organiza- 
tions who have made any comments on the question have supported it. 
There may be some opposition, but I am not aware of it. 

Mr. Sartor. I am interested in a statement which I find on page 2 
of your prepared statement. I want to ask you whether it is the 
policy of the Veterans of Foreign Wars that the Government owes any 
non-service-connected veteran any reward for wartime service. 

Mr. Downer. If the Government owes a non-service-disabled vet- 
eran any reward for wartime service ¢ 

Mr. Sartor. Yes. 

Mr. Downer. Well, I have some very definite views about that, Mr. 
Saylor, and so does our organization, I might put a little different 
construction on the word “owe” than you. I think definitely that the 
entire country owes a debt of gratitude to everybody who defended 
this country from its foreign enemies. 

Now, the Congress has certainly recognized that in many benefits 
that they have provided. 

Mr. Sartor. I am very much interested because I think that is the 
very heart of what is involved here; in other words, whether or not 
our veteran organizations take the position that because individuals 
were called upon to render wartime service and returned to their 
homes with no service-connected disability that the Government owes 
them anything. In other words, it comes right down to the question 
of whether or not an individual citizen of the United States owes 
anything to his Government to defend it, and, having defended it, 
whether or not upon returning—having been well taken care of, fed 
and clothed and paid—the Government owes him nothing. 

Mr. Downzr. Mr. Saylor, I might say briefly on the question you 
raise that it is the view of our organization that those who served 
in the Armed Forces in time of war made a sacrifice beyond that 
which people who were not in the service were called upon to make. 
Labor and agriculture both enjoyed high wages, high prices, and all 
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the comforts and advantages of civilian life during wartime. One of 
their neighbors who was taken by Uncle Sam into the Armed Forces 
to defend those people, to defend the Nation, and of course his own 
Nation—from which he benefits—the fact that he feels an obliga- 
tion to the Nation, to my mind, does not justify the Government tak- 
ing the position whereby they say because we imposed greater obli- 
gations and greater sacrifices on you, and because during that period 
of time we paid high wages to labor and high prices to farmers, that 
we are now not going to give you anything. It is our belief that the 
veterans’ benefit program, that the sound purpose it serves, is to 
equalize those differences. 

Mr. Sartor. Did not the GI bill of rights have just that in mind 
in an attempt to equalize those who served in World War II and 
in the Korean war? 

Mr. Downer. Yes; I think the GI bill of rights was a recognition 
of that fact. Of course, there are a great many veterans who re- 
ceived no benefits under the GT bill of rights. 

Mr. Sartor. But they were available if they wanted them. 

Mr. Downer. That is right. 

Mr. Sartor. That is the thing, Mr. Downer, that I am a little 
worried about—just how far we are going to go in saying that the 
Government owes, beyond the GI bill of rights, to non-service-con- 
nected veterans. 

Mr. Downer. My belief is, Mr. Saylor, that back during the time 
of war almost universally everyone said, “Nothing is good enough 
for the boys in the service.” That was when the tears were hot. Now 
the tears are cold and dry, and now we find that a lot of people who 
said that actually meant nothing. They are not now concerned with 
the sacrifices that were made by the boys in the service. I do not 
question that there may be individual cases, Mr. Saylor, where the 
sacrifice that a veteran made may not have been any more, or as much, 
as the sacrifice that some civilian made. I do not question there are 
such cases, but in the pursuit of what we call justice I think we 
must try to deal with overall averages, and I am convinced, and my 
organization is convinced, that on the average the men in the service 
made sacrifices that certainly have not been compensated for by bene- 
fits that have been provided by the Government. That is our honest 
belief. I recognize reasonable minds may differ on the question, and 
I do not mean to be antagonistic in my remarks. 

Mr. Sartor. You are not being antagonistic. 

Then you state that there are difficulties, and you have pointed 
them out, but merely because the problem is difficult is no reason 
why this committee, or your organization, should not attempt to solve 
them. Do you agree with that? 

Mr. Downer. I agree with that. 

Mr. Sayvor. All right. I think that you will also agree that had it 
not been for the vigilance of the members of this committee there 
might have been an unsatisfactory bill passed on the floor of the 
House. . 

On the floor of the House in this session we were faced with the 
problem that the Members of Congress were determined to do some- 
thing about this problem in an improper manner, and that was the 
almost unanimous opinion of this committee. 

Mr. Downer. That is correct. 
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Mr. Sartor. What this committee is trying to do is to recognize the 
problem and to solve it in a proper manner. For that reason we owe 
a debt of gratitude to our chairman, who has set up these hearings. I 
believe that. we should expect from the veteran organizations the 
greatest of cooperation in an attempt to solve this problem because if 
this committee does not solve this problem the Members of Congress 
have served notice on us that they are going to do it. I am afraid 
that legislation which is arrived at in a way whereby Congress itself 
would solve the problem would be much more harmful to the veteran 
than helpful. 

Mr. Downer. We appreciate the fact, Mr. Saylor, that the hasty 
and ill-considered action of the Appropriations ‘Committee is being 
replaced by the objective study and analysis of this committee, and 
we are very gratified about that. To some extent I am an advocate, 
but also I endeavor to approach these problems in an objective man- 
ner, and our organization always endeavors, within the limits of our 
ability, to make honest presentations to the committee, and we hope 
that we will be helpful to the committee. We shall strive to be helpful 
to the committee in this matter. 

Mr. Sartor. At the present time the law states that anybody who 
is not dishonorably discharged is entitled to certain benefits. Has 
your organization taken any position with regard to limiting the ben- 
efits to veterans who have been honorably discharged ¢ 

Mr. Downer. We have no official position on that, Mr. Saylor. I 
think that section 1501 of Public Law 346, the Servicemen’s Readjust- 
ment Act, provides that the benefits of Public Law 2 shall be ex- 
tended to those who were discharged under conditions other than 
dishonorable. That did not amend Public Law No. 2, it superseded 
it, so in reading Public Law No. 2, one really gets the wrong impres- 
sion of the language that is applicable. 

Now, I believe that I am correct in saying that under that pro- 
vision of Public Law 346 the Veterans’ Administration determines 
administratively what constitutes dishonorable conditions. It gives 
a little greater leeway. In my judgment, I am personally inclined 
to believe that might be superior to an effort to write more strict 
language into the law, which does not give leeway for equitable 
determination. 

Mr. Sartor. I am surprised, because every other veteran organiza- 
tion is of the opinion that the veteran should have been honorably 
discharged. 

Mr. Downer. I understand that, but I think there were cases during 
the war where veterans were sentenced to bad-conduct discharges, 
especially by summary courts-martial in the Navy, where : actually ‘the 
punishment was too severe and too extreme, considering the circum- 
stances. 

Mr. Kearney. If the gentleman will yield there, is it not also true 
that upon a review by a particular board, in many instances those 
bad conduct discharges have been revoked and an honorable discharge 
granted ? 

Mr. Downer. That is correct, under section 301 of Public Law 
346, the discharge review boards have corrected many of those dis- 
charges, and then under the Legislative Reorganization Act the Board 
on Correction of Military Records has corrected many of them, but 
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also there are many instances where veterans have not had them 
corrected. 

I would just like to say this one thing, Mr. Saylor, by way of 
explanation so that you will not misunderstand me—I do not mean 
by that to express as a personal opinion that I am for the granting 
of benefits to a person whose conduct was actually dishonorable and 
whose service to his country was of no benefit to his country. I think 
probably we are agreed on the question if we had time to discuss it 
further. 

Mr. Kearney. I would like to say in passing that I was the one 
on the committee at that particular time, and one of the authors of 
the bill, who tried to insist that the bill have explicit language that 
only those would be eligible who had received an honorable discharge. 

Mr. Evins. As the gentleman knows I supported him in this regard. 

I would like to commend Mr. Downer for the excellent statement 
that he has made. I am sure that the Veterans of Foreign Wars 
when they meet in their encampment, in view of what you have already 
said and in view of the thought that you have given the matter, will 
come forward with further helpful suggestions. 

Mr. Downer. Thank you, sir. 

Mr. Evins. You spoke earlier of the fact that educational benefits 
are not denied to any veteran regardless of any degree of disability. 
Under the GI bill educational benefits are provided for all veterans. 

Mr. Evins. You gave that as an analogy. You also pointed out, 
as I understood you, that less than one-tenth of 1 percent of cases 
reported by your service officers, referring them to VA hospitals, 
involved cases of men without ability to pay. So far as you have 
been able to determine there are not a great number of veterans who 
are being admitted to hospitals at the present time with ability to 
pay; is that correct? 

Mr. Downes. I believe that is correct, Mr. Evins, and as a matter 
of fact, if we are correct in our belief along that line, actually the 
whole thing is a tempest in a teapot. There are not enough violations 
to justify the effort to correct them. 

Mr. Evins. Your organization would certainly feel that the ad- 
ministrative cost of a VA investigation, or an FBI investigation to 
determine a veteran’s financial responsibility, whether he had any 
money in the bank, whether he had a little home or land, or any 
assets, would undoubtedly result in a greater expenditure of the 
taxpayers’ money than taking care of the less than one-tenth of 1 
percent of cases questionable at this time. 

Mr. Downer. I think that is very likely. 

Mr. Evtns. The administrative costs of an FBI investigation would 
be substantial, is that not true? 

Mr. Downer. Yes. I think it is very, very likely that the adminis- 
trative costs would exceed the money that the Government would 
receive or save. 

Mr. Evins. It is sort of a recognized principle, historically, that 
the responsibility to care for a man who has fought for his country, 
once he is disabled and unable to pay for medical care is that of 
the Federal Government, not a local responsibility; is that not your 
view ? 

Mr. Downer. I think that is a tradition of several hundred years’ 
standing, Mr. Evins. 
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Mr. Evins. That the veteran did not fight for one community, or 
one State, but he fought for all the United States ¢ 

Mr. Downer. That is correct, sir, and it seems that the benefits 

should be provided by the beneficiary rather than some other segment 
of society, ee some other governmental unit. 

Mr. Evins. And if we should leave this up to individual States 
we might have instances developing where some States financially 
able to do so might well provide for the disabled veterans, the sick 
and needy veterans, whereas other States might not do so. ‘There- 
fore, we would have discrimination in the carse of veterans who had 
fought for all the country, would we not ¢ 

Mr. Downer. That is correct, just from the accident of geography. 

Mr. Evrns. Does not the veteran of this Nation consider hospitali- 
zation and medical care at the time they need it perhaps the most 
basic benefit they desire to receive from their Government ? 

Mr. Downer. I am inclined to think that there is no benefit that 
could have greater value to any person than the assurance of proper 

\ospital and medical treatment in the time of sickness. 

Mr. Evins. You spoke earlier of the large number of veterans who 
are not receiving any benefit under the GI bill of rights. The nation’s 
veterans do consider and feel that their right to medical care and 
treatment, if they are infirm, if they are diseased, and if they are 
unable to pay is a basic benefit. That is a right they feel they possess, 
if the time comes when they need it, is this not correct ? 

Mr. Downer. That is correct, and they place great value on it. 

Mr. Evins. I have one other observation. You spoke of the private 
insurance contracts, and referred to the fact that disabled veterans 
would not have to pay for hospitalization. Could not language be 
suggested or considered requiring payment for medical care, other 
than benefits to the family, that fund might well be a source of revenue 
for hospitalization of veterans. 

Mr. Downer. The only reason that I mentioned the matter of the 
family is that many of those contracts, I think if written on a family 
basis, costs very little more to include the veteran with the family, 
and that consequently many of them may have hospital insurance con- 
tracts which they do not feel they need and they would not have bought 
them for protection to themselves. In such cases it seems very ques- 
tionable to me if a service-connected veteran should be required to 
assign payments under that policy to the Veterans’ Administration. 
If he wants to assign it, certainly, there should be no restriction on 
him, but it seems doubtful to me if he should be required to. 

Mr. Kearney. Will the gentleman yield? If I understand the sit- 
uation in the many Veterans’ Administration hospitals under that par- 
ticular setup, the only portion of a veteran’s disability claim from a 
particular insurance company that goes to the hospital is the charge 
for medical service and not any particul: ir amount that he might get 
as a result of having that particular insurnce policy. It is only the 
charge for the X-ray examination, the operation oma and so 
forth, but if he is entitled to $50 a week, we will say, for his own 
particular benefit under that policy, I do not think that the Veterans’ 
Administration ever attempts to collect that. I may be wrong, but 
that is my impression. 

86102—53——18 
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Mr. Downer. You mean, Mr. Chairman, in the case of a health and 
accident policy. 

Mr. Kearney. Yes, a health and accident policy. 

Mr. Downer. I believe that is correct. 

Mr. Evins. It is my view that they should not if the money is for 
the benefit of the family, the wife and the children. But if there is 
some provision in the existing contract for the payment of hospitali- 

zation for medical care which would not normally go to the family, 
then there should be no objec tion to that fund, if there is such a fund, 
being paid into the Veterans’ Administration, or the Government. 

Mr. Downer. Well, I am not sure, Mr. Evins. I just raised the 
question. 

Mr. Kearney. I have just been advised by the clerk that we will 
have a witness who will go into that particular question very 
thoroughly. 

Mr. Lone. May I ask a question, Mr. Chairman? This pauper’s 
oath business bothers me a good deal. It occurs to me that there are 
not as many people violating the oath as some might think. It is a 
very small segment, and in view of the fact I wonder if you have 
given any thought to the question if the hospital or the authority 
should have any reason to believe that a veteran had sworn falsely 
why that could not be handled by the district attorney and the courts 
instead of having to spend a lot of money to keep investigators at 
the hospital. 

Mr. Downer. I think, Dr. Long, if the language of the statute were 
changed 

Mr. Lone. That is what I am talking about. 

Mr. Downer. Prosecutions might be instituted. 

Mr. Lone. The same as for any other matter where he violated a 
Federal law. 

Mr. Downer. Where the affidavit recited a statement of fact, as to 
financial position rather than an opinion as to ability to pay, I think 
prosecutions could be successfully maintained. 

Mr. Lone. Thank you. That is what I had in mind. 

Mr. Maru1arp. I am sure that we have all been very interested in 
your statement and in the discussion following it. I have several 
questions to ask you concerning your statement. 

First of all, I would like to ask you whether or not you are suggest- 
ing by any chance that the whole question of hospital entitlement 
and the ability of non-service-connected disability cases to pay for 
their medical care is a tempest in a teapot and not worthy of our 
consideration ¢ 

Mr. Downer. Certainly not. I think it is a very important ques- 
tion. What I mean is the objections about the hospitaliz: ition of non- 
service-connected cases that have ability to pay and the great alarm 
and concern that has been expressed about that is a tempest in a tea- 
pot because I do not believe there are enough such cases to justify it. 
That is what I meant. 

Mr. Maruiarp. What do you think the crux of the problem is that 
our committee is now considering, then, apart from what you con- 
sider a tempest in a teapot? 

Mr. Downer. I think that is one of the basic things you are con- 
sidering, but there is such widespread public concern “about it that I 


think it should be studied. 
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Mr. Mariiiarp. And your conclusion will be that there is not a 
sufficient number of violations or abuses to justify our concern and 
the public concern with the problem ? 

Mr. Downer. I am merely suggesting that on the basis of our in- 
vestigation we are inclined to believe that abuses are not widespread 
enough to justify making changes in the law. Now, we may be mis- 
taken about it. 

Mr. Maru1arp. I imagine that your encampment in August will 
' consider this problem and you will come up with further conclusions 
that will help us in our deliberations. 

Mr. Downer. Yes, sir, and I wish to ee that I am not 
presenting to you the official views of the Veterans of Foreign Wars. 
Our encampment will pass on the problems, and at that time we can 
tell you what our official position is. 

Mr. Evins. Will the gentleman yield at that point? 

The House Appropriations Committee cited 12 cases, for the in- 
formation of the gentleman and others. Of the 20 million veterans 
throughout the country, they were able to cite only 12 cases they con- 
sidered were abuses, and of those 12, they did not recite all the facts, I 
will say. 

Mr. Frecincuvuysen. I do not think we need to go into the merits of 
whether it is 12 or 1,200, at the moment, Mr. Evins. 

Mr. Evins. I thought it would be informative to have that brought 
out at this time. 

Mr. Frevincuuysen. Mr. Downer, I would like to get your opinion. 
[ do not understand, despite your statement, whether you favor any 
limitation on chronic cases other than TB and NP and general medica! 
and surgical in connection with hospitalization for the non-service- 
connected. 

Mr. Downer. As I say, we have no official position on the matter, 
and what I attempted to do in this statement was merely to discuss 
the pros and cons of the situation, making an analysis of the problem. 
I really have no authority to suggest to you that there should or 
should not be limitations. 

Mr. Frevincuuysen. Your general statement points up that the 
general question we are considering is the extent to which free medical 
‘are should be provided chronic cases other than TB and NP and 
general medical and surgical. 

Mr. Downer. Yes, sir. 

Mr. FrecineHuysen. You indicated that you thought there were 
practical limits which reduced the possible abuses. 

Mr. Downer. Yes, sir. 

Mr. Frecincuuysen. But you are not making and suggestions as to 
whether there should be any limitations in either of those categories? 

Mr. Downer. I am not in a position to make such a recommendation 
for the Veterans of Foreign Wars at this time, Mr. Frelinghuysen. 

Mr. Fretancuuysen. You mention as a practical consideration the 
limit, which I imagine by a slip of the tongue you said the law puts on, 
the ceiling on the number of beds available. “The law puts no ceiling 
on the number of beds available, of course. 

Mr. Downer. Well, we are confronted with a factual matter. 

Mr. Fretincuvuysen. A practical matter; that there are fewer beds 
available than have ever been available in any prior year. 
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Mr. Downer. And I believe the law sets the ceiling on the number 
at 131,000. 

Mr, Frevincuvysen. It is well below the number which the VA 
figures it can manage during the fiscal year 1954. 

Mr. Downer. Yes, sir. I will stand corrected on that. It is more 
factual. 

Mr. Fretincuvysen. Could we discuss this ceiling? Do you favor 
a ceiling on beds? You mentioned that 141,000 beds is far too small 
a number to handle the medical needs of 20 million veterans, which 
of course is the case. As a practical matter, do you favor such a 
ceiling ¢ 

Mr. Downer. Well, of course, I suppose there should be some ceil- 
ing, Mr. Frelinghuysen. Where it should be placed, I am not in a 
position to say or recommend. But I think it seems quite obvious 
that with 20 million veterans, the present ceiling is going to be in- 
adequate, and if it is going to be the purpose of the Government to 
take care of all veterans who do not have the ability to pay, then I 
think quite surely the present ceiling is too low. 

Mr. Fretincuuysen. To get to the next question, and that is this 
question which Mr. Evins discussed, and which we must look into, 
the ability to pay, you say in effect it is not easy to determine whether 
a veteran has the ability to pay or not. 

Mr. Downer. Yes, sir. 

Mr. Fretrncuuysen. And then you give some pros and cons. 

Now, is it your feeling that we should disregard that as a criterion, 
the ability of the non-service-connected disability case to pay part 
or all of his medical expenses ? 

Mr. Downer. I really do not know what to say, Mr. Frelinghuysen. 
That is a very provoking question in my mind. And since our organ- 
ization does not have an official position on it, and if I undertook to 
give you a direct answer, which you would like to have, my answer 
might subsequently be repudiated by our organization, it really is 
premature for me to attempt to give you an answer to that. 

Mr. Fretincuvuysen. I wonder if my impression of your statement 
is correct, that you feel it is a difficult thing to determine the ability of 
an individual to pay, and that therefore there is not much point in 
trying. You did make the point that you did not think there would 
be many economies made, and there was no danger of socialized medi- 
cine in any case, and as I understand it, you felt that it was not im- 
portant to attempt the screening of veterans to see whether or not 
they are able to pay. 

Mr. Downer. In my personal opinion, yes, that is what I believe, 
Mr. Frelinghuysen. Now, of course, there would be an area of cases 
where there would be no question about ability to pay, and there 
would be an area in which there would be no question about inability 
to pay. But there would be a broad area in between, in which, if we 
undertake to set standards to determine ability to pay, I think there 
would be no uniformity in the application of them throughout the 
48 States, because, after all, it requires the exercise of judgment and 
discretion in the application of the standards. And I am inclined to 
think that the administration of it would create a more difficult and 
undesirable situation than we have now. But that is only my person- 
al opinion, sir. 
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Mr. Fretinenuysen. Do you not think that Mr. Saylor is right 
when he says that the difficulty of setting standards does not mean 
that we should not attempt todo it? Isnot the present law an attempt 
to set up a certain screen by having the individual sign that so-called 
pauper’s oath? Is that not an attempt to diqerentiate between one 
class which may need medical care more than the other class, which 
may be financially better off and henceforth would be on their own 
feet ? 

Mr. Downer. As to the first part of your question, I would agree 
that I don’t think we should hesitate to try to solve any problem on 
the basis that it was too difficult for us. But I am not quite sure that I 
understand the latter part of your question. 

However, certainly I wish to say that I am afraid I may have not 
made myself clear to you, Mr. Frelinghuysen. Certainly I think 
we should try to solve the problem, and approach it as we are, in 
an objective manner, and give it thorough study and analysis. And 
I do not mean to imply that I think that this committee is dealing 
with a tempest in a teapot at all. The great public concern that has 
been expressed about this question in itself would dictate the action 
of this committee, and we are very gratified that you are inquiring into 
the question, and we hope we can be helpful to you. 

Mr. Fretincuuysen. But you do not think that there is any neces- 
sity for determining the relative needs and assigning a higher priority 
to those with the greater need ? 

Mr. Downer. In my personal view, I think we should have priori- 
ties. We do have some priorities now in the law. And it seems to 
me that humanitarian considerations should dictate that if we are 
to authorize hospital care for non-service-connected cases that have 
ability to pay, then humanitarian considerations, it seems to me, dic- 
tate that we should give priority to those in that category who do not 
have ability to pay. Because the one who has ability to pay pre- 
sumably can get the needed care from private sources, while the one 
who cannot pay might not be able to. 

Mr. Fretincuvuysen. Of course, there is more involved than the 
humanitarian considerations. There is also the practical considera- 
tion of : How expensive would the program be if there were no limi- 
tations on any veteran in any of these fields? And there is where 
the problem begins to get acute. Because if we should assume, as you 
do, that all NP and tubercular cases should be handled by VA hos- 
pitals, that in itself might necessitate a major change in the use of 
present beds or an increase in the authorized number of beds. 

Mr. Downer. That is correct, Mr. Frelinghuysen. I think I under- 
stand your point, that we might be giving hospital and medical care to 
one group and excluding all other groups, which would not be fair 
to the other groups. I agree that that is a possibility. But I think 
all the time we should keep in mind that at present we have a limita- 
tion of 114,315 hospital beds. So that is the limit of the expense or 
cost that can be imposed upon the Government in the program, regard- 
less of what restrictions or limitations we may write into the eligi- 
bility for the occupancy of that 114,315 beds. 

Mr. Fretancuuysen. Thank you, Mr. Downer. Those are all the 
questions. 

Mr. Kearney. Mr. Mailliard? 





1914 HOSPITAL CARE AND OUTPATIENT DENTAL TREATMENT 
*’ 

Mr. Mariiaarp. Yes, Mr. Chairman. I would like to discuss a little 
further what seems to me to be the essence of this thing, that you have 
hit on, but I would like to get it nailed down a little bit more: that 
even if there were no abuses, if we are to protect the program, the 
mere fact that there is enough suspicion, public concern, outcry, and 
conversation, is sufficient so that even if there is just one case that is 
clearly not eligible under the law, it seems to me it is still a very 
important thing to give our attention to. 

Mr. Downer. I agree that it is. And I think the greatest damage 
that comes from it, ‘Mr. Mailliard, is that those exceptional cases are 
well publicized. And it brings great criticism on the program as a 
whole and even on the Congress. And the Congress may be blamed 
for having authorized it. An isolated case may be taken by people 
to be indicative of a general or average situation, thereby causing 
misinformation. 

Mr. Maraiarp. That was exactly the point I was trying to make. 
If that is the case, then perhaps our attention here should be directed 
more to an attempt to find a means of deterring the incidence of such 
cases, rather than worrying about recovery of funds in case such 
cases are discovered. I mean, you have given a great deal of attention 
here to the difficulties of dec iding who ‘hi is the ability to pay, of col- 
lecting money if you have already given him treatment which he is 
not eligible for. To be perfectly frank about it, that does not concern 
me nearly as much as our finding some way of a penalty being invoked 
against the abuser which will have a deterring effect. In other words, 
I really think we ought to give our attention more to some method 
of prosecuting those who falsify an affidavit than recovering a few 
dollars for the Government; because I am inclined to agree with you 
that the abuses dollarwise are probably not very great, and the cost of 
collection might well exceed what you collect. But you have more or 
less ignored that aspect of it in your statement, and I wondered why. 
That seems to me to be the essence of it. 

Mr. Downer. Well, I think perhaps you are correct, Mr. Mailliard. 
My neglect of it was merely because it did not occur to me, to be ee 
honest about it. I think that absolute 100-percent justice is a phan- 
tom that we pursue vainly; but nevertheless we should not be deterred 
in the pursuit. And I am inclined to believe, as I think I suggested 
in the statement, that, if we attempt to correct the abuses through ad- 
ministrative application of standards that we might provide by legis- 
lation, that in itself would create abuses that would exceed the abuses 
we are attempting to eliminate. But it is very possible that, as you 
suggested, and as I think Dr. Long had in mind, if the statute were 
changed so that the affidavit constituted a recitation of facts which 
could be proven false, if they were false, so as to permit successful 
prosecution, that might be a desirable thing. 

Mr. Maruiarp. I am not an attorney, and I do not know what the 
practical method would be, but I would like, Mr. Chairman, to see 
this committee give a good deal of attention to a method that might 
be devised whereby that affidavit could be a rope to hang the obvious 
violator of the intent of the Jaw. It seems to me that is an important 
and a neglected point so far, since we have started this discussion. 
That concerns me a great deal more than all the difficulties that you 
raise about determining ability to pay and so on. I do not know 
whether it would be possible to require a statement of fact in that 





HOSPITAL CARE AND OUTPATIENT DENTAL TREATMENT 1915 


affidavit which, if false, could lead to prosecution of the case. If that 
were true, I think it would be particularly the case that men of posi- 
tion and some wealth would be very, very cautious about accepting 
hospitalization when they would have to uevanils sign a statement 
which could be proven false. 

Mr. Downer. I believe that is correct. The mere existence of it, the 
mere threat of it, would be a very powerful deterrent, I believe. But 
also in consideration of that, Mr. Mailliard, I think we should also 
recognize that from the end of World War II, and in a gradually re- 
ceding degree, there was the prevalent public psychology or attitude 
that, well, the Government should provide hospitalization for these 
veterans as long as there are beds for them to occupy, and this affi- 
davit is just a mere formality that Congress hasn’t gotten around to 
changing, and when you sign the affidavit it really doesn’t mean any 
thing. 

I say in receding degree I think that attitude has been prevalent. 

Mr. Sartor. Will the gentlemen yield there ¢ 

Mr. Marrxiarp. Yes. 

Mr. Sartor. I am a little worried along that line, because of a policy 
which the Veterans’ Administration has. In other words, they take 
a service-connected case, keep him in the hospital when he goes in for 
treatment of his service-connected disability. They classify him as a 
service-connected case only so long as he is receiving treatment for 
that service-connected disability. Now, while he is in | there receiv ing 
that treatment, the hospital authorities might find that he is also sub- 
ject to some other disability, which is not service-connected even re- 
motely. Then they immediately classify him as non-service-connected 
when his service-connection treatment has ceased, and they then begin 
to treat him for the other disability which they have found. Their rec- 
ords then classify him as non-service-connected. 

If this affidavit is to be made as stringent as has been indicated, we 
might come to a situation where an actual service-connected veteran 
would not be able to make that affidavit, because he would have sub- 
stantial wealth to pay, whatever standards we set up. And I do not 
think that is the intention of Congress. 

Mr. Marxiarp. Well, Mr. Saylor, just exploring it a little bit, I 
think that is a very good point. Would it then be contrary to pub- 
lic policy to permit—I mean, you would not want to throw the vet- 
eran out and make him go to another hospital for treatment under 
those circumstances. But would it be contr ary to good policy to per- 
mit him to pay under those circumstances ? 

Mr. Sartor. It is my belief, and I am only speaking now from my 
own personal opinion, that if you have a service-connected veteran in a 
hospital, and while he is there you discover that he has some other 
illness which is not service connected, the Veterans’ Administration is 
making a mistake in classifying that man as a non-service-connected 

ase when he receives the rest of the treatment. 

Mr. Maruuiarp. Does the law require them to do so? 

Mr. Sayuor. As I understand it,no. That is a regulation of the Vet- 
erans’ Administration, an administrative function. 

Mr. Matrr1arp. Mr. Downer, has the VFW ever taken any posi- 
tion on this? I mean, I have heard it discussed at previous hearings 
before this committee. 
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Mr. Downer. No; we have no official position on it, Mr. Mailliard. 

Mr. Sayvor. It is a matter, Mr. Downer, that I think it would be 
well for your encampment to seriously consider. 

Mr. Kearney. Dr, Long, you had a question ? 

Mr. Lone. He answered my question as he went along. Thank you. 

Mr. Secrest. I want to just make sure that no one ‘disagrees with 
the statement on page 4, quoting Admiral Boone to the effect that only 
64 percent of hospital admissions in the preceding year were for non- 
service-connected disabilities of a general medics al and surgical nature 
requiring hospitalization for 90 days or less. In other “words, 61, 
percent of all the cases are 90 days or less, and the rest are either 
chronic, TB, NP, or cancer, things that require more than 90 days’ 
service. If so, I think that we have to make a few assumptions. We 
make the first assumption that TB and psychiatric cases should not 
be or cannot be in many instances allowed to roam around through 
the communities. They have to be put some place. So, if we elimi- 
nate those, pretty much the crux of the hearing here is confined to 
this 614 percent, because those are the ones that have signed affidavits 
and about whom there have been raised some questions. I just want 
to make sure we can start with that basis; that no one disputes that 
614-percent figure. 

Mr. Fre_rncuuysen. The tubercular cases, non-service-connected, 
have to sign the aflidavit as well as the general medical and surgical 
cases, 

Mr. Secrest. That is true; but I do not think you have the general 
question of their being hospitalized or their entitlement to it, because 
a tubercular patient is spreading tubercular germs every day he is 
out of hospital. 

Mr. Fretincuvuysen. Nobody is questioning the entitlement of any 
of these veterans to hospitalization if the space is available. As a 
practical matter, just as an example, in my own district we have an 
NP hospital at Lyons which, as I recall, has taken only one non-serv- 
ice-connected case since 1928. 

As a practical matter, there is no room for the non-service-connected 
Cases. 

Mr. Secrest. No room. 

The second thing I wanted to point out is that in the admission of 
non-service-connected cases to these hospitals, there are thousands and 
thousands turned down by the hospital itself on a preliminary exam- 
ination. 

In 1 hospital, about 8,000 had applied for admission, and over 
5,000 had been turned down on preliminary examinations, on the basis 
that their disabilities were not emergent, or that they could get treat- 
ment from a doctor outside, or that it was not a hecital ‘a case, or 
various other reasons. 

So there is considerable screening on non-service-connected cases, 
aside from the application and the restriction of the affidavits. 

These hospitals are not just thrown open to anybody who wants 
to come in, even if there is a bed sunilabio, there*is screening, and 
many of them are turned down. 

Mr. Downer. And along that line, Mr. Secrest, I think there are 
many thousands that never apply for admission, because they learn 
from their friends who have applied and been turned down that it is 
useless to do so. So, I don’t think that there are any statistics that 
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could be compiled that would show the number of non-service-con- 
nected cases that desire hospitalization and never even apply for it. 

Mr. Secrest. I think now, as a result of publicity in recent months 
and other factors, service officers in every veterans’ organization in 
every section of the country, and the admissions officers and others 
in the veterans’ hospitals themselves, are calling attention to this 
affidavit, are discouraging its abuse, and in my opinion that may be 
and probably will be the real answer to this problem, rather than 
legislation. 

Mr. Kearney. Mr. Cretella? 

Mr. Creretia. I had some question to ask but we are behind schedule 
here. 

Mr. Downer, I am a little interested in this statement you started 
out with, which I took down verbatim, I think: 

“The service officers find that there is only one-tenth of 1 percent of 
people seeking admission, and therefore this is a tempest in a teapot.” 

Do you mean that this inquiry or this investigation or this study in 
itself 1s a tempest in a teapot ? 

Mr. Downer. Certainly not. I think this is one of the most im- 
portant inquiries in this session of the Congress. 

Mr. Creret.a. Do you consider that we may be wasting our time if 
that is the premise we are going to start with ¢ 

Mr. Downer. Certainly not. No, I don’t think you are wasting 
your time. I think the public concern with this question is certainly 
no tempest in a teapot. What I meant by that, Mr. Cretella, was that 
I believe, and this is merely a matter of opinion, and I can’t support 
it by any actual hard and fast statistics—I believe that the abuses are 
so small that the great concern that has been expressed about them is 
out of proportion to the real justification for it. But the concern is 
there. 

Mr. Crerecta. That is based on the abuses that have been dis- 
covered ? 

Mr. Downer. Yes, sir. 

Mr. Creretia. We are going to find out the abuses that are prev- 
alent that have not been discovered. I imagine that is part of our 
program here. 

Now, you find some difficulty, according to this report, in attempting 
to ascertain the ability to pay and the ability to collect. Now, I am 
going to read just in part from some of this report that we got from all 
of these hospitals, which shows the confusion that now exists. And I 
pick these hospitals at random. Here is one at Clinton, Iowa: 

What actions do you take to collect payment for hospitalization under insurance 

plans? None, 
And another one, also at random, from Columbia, S. C., first of all 
dealing with the question of non-service-connected people that had 
hospitalization. At this hospital it is 10 percent. At Erie, Pa., it is 17 
percent. 

At Columbia, S. C.: Upon admission of a nonservice-connected dis- 
ease or disability the veteran is questioned regarding any instance 
coverage he may have, and then he is billed after 30 days. If collection 
is not effected, the case is then referred to the chief attorney of the 
VA regional office. 2 

Going back to the next one I cited, from the next hospital, at Erie, 
they report 17.3 percent of the non-service-connected cases have hospi- 
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talization plans, and they were merely advised that they owe the hospi- 
tal money, and apparently nothing is done thereafter. 

So apparently there is some confusion or at least some differences 
as to the approach to the problems which are prevalent now, the same 
as they would be under your program, which says that because we have 
18 States and 48 different sets of laws, the difficulty for enforcement of 
collection under the hospital plan would therefore be great. The 
reports from these hospitals indicate that we have now 161 methods of 
attempting to collect from these 161 hospitals. 

Then you took the position, too, that perhaps it would not be a wise 
thing to get an assignment of this policy, hospitalization policy, in a 
non-service-connected case, because as you state in your report on 
page 5, it would not be fair to take that money, because it would 
deprive his family of money needed to pay for food and groceries. Is 
that a fair statement to make, that because it would deprive his family 
of money needed to pay for food and groceries, for which there seems 
to be no apparent basis other than your statement, the taxpaying 
public would have to pay for it? 

Mr. Downer. In that particular case, Mr. Cretella, I was referring 
to a health and accident policy, which people buy to insure the con- 
tinuation of their income during periods of physical incapacity. I 
was not referring to so-called hospital- insurance policy. And so my 
statement was that one who has a health and accident policy to insure 
the continuation of his income should not be required to assign that to 
the Veterans’ Administration in payment of hospitalization. But 
there again I must emphasize I am only expressing some personal views 
and not the official position of my organization. 

Mr. Kearney. Will the gentleman yield? 

[ think that is the point I brought up a few moments ago. And if 
there is any official from the Veterans’ Administration here, I can 
stand corrected. 

The only portion of a health and accident policy that is asisgned to 
the hospital is that for medical care, not the $25 or $50 a week that 
he is entitled to as a result of holding that policy. 

Mr. Creretia, That I subscribe to. 

Mr. Frecincuvuysen. Will the gentleman yield further? 

Mr. Downer, you did use that reasoning to go on from there to say 
that perhaps there should be no assignment ‘of the proceeds of any 
policy, because there would be a discrimination between two types of 
policy ; whereas actually if it was a policy that was directed at medi- 

cal services, it might be logical to assign the proceeds, whereas, as you 
oint out, in cases where it is for loss of income, insurance against 
loss of income, it would be illogical to assign such a reason. 

Mr. Downer. Mr. F relinghuysen, may I amend your language to 
strike out the word “discrimination”? ‘I think I said: “Should the 
right to retain the proc eeds of insurance be allowed in one case and 
denied in the other?” I merely raise the question for your considera- 
tion. I don’t know what would be right on it. 

Mr. Freiincuusen. You do not come to any firm conclusions in 
most of this statement. You raise the questions without answering 
them. We hope eventually with your assistance to get some answers. 

Mr. Downer. I hope, myself, Mr. Frelinghuysen, that we can give 
you the answers of our or ganization to these questions. 

Mr. Secrest. Will the gentleman yield? 





HOSPITAL CARE AND OUTPATIENT DENTAL TREATMENT 1919 


I believe it was pointed out here in one of these hearings that some 
of these insurance policies now are specifically exempting care in 
veterans hospitals. I think when the insurance company representa- 
tives come here, we should go into that. 

Mr. Freyincuvysen. I think we can go into the overall problem 
at a better point than right now. 

Mr. Creretia. On the question of the enforcement or the strength- 
ening of the so-called pauper’s oath, Mr. Downer, you mentioned 
the present publicity given to this form, and the language you used 
was that the threat of prosecution has perhaps curtailed any abuse 
of this privilege. Now, in the returns Front these 161 hospitals, the 
answer to question 4 on that questionnaire is this: 

“Is veteran’s attention called to the penalty for signing a false statement that 

he is unable to pay for hospitalization?” 
And the answer in all of the 161 cases was “Yes.” So that the veter- 
an has been informed of the penalties for a false statement. Do you 
know how many prosecutions have been held for any such false 
statements ? 

Mr. Downer. All I know is that in the testimony of the Acting 
Administrator of Veterans’ Affairs and the Solicitor for the Veterans’ 
Administration before the House Subcommittee on Appropriations, 
it was stated that the VA did not have any records that would show 
how many prosecutions there had been, but they seem to have unofficial 
general knowledge that there had been very few. 

Mr. Creretna. I think that the information given to us before this 
committee was that there were two. 

Mr. Downer. I think that at least would be approximately correct, 
Mr. Cretella. There seems to be rather universal agreement that 
the statute as now written almost forecloses a successful prosecution. 

Mr. Cretetita. Do you think, then, that if a man is told that if 
he gives a false statement he is subject to either perjury or the charge 
of giving a falsehood, there should be foreclosure of any criminal 
proceedings ? 

Mr. Downer. No, sir, I don’t. I don’t justify anybody executing 
a false affidavit to obtain a benefit that he would not otherwise obtain. 
I do not justify that at all, sir. 

Mr. Tracur. I had hoped there would be an adjudication of 
service connection and how it is determined, and I think before the 
meeting is over it would be well if someone from the Veterans’ Ad- 
ministration would give us something on what is a service-connected 
case and how it is determined. 

Mr. Downer, I would like to quote from the Congressional Record 
of June 17, where Mr. Van Zandt said he was speaking for the 
veteran groups and said that the VFW had agreed to the riders in 
the appropriation bill. Is that not quite in conflict with your state- 
ment here today ? 

Mr. Downer. Well, Mr. Teague, any testimony that I can give on 
what was or was not agreed to, or whether or not agreement is the 
correct term, would be purely hearsay, because I was not present. My 
understanding is that the riders were discussed. And I think the 
veterans’ organizations were informed that the riders were to be 
included in the bill. 

Now, I am inclined to believe that Mr. Van Zandt probably used the 
wrong term there when he said “agreement.” But I am really not 
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the proper person to ask about that, because any testimony I could 
give would be purely hearsay. 

Now, I will say this: that we were very gratified when the riders 
were defeated, and we were very happy to have legislation by the 
Appropriations Committee replaced by an objective study of this 
committee. And that, I can say, is not a misrepresentation of our 
organization. 

Mr. Tracur. Of course, all the riders were defeated, and particularly 
the one on the dental situation. From what the Veterans’ Adminis- 
tration wrote to me, it is almost impossible to administer. But cer- 
tainly this statement of Mr. Van Zandt that all the riders placed in the 
bill were thoroughly discussed, and some of them were accepted with- 
out reservation and others were accepted with reservation, had much 
to do with those riders being accepted. 

Mr. Downer. Mr. Teague, I don’t mean to be understood as flatly 
contradicting Mr. Van Zandt, or implying that he intentionally mis- 
represented the situation. In fact, I cannot even testify that he mis- 
represented, because I was not present. 

Mrs. Rocers. Will the gentleman yield? Is it not true that later 
Mr. Van Zandt modified his statement a good deal? 

Mr. Teacue. Mr. Chairman, let me read the record. I asked the 
question : 

Can the gentleman tell me whether the three veterans’ organizations are * * * 
agreed to the provisos and the riders placed in this bill? 

Mr. VAN ZaNprt. All the riders placed in the bill were thoroughly discussed. 


Some of them were accepted without reservation and others were accepted with 
reservation. 


Then I asked the next question : 


All were accepted by the three major veteran organizations? 

Mr. Van Zanpt. Yes. They were all accepted by the three major veterans’ 
organizations with reservations and, may I add, reluctantly. 

Mr. Downer. Well, Mr. Teague, may I make the comment that that 
statement seems rather inconclusive to me, because it does not state 
what the reservations were or what was accepted without reservations, 
and if there were reservations how much they reserved, and if accepted 
reluctantly he does not state how reluctantly. I think it is rather an 
inconclusive statement. 

Mr. Teacur. I hope the three major veteran organizations will tell 
us which ones were accepted and which ones were accepted reluctantly, 
and those very things you are mentioning right now. Because that 
is the very thing we are having hearings on here before the committee. 
And I think the three major veteran organizations ought to tell us 
those things. 

Mr. Kearney. I think what is more important, in view of, shall I 

say, the hasty manner in which this appropriation bill was rushed 
through the House, with riders attached, in view of the fact that every 
veteran organization has come before this committee since the com- 
mittee was first founded, is that we have some concrete recommenda- 
tions from the veterans’ organizations after their conventions of this 
fall, and not simply resolutions, which, like some of our laws that 
are on the books, mean nothing. In other words, what we are trying 
to do is get to the meat of this situation. And I want to call the 
gentleman’s attention to this fact, that what I am terribly afraid of 
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is that unless we bring out some concrete and just recommendations, 
1 am afraid that it will not be long before the Congress takes it into its 
own hands and jams something through that we may regret later. 
That is why we are holding these hearings, to get the opinions and 
recommendations of the various organizations. 

But we do want help. We do not want somebody to come along 
afterwards and say, “Well, you did not do it the way we wanted it 
done.” We want the recommendations, and definite recommenda- 
tions, now. 

Mr. Downer. I absolutely agree with you, Mr. Chairman. You 
are doing your part, and you cannot do any more. 

Mr. Krarney. We cannot unless we have help. 

Mr. Downer. And I have every confidence that our organization 
will make definite and specific recommendations. 

Mr. Evins. Mr, Downer, you and members of your organization 
and other veterans’ organizations were confronted with a very prac- 
tical sort of situation at the time of having appropriations for the 
hospital and medical care program cut substantially or revised up- 
ward, which you were very interested in receiving. So therefore, 
being confronted with a practical situation, and being practical men, 
you were good traders, and as far as the hospital program was con- 
cerned, you were successful in helping to have appropriated an in- 
creased appropriation for the hospital program. You spoke with 
reservations. That did not mean you liked these riders, but as I 
gathered from your testimony, you were confronted with a practical 
situation and you were trying to deal with it at the time. 

Mr. Downer. Thank you, Mr. Evins. I have no question but what 
the gentlemen at the time did what they felt seemed best under the 
circumstances at that time. Now, we make no pretense to infallibility, 
and we sometimes may make mistakes, 

Mr. Evins. The point is that you did not like the riders, and you 
would have preferred not to have even gone into the conference, but 
you were interested in receiving appropriations at the time. Is that 
not about the situation ? 

Mr. Downer. I believe that is correct. 

Mr. Tracue. I believe I have the floor, Mr. Chairman. 

Mr. Downer, you know that when a former national commander 
stands up on the floor and says what he says, it carries much weight, 
and should carry much weight. I do not know how the chairman 
felt, but I felt like somebody jerked a rug out from under me. 

I would like to know if that statement is true. If it is true, your 
statement here today is most inconsistent. If it is not true, I think 
you ought to say so. 

Mr. Kearney. Will the gentleman yield? 

Mr. Teacur. I would be glad to. 

Mr. Kearney. I am frank to say, as far as the chairman is con- 
cerned, I know nothing about the conference; only what I read in 
the newspaper. I also understand that even the chairman of this 
committee was not invited to attend that conference. But I will say 
this: that, regardless of any statements to the contrary, the sum of 
$555 million was placed in the appropriation bill largely through the 
efforts of members of this committee. I can say that without fear of 
challenge. 





1922 HOSPITAL CARE AND OUTPATIENT DENTAL TREATMENT 


Mr. Teacur. Mr. Chairman, I want to get one other thing in the 
record, since I mentioned these organizations. I want to read one 
paragraph from a Legion letter, in which the Legion said: 


The fact that we have not consulted on the many other features contained 
in this bill is not to be construed as an indication of our approval thereof. 


So, certainly they expressed their disapproval of parts of it. 

Mr. Downer. I would rather not make any comment, Mr. Teague, 
on what position the American Legion may have taken. I would 
rather they would state it for themselves. 

Mr. Teacur. I did not expect you to. I also wanted to put in, foi 
the Legion’s sake, the paragraph out of their letter, on that appro- 
priation bill. 

Mr. Lone. I just want to say one word. I think that what we 
would like to have, just liket Mr. Teague told you: When we were over 
there, we were over there trying to put those bills over. When he 
made that statement, of course that just simply threw cold water on 
the whole bunch. If we could just live a little closer to you people, 
and when you did make recommendations if we knew about it, you 
would save us a lot of embarrassment. 

Mr. Downer. May I say, Mr. Chairman, that the English language 
is a very inadequate vehicle of expression, and I think it sometimes 
causes misunderstandings that were not intended and strained rela- 
tions that should not. be strained. And I feel quite confident, though 
I was not personally present, that whatever was done was done in the 
best interests or what seemed at the time the best interests of the 
veterans, and there was no intention on the part of anybody to invade 
the prerogatives of this committee. And, Mr. Teague, I think if the 
matter were discussed at length, it probably would result in a uni- 
versal agreement and understanding about the matter. I am very 
sorry if it has been presented in such a manner that you have cause 
to feel offended. 

Mr. Kearney. There might not have been any intent, but I think 
I am safe in saying again for the record that there was not a member 
of the Veterans’ Affairs Committee of the House of Representatives 
present at this conference. 

Mrs. Rocers. Will the gentleman yield? And I am very sure the 
veterans’ organizations did not approve of the deferment of the $300 
million for compensation and pensions, because it is just exactly the 
amount that the committee, in their hearings—the Appropriations 
Committee—recommended as a cut from compensations and pension. 
And I think there is a very grave danger in that, and I am sure the 
gentleman agrees on it. 

Mr. Downer. I am confident, Mrs. Rogers, that none of us agreed 
at all. 

Mrs. Rocers. But it enters into the whole picture. 

Mr. Lona. I want to make this little statement. I think I have 
talked to enough of the veterans that I am speaking the mind of most 
of them. What we want is some concrete recommendations, and not 
a lot of generalities. 

Mr. Downer. That is what we want to give you, too, sir. 

Mr. Kearney. Is Mr. Hogan present ? 

We are going to recess until 2 o'clock. 
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There has just been a call to the House. And before you leave the 
stand I want to express my appreciation and also the appreciation of 
the committee to you for your testimony here today. 

For the record, I will insert. two letters that I have received. 

(The letters referred to are as follows:) 


JuLy 1, 1953. 
REPRESENTATIVE B. W. KEARNEY, 
Chairman, Subcommittee on Hospitals, 
Washington, D. C. 


DEAR REPRESENTATIVE KEARNEY AND COMMITTEE MEMBERS: I understand that 
you are heading a committee to investigate the entitlement of hospitalization of 
disabled veterans. 

I realize that there have been a few cases where veterans with big incomes have 
received free hospital care in veterans’ hospitals, and these cases have been 
played up in the press, on radio, and on television. 

I am for leaving the law as is, for if legislation is passed to require the VA 
to investigate the financial status of every nonservice-connected case entering 
a veterans’ hospital the cost of such a setup would far exceed the cost of the 
few who are chiselers or who are able to pay. 

I am a pensioner under Public Law 149, and at the end of each year I have 
to submit a financial statement to the VA with a penalty of a fine or imprison- 
ment or both if I make a fraudulent statement. Isn't this enough proof that 
I come under the income limitations set forth in the present law. The inadequate 
pensions that we are receiving to live on, doctor, and support an aid is further 
proof that we would be unable to pay anything toward hospitalization. I 
believe that most pensioners prefer to doctor their disabilities at home so they 
ean be with their families. 

I would like to see permanent legislation to grant free hospitalization at a 
veterans’ hospital when necessary and if there is space available to the 100 
percent totally and permanently disabled veterans and those disabled and 
receiving a pension under Public Law 149. It is bad enough for us to be burdened 
with our physical disabilities and the problem of trying to exist on our pensions 
without the worries of not knowing what would happen to us and our wives if 
we had to go to a hospital. 

I would not know what to suggest to do for veterans not on a disability pension 
if they required hospitalization ina hurry. My only suggestion would be that they 
file a financial statement with the VA regarding their income the same as the 
pensioners do. However, they should be admitted without any redtape; and the 
cost, if any, be straightened out later between the VA and the veteran. 

I feel sure that you and your committee will do the right thing by all our 
disabled veterans and especially to those who are already on a disability pension. 
Thanking you, I remain 

Sincerely yours, 
Watson D. ELtsworrn, 
9 Rogers Place, Hyde Park, N. Y. 


Struss-WELLINGTON GARRISON No. 33, 
ARMY AND Navy UNION, U.S. A 


Staten Island 5, N. Y., July 6, 1953. 
Hon. W. B. KEARNEY, 


Chairman, House Subcommittee on Hospitals, 
Washington, D.C. 

Dear Mr. KEARNEY: We saw your announcement in the Congressional Record 
for hearings scheduled for July 8, 1953, for “* * * eligibility for hospitalization 
rather than the operations of the Medical Department of the Veterans’ Admin- 
istration” (p. 8090, vol. 99, No. 121, Wednesday, July 1, 1953). 

Since the VA budget for the fiscal year of 1954 deprives and divests from vet 
erans of this area the 20 beds from the United States Public Service Hospital, 
Staten Island, for purposes of hospitalizing veterans, we would like very much to 
receive a copy of the committee hearings which will take place July 8, 1953. 

We would like to have all possible information so that we may have a know)- 
edge of not only eligibility but also have some way of orienting the hospital 
situation which finds a 57-square-mile area, consisting of about 40,000 veterans, 
without any hospital coverage for veterans with service-incurred disabilities. 
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We regret that it is not possible for any member of this veterans’ unit to be 
present at your hearing due to the inconvenient time. Nevertheless, should any 
member or members of your committee come to New York City for hearings on 
distressed and shockingly neglected areas for hospitalizing veterans, we would 
be most pleased to meet with him or them. 


Sincerely yours, 
A. ALEXANDER BLEIMANN, 


Legislative Officer. 

Mr. Teacur. Mr. Chairman, may I ask one more question ? 

Have you people made any study of service-connection and non- 
service-connection and how it is determined, who is service-connected 
and who is not ¢ 

Mr. Downer. I assume, Mr. Teague, that our Rehabilitation Service 
would be well qualified on that. 

(Whereupon, at 11:50 a. m., a recess was taken until 2 p. m., this 
same day.) 

AFTERNOON SESSION 


Mr. Kearney. We will now hear from Mr. Hogan, national director 
of claims, of the Disabled American Veterans. 


STATEMENT OF CICERO F. HOGAN, NATIONAL DIRECTOR OF 
CLAIMS, DISABLED AMERICAN VETERANS 


Mr. Hocan. I am Cicero F. Hogan, national director of claims, of 
the Disabled American Veterans and appearing before this committee 
on the kind invitation of the chairman, in a communication directed 
to our director of legislation, Mr. Francis M. Sullivan, who is unable 
to appear this morning due to illness. 

The Disabled American Veterans appreciates the invitation extended 
to our organization to discuss the general subject of the hospitaliza- 
tion of America’s war veterans and more specifically to express our 
opinion concerning the hospitalization of the so-called non-service- 
connected case. 

The Disabled American Veterans is primarily interested in the care 
and welfare of the wartime service-connected veteran and his rehabili- 
tation as well as the welfare and future of the dependents of America’s 
war dead and those who have survived the veteran who died as a 
result of his war wounds or disabilities. 

Many believe that there is but one position the DAV should take in 
this very controversial question centered around the hospitalization of 
America’s veterans and that is we should advocate the closing of the 
great VA hospitals to the non-service-connected veteran and limit 
eligibility requirements to treatment for service-connected disabili- 
ties only. This position we refuse to take, 

The present program of the hospitalization and treatment of the 
war veteran was instituted and built around a desire to give the best 
medical care to those men and women who were wounded, gassed, dis- 
abled, or diseased as a result of their active military service during time 
of war. The DAV shall continue to insist that war veterans and those 
veterans requiring hospitalization for their service-connected disa- 
bilities continue to head all priority lists on the admission of veterans 
into Veterans’ Administration hospitals. 

The Disabled American Veterans further take the position that the 
service-connected veteran seeking hospitalization for an added dis- 
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ability which is considered non-service-connected should be given 
higher priority on seeking admission to a VA hospital for treatment 
for a non-service-connected disability. 

I will not be so presumptuous as to record the history of the growth 
of the VA hospital program, but we must rec: all that following World 
War I and the establis ment of the Veterans’ Bureau the number of 
veterans entitled to hospitalization grew as the rating procedure de- 
veloped and more and more veterans were formally declared service- 
connected. Too, the eligibility list markedly increased with the pas- 
sage of laws granting service-connection by presumption to tubercular 
and the neuropsychiatric cases. Even before service-connection was 
established by law in the early years following World War I these vet- 
erans were admitted for treatment in VA hospitals. Certainly the 
DAV, fighting to secure favorable legislation to secure service-connec 
tion for these groups, welcomed the administrative action which ad- 
mitted these tubercular and neuropsychiatric veterans as patients into 
VA hospitals even before the enactment of the law. 

From the beginning the DAV accepted without protest the admis- 
sion into VA hospitals of the non-service-connected case who was 
without financial means to defray the cost of hospitalization else- 
where. The question of service-connection or non-service connection 
was ever before us. It is today. Too often our own se rvice officers, 
capable and patient as they were, took months, even years, to develop 
and prove service-connection through the slow and sometimes cumber- 
some and overcautious claims and ‘adjudie ative processes of the Vet- 
erans’ Administration. We did not want to be guilty of supporting 
any law or regulation which deferred or refuse d hospitalization and 
treatment to a sick and broken veteran until he was finally awarded 
a service-connection for his disability. Too often death would not 
wait on legal evidence and proof of service-connection. Only time 
and early treatment in a VA hospital frightened death away. The 
picture has not changed. It still takes time to develop and win many 
cases. Delays still exist. To refuse hospitalization to veterans who 
have valid claims until a service-connection is established is to issue a 
death warrant in many cases. 

Yes; we can recall that even from the ranks of the DAV came 
grumblings of protest over the admission of the peacetime veteran 
seeking treatment for his service-connected disabilities or those line- 
of- duty disabilities which brought about his discharge. Yet the 
DAV constantly fought and continues to fight for the extension of 
dates determining war periods in order that thousands of inequitable 
determinations as to wartime and peacetime service can be corrected. 

In general, the Disabled American Veterans wholly supports the 
hospital and domiciliary program of the Department of Medicine 
and Surgery of the VA, and shall continue to advocate and demand 
an enl: argement of the hospital-building program to meet the ever- 
increasing demands for hospital treatment and domic ‘iliary care of 
America’s war veterans due to or necessary participation in war, 

campaigns, and the all necessary defense program of this Nation. 
The DAV believes that the American people must accept the care of 
the war-disabled and the necessary hospitalization and care of the 
indigent war veterans as part of the cost of war. 

As stated above, the DAV shall insist that the wartime service- 
connected veteran be given priority and first consideration when seek- 
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ing and in need of hospitalization and treatment for his service- 
connected disability. However, from our early years we have sup- 
ported the hospital and medical treatment program of the VA. We 
have never allowed ourselves to forget the danger that faces the 
service-connected cases if the cost of hospitalization and treatment 
to the non-service-connected cases became excessive or out of reason. 
However, while we may have been organized for selfish reasons, we 
are fundamentally a humane organization, and the DAV never has 
and will not deny admission to the VA hospital of seriously ill war 
veterans unable to pay for hospitalization and treatment elsewhere. 

While we believe this statement is a clear declaration of the position 
of the Disabled American Veterans on the hospital program in general, 
we will endeavor to answer the specific questions asked by your honor- 
able chairman, Congressman Kearney : 


Question. Do you approve of the present laws extending hospitalization and 
treatment to non-service-connected veterans suffering from tuberculosis, neuro- 
psychiatric, and long-term cases where a bed is available and the applicant is 
unable to defray the expense therefor? 

Answer. Definitely, yes. 

Question. What policy do you think should be pursued in connection with the 
non-service-connected claimant, unable to defray the necessary expense of hos- 
pitalization and who seeks admission for a disability or disease which falls 
under the heading “General medical and surgical”? 

Answer. The question implies that the veteran is in need of hospitalization 
and treatment and is unable to defray the expense thereof. It is obvious that 
each case must be considered on its own merits. The need and emergency of each 
case is of first importance. We may agree that the veteran seeking hospitali- 
zation and treatment for a minor disability and who is unable to afford the 
treatment should first apply to county, State, or local welfare agencies for this 
treatment, but in fairness it should be emphasized that too often such local 
facilities refuse admission to a veteran on the sole ground that he is a veteran 
and should report to a VA hospital for admission. 

Question. Should hospitalization be extended to the non-service-connected vet- 
eran who is able to defray all or part of the expense of hospitalization and 
treatment? 

Answer. We would not recommend any change in present laws that extends 
hospitalization to any veteran of any war not dishonorably discharged seeking 
admission to a VA hospital who is in need of hospital or domiciliary care and 
is unable to defray necessary expenses for such hospitalization elsewhere. We 
take the position, however, that no service-connected veteran seeking and needing 
hospitalization and treatment for a non-service-connected disability should be 
denied admission to a VA hospital regardless of his ability to pay. 

Question. Is payment for all or a part of hospitalization for the non-service- 
connected case feasible or desirable? What is the relation of contract hospital- 
ization to this overall problem? Would it be desirable that contract hospitaliza- 
tion be provided for certain non-service-connected cases over and above that 
authorized today? 

Answer. Generally speaking the DAV is against any expansion of contract 
hospitalization. We do not believe it should be extended except in the rental 
of beds in other Government and service hospitals or where extensive delay 
in the erection of VA hospitals has created an emergency where even service- 
connected cases are denied admission to a VA hospital. 

Question. What standards do you think should be set for determining eligibil- 
ity for hospitalization for the non-service-connected case? Should it be based 
upon income limitation or a determination of the net worth of the individual, 
or should there be a check with the local credit bureau? 

Answer. We feel this question is best answered by quoting from a letter 
directed to the chairman of this committee by our National Legislative Director, 
Francis M. Sullivan, on March 13, 1953. In answer to a question as to our, the 
DAV’s, opinion regarding present law requiring the applicant to make a state- 
ment of his ability or inability to defray necessary hospital expenses, Mr. 
Sullivan stated: * * * Keeping in mind that our organization is primarily 
interestetd in the hospitalization and treatment benefits extended to war-service- 
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connected veterans, the DAV is still of the opinion that the provision of the 
subject law above referred to and the regulations under which it is applied 
are adequate. We are, however, aware of the continued reports of abuses and 
evasions of this law by which individuals who are, in fact, well able, financially, 
to meet the cost of hospitalization and treatment are admitted to VA hospitals 
as patients. We are confident that these abuses can be corrected by a clearer 
understanding of the purpose and intent of the law on the part of VA officials 
and admitting officers, as well as on the part of recognized and accredited service 
officers of national veterans’ organizations. 

«“* * * We believe that a campaign of education among all veterans as to 
their rights and entitlement to hospitalization or domiciliary care in VA insti- 
tutions—emphasizing the restrictions placed on the non-service-connected veteran 
with regard to his financial ability to secure these services elsewhere—will do 
much to limit, if not eliminate, present abuses. 

Requiring the manager to contact local credit agencies or make other attempts 
to determine the standing of each service-connected applicant for hospital admis- 
sion would require the establishment of investigative officers or groups in each 
institution, a practice which would entail additional expense and which should 
not be indulged in until all other efforts to correct the situation have been 
exhausted. 

Question. Should the possession of a private hospital insurance contract enti- 
tling the veteran to treatment in a private hospital be a bar to hospitalization 
in a VA hospital? 

Answer. Definitely no. Such legislation would immediately bring about the 
cancellation of thousands of hospital care policies and thereby increase the 
responsibility, moral if not legal responsibility, of the Government to hospi- 
talize such veterans who had canceled their hospital policies under the belief 
that they would be protected by the Government and admitted to a hospital 
when needed under almost any circumstance. 


The seventh and last question is the only reference in Chairman 
Kearney’s letter referring wholly to the service-connected veteran. 


Question. What is your position on the outpatient dental program? Should 
it be restricted over and over and above what it is today? What should be 
done concerning adjunct dental treatment? 

Answer. We believe all three questions can be best answered by quoting from 
a letter we received from one of our national executive committeemen, Dr. 
V. L. Smith, a practicing physician and surgeon of Dallas, Tex., who has been 
in active medical practice for 47 years, 29 of which he has been a designated 
medical examiner for the Veterans’ Administration. Dr. Smith states in answer 
to this question: “My answer is that again as a physician it is a recognized fact 
that oral hygiene and dental prophylaxis are given a high place in considering 
the care and treatment of the patient by his doctor. It is difficult to think 
of any affliction or disease that would not be improved by adjunct dental care. 
It is my observation that this has not been abused, if at all, more than other 
privileges accorded by the Veterans’ Administration.” 


Our office, that means my office, has been unable to secure any evi- 
dence of abuse by the veteran in his efforts to secure outpatient dental 
care or treatment to which he may be entitled. With regard to 
adjunct treatment it must be remembered that adjunct treatment is 
the term applied to the treatment on an intercurrent disorder which 
though not service-connected is medically determined to be aggra- 
vating the disability from a basic service-connected or service-aggra- 
vated condition. This means, if the doctor treating a service-connected 
condition, say a valvular heart condition, determines by sound pro- 
fessional judgment that defective teeth “are having a direct and 
material detrimental effect” upon the heart condition and authorizes 
dental extractions in an effort to improve the service-connected heart 
condition, this would be adjunct treatment. It does not mean that the 
teeth are service connected. Remember, the physician must authorize 
the adjunct treatment before the dentist goes to work. It is sound 
medical practice. The DAV sees no reason why such practice should 
be restricted or interfered with. 
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We again thank you for this opportunity to appear before this com- 
mittee on this most important question. We, of the DAY, believe in the 
hospital and treatment program of the VA as it now stands. We were 
interested, vitally interested, with the general growth and expansion 
of this most important function of the VA. We had a lot to do and 

say about its expansion and development down through the years. We 
have been critical of its operation where we think criticism is justified 
and where constructive criticism can be offered. The administration 
and operaiton of our great VA hospitals is not always perfect and 
there is room for improvement. This is to be expected and while there 
is an honest effort on the part of those in charge to correct errors and 
improve operation of this huge agency the D. AV will cooperate whole- 
heartedly. 

As close as we are to this picture we can only ask ourselves and oth- 
crs what might have happened to thousands of service-connected war 
veterans and thousands more sick and needy veterans of our wars had 
it not been for the treatment received in VA hospitals over the past 
30 years. 

The DAV considers the hospital program of the VA as one of the 
greatest contributions toward the present defense of this country 
going hand in hand with a strong military program. The future 
defense of America in our opinion “also rests greatly on the care and 

consideration this country has given and will give in the future to the 
men and women who have fought and will fight its wars. 

Mr. Kearney. You have expressed very positive opinions here, and 
for that we are entirely grateful. As we said this morning that is the 
only way that we, of this committee, can recommend to the full com- 
mittee any particular legislation that is needed. And you certainly 
cannot get it from individuals or organizations who come here and 
speak in generalities. 

Now, we do not care whether a lot of statements that are made here 
hurt the feelings of this committee. That makes no difference to us. 
What we are here for is to seek a solution to this complex problem if 
there is one. 

Mr. Saylor? 

Mr. Savion. Mr. Hogan, I would like to congratulate you on this 
statement. I cannot agree with it all, but I did not ask you to come 
down here to have you and I: agree on everything. 

First, I would like to ask: ‘You have implied here that the hospital 
program as now existing in the Veterans’ Administration is not suf- 
ficient. Is there any ceiling which the Disabled American Veterans 
have fixed for hospital beds? 

Mr. Hocan. No. We do not believe that we can fix a ceiling or that 
any powers and authorities can fix a ceiling, until there has been an 
end of our wars. 

Mr. Sartor. In other words, then, you think that this is a growing 
program until such time as hostilities cease. 

Mr. Hogan. I believe so. 

Mr. Kearney. You might add also until the brotherhood of man 
arrives. 

Mr. Saytor. I was interested in your statement that you are in 
accord with the policy of the Veterans’ Administration in allowing 
non-service-connected NP and TB cases to be admitted to hospitals. 
Now, what would be your position, or the position of your organiza- 


ot tae Senet ot 














Lrteccic un Meller 


jase 


HOSPITAL CARE AND OUTPATIENT DENTAL TREATMENT 1929 


tion, if non-service-connected TB and NP cases were so numerous 
that a service-connected case could not be admitted to any veterans’ 
hospital ? 

Mr. Hocan. That is the one thing that we are fearful of, that the 
number of the non-service-connected cases will crowd us out of the 
hospitals. But we have been very generous in accepting the fact that 
the non-service-connected tubercular and the non-service-connected 
neurepsychiatric cases should be hospitalized where beds are avaliable 
and where the man is not financially able to meet the cost of hospital- 
ization elsewhere. 

Mr. Sartor. But is it not a fact that the very nature of those cases 
indicate that the bed will be tied up in some cases forever and in all 
cases for a long period of time ? 

Mr. Hocan. We appreciate that, and we believe that the only solu- 
tion is the building of more psychiatric hospitals for the admission of 
the service-connected veterans and the non-service-connected veteran 
who is without means to find hospitalization elsewhere. 

Mr. Secrest. Is it not true, though, that you could not have a con- 
dition where a non-service-connected veterans would drive out of a 
hospital or keep out a service-connected veterans? Because under the 
law the service-connected veterans gets first preference. And as long 
as there are 114,000 beds and 114,000 service-connected cases that would 
have to be admitted, those 114,000 would go in first to the exclusion of 
all others, 

Mr. Sartor. Yes, but the situation which we find confronting us 
now is that in many of these hospitals taking care of NP and TB cases, 
non-service-connected cases are there and the beds are occupied closer 
to a hundred percent in those hospitals than in the G. M. and S. 
hospitals. 

Mr. Kearney. What you are driving at is the fact that once a non- 
service-connected TB patient arrives in the hospital you are not going 
to drive him out. 

Mr. Sartor. That is it; even though a service-connected case comes 
along. 

Mr. Hogan. What happens is this: And it is one of the criticisms 
that comes to my organization about advocating the hospitalization of 
the non-service-connected veterans, It is that the Veterans’ Admin- 
istration retains those non-service-connected men in the NP hospital 
or the TB hospital, and a service-connected NP or tubercular case 
make application, and if no bed is available they must hospitalize him 
in a contract hospital. 

Mr. Secrest. Four or five days, is it not, according to that regula- 
tion issued in March; that if they cannot take a service-connected 
veteran in a Veterans’ Administration hospital in 5 days they have 
to put him in a private hospital? And that was done because of the 
hearings this committee held last January and February. 

Mr. Kearney. Is it always possible to put him in a private hospital ? 

Mr. Secrest. Apparently so. The VA testified there were no 
service-connected cases that were backlogged waiting to get in for 
more than the normal period. 

They also keep a 10 percent cushion in all these hospitals for the 
service connected exclusively. 
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The Cuier Cierx. Mr. Chairman, right along that line: Mr. Hogan 
has a very fine statement on what is a service-connected disability. I 
think it would be well if the chairman asked permission to have it 
inserted at this point. It is really worth reading and worth hearing. 

Mr. Kearney. It may be inserted at this point in the record. 

Mr. Hoan (reading) : 


A SERVICE-CONNECTED DISABILITY 


Who is the service-connected disabled veteran? What is meant by the term 
“service-connected disability’? Clear-cut answers to these two queries are 
ueeded now at a time when there is misunderstanding on the part of many people 
when they hear about veterans and the Federal program of veterans benefits. 
“Service-connected disabled veteran” constitutes a very particular group of 
citizens in our society: A group of men and women, who by virtue of having 
become wounded, gassed, injured, or otherwise disabled in their country’s 
defense and in the protection of the American way of life are entitled to be 
known as our “service-connected disabled veterans.” How is service connection 
established? What are the limitations of service connection? What are the 
classifications of “service connection”? Full information on these inquiries can 
do much to enlighten those elements in our public who, because of lack of 
information, misconstrue and misunderstand Federal programs aimed at the 
welfare of wartime disabled veterans. 

Service connection connotes many factors. Fundamentally it means estab- 
lishment of the incurrence of the disease or injury or aggravation of a preexisting 
disease or injury resulting in disability coincidentally with a period of active 
military or naval service. This may be accomplished by presenting affirmative 
facts showing the inception or aggravation of a disease or injury during active 
service or through the operation of regulatory or statutory presumptions. Con- 
gress has provided through legislation that certain diseases becoming manifest 
within prescribed periods after discharge may be presumptively connected with 
service and compensation paid accordingly. Service connection, in itself, has 
never been legally defined by statute. 

Congress has specified what conditions should prevail and what requirement 
should be met in order for a disability to be classified as service connected. 
It remains that the term “service connection” must be defined in the light of 
logical reasoning based upon the intent of Congress. A determination of service 
connection can only be based on the individual case. The VA has adopted a 
broad and liberal interpretation of the law as it applies to individual cases, and 
such determinations of service connection are based on consistently defined 
and applied policy of*the VA. The VA is directed by Congress that, in its con- 
siderations of service connection, particular consideration be given to combat 
duty and other hardships of service, and that all reasonable doubt should be 
resolved in favor of the veteran. 

In the consideration of service connection the VA is also directed to con- 
sider that every person taken into service was free of defects at entrance, 
except for those defects or disorders noted on examination or where clear and 
unmistakable evidence later shows that the disability preexisted service and 
was not aggravated therein. History of a preservice condition related by the 
veteran or any other competent source can be considered as evidence in deter- 
mining the preexistence of the disability. However, no person in the Armed 
Forces is required to sign a statement of any nature relating to the origin, in- 
currence, or aggravation of any disease or injury he may have, and any such 
statement against his own interest, signed at any time, shall be null and void 
and of no force and effect. 

The VA is also directed to apply accepted medical principles in determination 
of inception of disability not noted at induction. Medical judgment and history 
standing alone will not suffice, but the finding must be based on clearly accepted 
medical principles, including clinical factors and the character of the disability 
later found. A finding of chronic disease or congenital malformation or re 
sected parts of limbs shortly after induction would force a conclusion of the 
preservice existence of the condition. If a nervous disease characteristic of the 
veteran’s life pattern occurs shortly after induction, then service connection 
of it is untenable. All these factors, in relation to length, type, and circum- 
stances of service, are to be considered in the question of service connection. 
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A disability shown to have incurred as a result of the person’s own willful 
misconduct or vicious habits is not granted service connection. Willful mis- 
conduct and vicious habits have fixed definitions under the laws and regula- 
tions. Generally, an act to be one of willful misconduct must be malum in se 
or malum prohibitum and must invoke conscious wrongdoing or known prohibi- 
tive action. Disability incurred while under conviction of a felony, in confine- 
ment by court-martial involving an unremitted dishonorable discharge or dis- 
charge under dishonorable conditions will bar compensation. Disability ve- 
nereal in origin will be barred from service connection except where it is shown 
to be innocently acquired. If the venereal disability was reported, treatment 
received, and cure effected under provisions of section 2, Public Law 439, 78th 
Congress, service connection may be assigned for residuals. 

The laws require that before service connection can be assigned it must be 
shown that the disabling conditions were incurred in line of duty. Regardless 
of the findings regarding line of duty by the military or naval service, the VA 
is empowered to make its own determinations. Consideration is to be given all 
assembled evidence, including reports from service department, testimony of the 
veteran, and a determination reached according to the facts and circumstances 
in each case. In questions of absence to avoid duty, consideration is to be given 
to the fact and extent of interference with performance of duty. The mere 
fact of being absent from duty does not in itself warrant a finding of “not in line 
of duty,” but consideration must be given to all facts and circumstances within 
the limitations and definitions prescribed by the law and regulations. 

How may “service connection” be classified? Into what groups may various 
forms of service-connected disabilities be divided? It is imperative to understand 
the limitations affecting each classification and to know all the factors bearing 
on the assignment of service connection. The following classifications will show 
the types of service connection and the prime factors considered when service 
connection is in question : 


DIRECT SERVICE CONNECTION 


By this is meant that a disability is proven to have a direct relationship to 
service by affirmative evidence showing its direct incurrence in service. This 
means that its relationship to service is established by the official records of the 
service department and/or by the affidavits and statements of persons who stand 
in position to know the facts. Sometimes, even with lack of official records and 
where affidavit evidence does not conclusively prove service connection, it can 
be established by a consideration of the character of the veteran’s service, condi- 
tions under which he served and other various elements that add to and give 
weight to the facts already established. The VA is authorized to exercise con- 
siderable latitude in judgment as to the relative connections of the disability 
to service. Fundamentally, the law requires determinations on the basis of fact 
and prohibits conjecture and speculation. Where the facts show no disability 
at induction with no later history of preservice disability, and an evidentiary 
showing of disease or injury during active service, then it may be said there is 
a showing of direct service connection. 


SERVICE CONNECTION BY AGGRAVATION 


There is legai authority to assign service connection for any disease or injury 
aggravated by military or naval service. In determining what constitutes 
aggravation, as such, consideration must be given to the extent of disability 
at induction in comparison to the extent of the disability when noted during 
service or by physical examination at time of discharge. There must have been 
an increase in severity of the disease or injury over and beyond the natural 
progress of the disease. Sudden pathological developments in service of an old 
preexisting disease or injury constitutes aggravation. However, recurrences, 
acute episodes, or descriptive variations are not generally considered to be 
aggravation. Medical and surgical treatment during service giving a remedial 
or ameliorating effect is insufficient to establish service connection by aggrava- 
tion. Likewise, the VA is directed to give due weight to the places, types, and 
circumstances of the veteran’s service in determining aggravation. The in- 
herent character of some disabilities show a normal progression, and it is the 
function of the rating board to determine, in light of all of the above factors, 
if the circumstances of service accelerated the progress of the disability. 
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PRESUMPTIVE SERVICE CONNECTION 





The principie of extending service connection by presumption was established 
long ago by Congress. In 1924, by passage of the World War Veterans Act, the 
Congress demonstrated the validity of this principle by extending a presumptive 
period to January 1, 1925, for certain chronic diseases. It has since enlarged 
and liberalized this principle so that today the statutory presumption is extended 
to include many forms of chronic constitutional diseases for 1-, 2-, and 3-year 
periods. For purposes of presumptively service connecting chronic and tropical 
diseases, the evidence must show a required combination of symptoms and find- 
ings so as to clinically identify the condition. 

The law is specific in that it requires a diagnosable manifestation of the disease 
to a degree of 10 percent or more within the presumptive period. The law, 
however, does not set a time limit to a precise mathematical point. There is 
ample authority for the assignment of service connection by presumption if it 
occurs at a time when standard and accepted treatises indicate that the incuba- 
tion period commenced during active service. Service connection by presumption 
is rebutted if there is shown an intercurrent cause after discharge for the 
chronie constitutional disease. It is to be remembered that service connection 
assigned presumptively has the same force and effect and rates of compensation 
as direct service connection. 











SERVICE 





CONNECTION FOR DISABILITY AS RESULT OF TRAINING, EXAMINATIONS, OR 


HOSPITALIZATION 





Under the authority of section 31, Public Law 141, 73d Congress, section 12, 
Public Law 866, 76th Congress, and paragraph 4, part VII, Veterans Regulation 
1A (Public Law 16, 78th Cong.) service connection can be awarded for a dis- 
ability if it occurs as the result of examination, training, or hospital, medical, 
or surgical treatment. When any veteran suffers a disease or an injury or 
aggravation or preexisting injury as result of training, hospitalization, or treat- 
ment awarded under any law administered by the VA, service connection will be 
awarded in the same manner as if such disability were actually incurred in 
service. 

If the veteran is disabled while pursuing a course of vocational rehabilitation 
and the disability was incurred as a direct result of such training, service con- 
nection and full rates of compensation can be allowed. Likewise, service con- 
nection may be granted for any disability brought about as a result of hospital- 
ization or medical treatment; however, it must be shown that the disability 
was a direct result of treatment and not merely coincidental therewith. That 
compensation will not be paid for the usual afterresults of medical care, except 
where there is shown carelessness, accident, lack of proper skill, error in judg- 
ment, et cetera. In training there must be a causal relationship between the 
training and the disability incurred. Service connection in this manner permits 
the veteran full compensation rights as a protection against added disability 
because of training conditions or faulty medical care. 


SERVICE CONNECTION FOR SECONDARY DISABILITIES 





Service connection may be assigned for any disability shown to be secondary 
to and approximately the result of the original service-connected disability. The 
relationship must be conclusively shown to exist and the connection must be 
based on accepted sound medical principles. A disability in one area of the 
body may be the causative factor for disability developing in another area. 
In such a case, service connection would be assigned for the latter disability. 

The classifications related above define the various classes of service connec- 
tions. Perhaps of equal significance as another class is the veteran who has 
a service-connected disability but who for many valid reasons cannot prove 
its service origin. Many veterans, with deep convictions and with reliable 
but insufficient proof, are attempting to establish service origin of their dis- 
abilities. A veteran possesses all the facts in the history and development of 
his disability and with convincing argument shows the service connection of 
his disorder. He is, however, confronted with the imposing limitations of the 
law or he may be the victim of narrow, prejudicial reasoning on the part of 
authorities charged with evaluating his evidence or interpreting the law and 
regulations to fit his case. All logical reasoning and a fair and impartial valu- 
ation of the facts and evidence might point to inception of the disability in service. 
To the veteran and possibly to others the connection is clear and great efforts 
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are made to try and prove the connection. Facts and circumstances of service 
are pointed out, affidavits and statements of service associates are obtained, and 
oral testimony is presented only to meet with a reluctance on the part of rating 
authorities to recognize the value of the evidence because of the restrictive 
provisions of the basic law. It is only when sufficient instances like this occur 
ind the problem gains prominence, can the veteran and veterans having a 
similar problem get relief. It is then that the veterans’ representatives must 
go before Congress in support of a new law to adjust the inequities resulting. 

Interpretations of the law, evaluation of the evidence, and application of sound 
rating principles are done by human beings. These human beings are not infal- 
lible or are their opinions beyond reproach or dispute. However, there is still 
the reluctance to exceed the absolute lettering of the law and a failure to some 
times use commonsense tempered with a spirit of compassion and sympathy and 
understanding. 

These are some of the problems facing the service officer in his efforts to secure 
a service connection where he honestly believes the veteran has a valid claim. 
loo often sufficient emphasis is not placed on the intent of the law. In fact, we 
feel that too often the intent of the law is wholly disregarded. The human ele 
ment is ever before us. This is fully recognized by the Veterans’ Administration 
itself. May I take the liberty to quote from a directive issued to all rating 
agencies by top officials of the VA: 

“* * * The most common cause of criticism and strained public relations is 
the attitude assumed by some one member of a rating board toward the veteran 
and his representative. It is usually alleged that he dominates the board, is 
dogmatic and uncompromising in his decisions, intolerant if not rather scornful 
of the opinions of others, and unsympathetic toward the veteran and his repre- 
sentative. It is also asserted that this person usually applies the rating schedule 
and rating policies strictly, and as a matter of fact it not infrequently happens 
that this attitude is reflected in the decisions of the board of which he is a mem- 
ber. Records show that these boards have the highest percentage of disallow- 
ances, reductions, and terminations. 

“* * * The Veterans’ Administration, and particularly the Adjudication Serv- 
ice, was created to serve the veteran. In the Adjudication Service the rating 
board is the focal point at which service is rendered. If the board fails, if it is 
unable to engender amicable relations with the veteran and his representative, 
to convince them that its decisions are just and equitable, that it in fact serves 
them, the whole program fails * * *.” 

As long as such directives issue from the top brass of the Claims Division of 
the Veterans’ Administration our efforts to obtain common ordinary justice for 
the disabled veteran are not in vain. 


Mr. Kearney. Mr. Hogan, I do not want to interrupt you, but I 
understand there is a teller vote on, and I understand we will be busy 
from now on with either quorum calls or teller votes. 

Can you return tomorrow morning ? 

Mr. Hoean. Yes, I would be glad to come back. 

Mr. Kearney. The committee will stand in recess until tomorrow 
morning at 10 o’clock. 

(Whereupon, at 2: 30 p. m., the hearing was adjourned, to reconvene 
at 10 a. m., Thursday, July 9, 1953.) 
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ENTITLEMENT AND ELIGIBILITY OF VETERANS FOR 
HOSPITAL CARE AND OUTPATIENT DENTAL TREATMENT 


THURSDAY, JULY 9, 1953 


House or REPRESENTATIVES, 
SuBCOMMITTER OF THE COMMITTEE ON VETERANS’ AFFAIRS, 
Washington, D. C. 

The subcommittee met, pursuant to recess, at 10 a. m. in room 356, 
Old House Office Building, Hon. John P. Saylor (acting subcommit- 
tee chairman) presiding. 

Mr. Saytor. The Committee will come to order. We are very sorry 
that Mr. Kearney cannot be here this morning. He called me and 
asked me to preside. 


STATEMENT OF CICERO HOGAN, DIRECTOR OF CLAIMS, DISABLED 
AMERICAN VETERANS—Resumed 


Mr. Hogan, I think when we completed yesterday afternoon we had 
asked that the statement which you had prepared on what is a service- 

connected disability be inserted in the record. 

Mr. Hogan. Yes. Do you want me to read that? 

Mr. Saytor. No, sir; we have put it in the record. 

One of the things that I would like to ask you is what the position 
is of the DAV with regard to changing the law to provide that only 
honorably discharged servicemen would be eligible for non-service- 
connected hospitalization ? 

Mr. Hogan. The position of the Disabled American Veterans on 
that point, sir, is that the law should be left alone for the reason that 
it was apparently incorporated into the law to correct harsh sentences 
of military boards or courts or even in the harsh administrative issu- 
ance of other than honorable discharges to men because of some minor 
infraction of military law or instructions. 

After your question, sir, yesterday morning I made a study of it and 
find that there was no reference to this phraseology of “other than a 
dishonorable discharge” until it first appeared in the law in the World 
War Veterans Act of 1924 wherein paragraph 9 refers to the fact 
that— 
in addition to the care, treatment, and appliances now authorized by law, said 
Bureau will also provide without charge therefor, hospital, dental, medical, 
surgical, and convalescent care and treatment for any member of the military or 
naval forces of the United States not dishonorably discharged. 

In the same law and in the very next paragraph, however, para- 
graph 10, it says: 

All hospital facjlities under the contol and jurisdiction of the Brueau shall be 
available for every honorably discharged veteran of the Spanish-American War, 
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the Phillipine Insurection, the Boxer Rebellion or the World War suffering from 
neuropsychiatric or tubercular ailments— 


and in the very same paragraph it states later on, using the phrase- 
ology to which you take exception— 


including persons who served overseas as contract surgeons of the Army at any 
time during the Spanish-American War not dishonorably discharged. 

The phrases appear in the same paragraph of the law and used inter- 
changeably. 

W hile I have not had the opportunity to study the record or go 
into the library to determine just why this was inject ted into the law, 
I am convinced and know that it was put in in order, as I stated, 
that servicemen who were discharged under conditions other than 
honorable should not be denied benefits because of the issuance of 
other than an Pane ye discharge. 

Mr. Saytor. And it is your feeling, then, and the feeling of the 
Disabled American V sie ans that despite the fact that Congress has 
set up a provision for the review of those discharges and a board 
which can change them if they are justified, we should still continue 
to allow those who have received other than honorable discharges to 
get into the hospitals / 

Mr. Hocan. I think so, for the reason that we know that many blue 
discharges which are issued by the Army were given to men because 
they were physically or mentally unfit for military service. They 
were drafted with these defects. The defects were noted at the 
time of their admission into the service, they were found unfit for 
military service, but they were not given an honorable discharge, 
they were given a blue discharge, and in many instances we have 
been unable to correct that in asking that a white discharge be 
issued. We think the present law is the only fair method. It is to be 
understood that the Veterans’ Administration reserve to themselves 
the right to review all of the records, in determining the entitlement 
to hospitalization or other benefits. They decide whether or not an 
honorable discharge should have been issued or whether the man 
actually was discharged under conditions that were in fact dishonor- 
able. 

The Curer Crurre. Mr. Chairman, the Armed Forces has a pub- 
lication giving all the classifications of discharges, which would be 
very pertinent right here and should be incorporated into the record. 
It goes into the nature of all discharges. 

Mr. Sayror. That is Armed Forces Talk 288? 

The Carer Crerx. That is right. 

Mr. Hoean. I submitted that this morning to impress upon this 
committee that the Armed Forces themselves had changed their form 
of discharges because of the protests that were made over the blue 
discharge, and I think it is a very important document and very 
informative. 

Mr. Saytor. Without objection Armed Forces Talk 288, The Iin- 
portance of an Honorable Discharge, will be inserted at this point in 
the record. 
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(The material referred to follows:) 


OFFICE OF THE SECRETARY OF DEFENSE 


Washington 25, D. C. 
ARMED FORCES TALK 288 


This talk stresses the extreme importance of maintaining a record in the 
services that merits an honorable discharge at the time of separation. It de- 
scribes and compares the 5 types of discharges, lists the benefits and privileges 
derived from a discharge under honorable conditions, and outlines the penalties 
suffered from possessing 1 of the other types. 


THe IMPORTANCE OF AN HONORABLE DISCHARGE 


INTRODUCTION 


When you leave the Armed Forces, you will be given a certificate of discharge, 
required by law. You may think that you will only place it in a frame over the 
mantel or bury it in a trunk and forget it; but a close look at the facts should 
convince you that the kind of discharge you earn may, and probably will, affect 
you during the rest of your life. 

Your eligibility for veterans’ preference in Federal employment, for payments 
for service-connected disability, for a pension, and for many other benefits and 
privileges, State and Federal, will depend upon the type of discharge you receive. 
Prospective civilian employers may give some other applicant the nod if you 
show them the wrong kind of discharge. You will be unable to join a veterans’ 
organization without the right kind of discharge. Therefore, it is of the utmost 
importance to your future life that you do all you can to earn a discharge under 
honorable conditions. To do so should be one of your major concerns throughout 
your service. 

Every week the discharge review boards of the Army, Navy, and Air Force 
receive letters from ex-servicemen, Most of these letters are requests that the 
review board change an unfavorable discharge into a favorable discharge. As 
the following actual quotations show, the writers have found from experience 
just how hard it is to get ahead in civilian life when handicapped by an un- 
satisfactory record in the Armed Forces and the consequent unfavorable type of 
discharge. 

Read these quotes, and think: 

1. “I wish I had an honorable discharge instead of the one I have. I can’t get 
a job because of it.” 

2. “With the discharge I am forwarding you, it will be impossible to return to 
my civilian occupation and also to many other jobs around my home. My civilian 
occupation was a stock clerk (1-38.01) with the United States Civil Service, 
and I had a clear record for a period of 2 years.” 

8. “Because of a little indulgence in liquor I was discharged with a blue cer- 
tificate. This, of course, makes it very unpleasant for me due to the fact that 
I have two sons who were very proud of me but I am ashamed to show them 
these papers. You will also understand it is quite hard for me to get any respect- 
able employment which is another issue with me. Also would appreciate it if 
I could obtain a soldier’s pin and mustering out pay.” 

Read them again. Those letters express the hopelessness of a man who 
earned for himself the wrong kind of discharge. 

What can be done about it? Nothing! For the rest of his life, assuming that 
the discharge was not unjustly given, the man will have to live by, or live down, 
the record of his military service. 

Discharge review boards are authorized and appointed to right any injustice 
which may have been done the individual serviceman. However, if the board 
finds that the grounds of an unfavorable discharge were correct, and that the 
serviceman was discharged properly, it can do nothing for him. The fact that 
he may have turned over a new leaf and gone straight since leaving the Armed 
Forces cannot be considered a reason for giving him the honorable discharge 
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which his brothers in arms earned by their exemplary service. There can be no 
remedy for a justly awarded unsatisfactory discharge. 
What are the types of discharges? 

Under Armed Forces regulations, no enlisted person lawfully enlisted or in- 
ducted into the military service of the United States shall be discharged from 
the said service without a certificate of discharge. 

Regulations state that the purpose of a discharge certificate is to record the 
character of separation of an individual from the military service and to specify 
the character of military service rendered by the individual during the period of 
service covered by the discharge. 

Until recently, the Army and the Air Force issued three types of discharges— 
honorable, undesirable (under conditions other than honorable), and dishon- 
orable. These were the familiar white, blue, and yellow discharges. The Navy 
issued several other kinds. 

Now, however, each of the services issues five types of discharges—honorable, 
general, undesirable, bad conduct, and dishonorable. 


Type of discharge Nature of discharge How given 


—— 


Honorable___- Honorable ..._. By administrative action. 

General ....| Under honorable conditions ‘ Do. 

Undesirable... Under conditions other than honorable Do. 

Bad conduct ide sibel Wdde WiLeitas -| By sentence of general, special (Army 
and Air Force), or summary (Navy) 
court-martial. 

Dishonorable_.. Dishonorable .. By sentence of general court-martial. 


Under “Nature of discharge,” you will note three groupings: (1) the honorable 
discharge certificate and the general discharge certificate denote separation from 
the service under honorable conditions; (2) the undesirable discharge certificate 
and the bad conduct discharge certificate denote separation under conditions 
other than honorable: and (38) the dishonorable discharge certificate denotes 
separation under dishonorable or highly disgraceful conditions. The holder of 
an undesirable, bad conduct, or dishonorable discharge certificate is ineligible 
for reenlistment. 

Honorable, general, and undesirable discharge certificates are white. Bad 
conduct and dishonorable discharge certificate are yellow. The blue discharge 
no longer is issued. 

Let’s talk about each type of discharge in turn. 


When is the discharge under honorable conditions issued? 


An individual may be separated from a service under honorable conditions 
because of the termination of his enlistment or, as after World War II, because 
of demobilization. After complete examination by appropriate medical person- 
nel, he may be separated because he has become physically unfit to continue in 
the service and such unfitness is not the result of his own misconduct. He may 
be separated because continued service would mean severe hardship to his family, 
And he may be separated for convenience of the Government: for example, to 
enable him to accept a commission; or because of his importance to the national 
safety, health, or interest, in another field of activity. In all these circumstances, 
the individual is discharged under honorable conditions and is given either an 
honorable or a general discharge certificate. 

Inaptitude.—A discharge under honorable conditions is also given when, 
after thorough investigation, an individual is found to be clearly unsuited for 
service because of inaptitude. Inaptitude means lack of capacity to learn the 
technical skills required in a modern military establishment. It is seldom the 
fault of the individual, so a general discharge is considered appropriate. An in- 
dividual discharged for inaptitude is not eligible for reenlistment. 


Do you understand the difference between an honorable discharge and a generat 
discharge? 
Every service man and woman should understand the difference between an 
honorable discharge and a general discharge. 
As pointed out earlier, the Army and Air Force formerly issued discharges of 
only three types—honorable, undesirable, and dishonorable. To receive an 
honorable discharge under the three-discharge system, all that an individual had 
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to do was to keep out of serious trouble. The indifferent soldier or airman would 
receive the same type of discharge as the first-class soldier or airman. 

Now, in all the services, the honorable discharge is given only to those who 
meet the following requirements: 

1, All character ratings at least “very good.” (Possible higher ratings are 
“excellent” and “superior.”’) 

2. All efficiency ratings at least “excellent.” (Possible higher rating is 
“superior.”’) 

3. No conviction by a general court-martial. 

4. Not more than one conviction by a special court-martial (Army or Air 
Force) or a summary court martial (Navy). 

Individuals who are separated under honorable conditions but who cannot meet 
the foregoing requirements are given a general discharge. 

Exrceptions.—When it appears that furnishing a general discharge would not 
be in the best interest of the service or the individual, exceptions may be made. 
Specifically, regulations provide that the qualifications for an honorable discharge 
may be modified in the following cases: 

1, Regardless of his previous record, an individual who has received a decora- 
tion or award, including a commendation ribbon or a lifesaving medal, will receive 
an honorable discharge if his record subsequent to the act for which he was 
rewarded would entitle him to such a discharge. This means that a service man 
or woman who has a good record after having received a decoration or award will 
be given an honorable discharge, even though he or she may have had a poor record 
before that time. 

2. Any individual being discharged because of a disability incurred in line of 
duty and resulting from action against the enemy, normally will be given an 
honorable discharge. 

3. When it is apparent from inconsistent entries in the service record that an 
honorable instead of a general discharge is warranted, an honorable discharge 
may be given. Such would be the case of an individual whose efficiency ratings 
had been only “very good” but who nevertheless had been promoted in grade or 
rating and had not been reduced later. Another example might be the case of 
an individual whose character rating had been only “good” but who nevertheless 
had been favorably considered for the Good Conduct Medal. 

4. When disqualifying entries in the individual’s service record during the 
earlier portion of his or her current service are outweighed by subsequent honest 
and faithful service over a greater period of time, an honorable discharge may be 
furnished. The services, you see, give credit to the individual who honestly turns 
over a new leaf and renders good service for a sufficient period of time. You can 
live down a mistake before you are discharged. 

Is the general discharge as good as the honorable discharge?—Both an honor- 
able discharge and a general discharge are something to be proud of. As we shall 
see, the man or woman who possesses either can claim all veterans’ rights and 
privileges under Federal and State law. 

But there is a difference. The general discharge indicates that the serviceman’s 
record has been satisfactory—that he has been discharged in good standing and 
under completely honorable conditions. The honorable discharge indicates that 
the serviceman’s record has been highly satisfactory—that he has earned the best 
type of discharge. The general discharge certificate states that the holder was 
discharged “under honorable conditions.” The honorable discharge certificate 
states that the holder was “honorably discharged” and in addition, that “this cer- 
tificate is awarded as a testimonial of honest and faithful service.” 

In short, the general discharge is commendable in every way, but the honorable 
discharge is better—one of the most valuable possessions the veteran can take 
with him from any of the services. 


When is the discharge under conditions other than honorable issued? 

The undesirable discharge and the bad conduct discharge are given “under con- 
ditions other than honorable’—which means that although the discharge is not 
lishonorable, the conditions under which it has been issued were definitely not 
commendable. 

The undesirable discharge—The undesirable discharge certificate states 
that the holder has been discharged “as undesirable.” It is given (1) in cases 
of fraudulent enlistment, (2) sometimes to physically unfit deserters, (3) to 
deserters when the statute of limitations applies (that is, to deserters from the 
Spanish-American War or World War I, or to peacetime deserters who Can no 
longer be tried because too long a time has passed), (4) to individuals convicted 
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by a civil court of a criminal offense, and (5) to those declared unfit for military 
service. 

Let’s talk about each of these conditions. When a person procures his enlist- 
ment by means of false statements, without which he would not have been en- 
listed, he has committed a fraud against the Government—entitling him only to 
an undesirable discharge (assuming that he is not tried for the offense), Ex- 
amples of persons fraudulently entering the services would be: (1) an alien 
who, at the time of enlistment, concealed his true citizenship; (2) a person who 
concealed a conviction by a civil court for a criminal offense; (3) a deserter or 
AWOL from one service who enlisted in another service; (4) an individual who 
concealed a prior separation from any branch of the Armed Forces by a dis- 
charge under conditions other than honorable, or by an honorable or general 
discharge which barred reenlistment or induction; and (5) a person who re- 
enlisted or enlisted by using a certificate of discharge belonging to someone else ; 
or who concealed a prior discharge for physical disability, dependency, or hard- 
shiy) (unless the cause had been removed); or who concealed a physical defect 
which would have made him ineligible for enlistment. 

All the foregoing cases are considered to be frauds because the individual 
has been receiving a serviceman’s pay and allowances under false pretenses, and 
his enlistment would not have been authorized if he had not concealed the true 
facts of his case. 

Most physically unfit deserters and the deserters who are barred from trial 
by the statute of limitations (the time within which the individual could legally 
have been tried for this offense having expired) are obviously entitled to no more 
than an undesirable discharge. 

Before “unfitness” can be given as the reason for the undesirable discharge, the 
matter must be determined by a board of officers, for the protection of the individ- 
ual concerned. Unfitness means possession of habits and traits of character 
which make a man’s association with other servicemen intolerable. Some of the 
habits which make a man unfit are: chronic alcoholism, drug addiction, persistent 
lying, homosexuality, sexual perversion, or other habitual misconduct. Others 
are unclean habits, repeated venereal infections, repeated petty offenses not 
warranting trial by court martial, habitual shirking, and maintaining anti- 
social attitudes. 

The bad-conduct discharge.—More unfavorable than the undesirable discharge 
is the bad conduct discharge. This certificate is given only by an approved sen- 
tence of a general or special court martial in the Army or Air Force or a 
general or summary court martial in the Navy. It we 5 that the holder was 
discharged on ———— day by reason of sentence of ———+-_—_—_—_—— court 
martial. 

As in the case of a dishonorable discharge, the bad conduct discharge is 
given upon conviction, of crimes against the Government as outlined in the 
Articles of War and Articles for the Government of the Navy, which are the 
rules, under act of Congress, for the control of military personnel. The bad 
conduct discharge may be given for any offense for which the dishonorable dis- 
charge is authorized and, like the dishonorable discharge, it means expulsion 
from the Armed Forces. 

The bad conduct discharge may also be given in the Army and Air Force for 
the following offenses (the Navy does not at present have a similar guide to 
that below ; however, in general practice, a bad conduct discharge may be issued 
for offenses of this general nature) : 

1. Absence without proper leave from guard with intent to abandon the same. 

2. Willful disobedience of the lawful order of a warrant officer or a noncom- 
missioned officer in the execution of his office. 

3. Refusing to obey a warrant officer or a noncommissioned officer quelling a 
quarrel, fray, or disorder. 

4. Negligently allowing military property of a value of more than $50 to be 
damaged, lost, spoiled, or wrongfully disposed of. 

5. Damaging or losing, through neglect, property issued for use in the military 
service of a value of more than $50. 

6. seing found drunk on guard. 

7. Willfully destroying private property of a value of $20 0 or less. 

8 False official report or statement knowingly made by a noncommissioned 
officer. 

9. Negligent homicide. 

10. Operating a vehicle while under the influence of intoxicating liquor or 
drugs. 

11. Unlawful entry. 
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12. Wrongfully taking the property of another of a value of more than $50, 
with the intent to deprive the owner temporarily of his property. 

In addition, the bad conduct discharge may be given 

(1) If the individual is found guilty of an offense for which neither the dis- 
honorable discharge nor the bad conduct discharge is authorized but there is 
proof of five or more previous convictions. 

(2) If the individual is found guilty of 2 or more offenses, for none of which 
a dishonorable discharge or bad conduct discharge is authorized, but for which 
the authorized confinement is 6 months or more. 

Generally speaking, the bad conduct discharge differs from a dishonorable 
discharge in degree. It is given in cases where the offense committed or the 
circumstances of the case are not serious enough for the court to be willing to 
authorize a dishonorable discharge. 


When is the discharge under dishonorable conditions issued? 

The most unfavorable discharge a service man or woman can receive is the 
dishonorable discharge. Its certificate states that the holder was discharged 
on —— date “by reason of sentence of a general court martial.” 

An enlisted person will be dishonorably discharged pursuant only to an ap- 
proved sentence of a general court martial or a military commission. The dis- 
bonorable discharge is given upon conviction for major crimes and offenses such 
as murder, rape, arson, larceny, willful disobedience of the lawful order of an 
officer in the execution of his office, desertion, spying, mutiny, and treason. 


How does type of discharge affect future? 


Rights and benefits —A discharge under other than honorable conditions is 
not a punishment. The certificate of discharge issued in connection with such 
a discharge is, like other discharge certificates, a factual statement of the quality 
of service rendered and is not meant to be held over the serviceman’s head as 
a matter of punishment after his separation. 

The fact remains, however, that a discharge under other than honorable con 
ditions may be a serious handicap in securing a job. In addition, such a dis- 

charge frequently stands in the way of securing veterans’ benefits. The fact 
that a man leads an exemplary life in his community after separation from serv- 
ice will not change his discharge, for the discharge is a record of the character 
of his military service. A change will not be made unless it is demonstrated 
that an injustice has been done. 

The legal effects of an honorable discharge and of a general discharge are 
the same. Both are given under honorable conditions and entitle an individual 
so discharged to full rights and benefits provided by law for veterans. The 
number of such rights and benefits is great and is growing all the time, too. 

Every serviceman should know the benefits or penalties derived from satis 
factory or unsatisfactory service. 

What are some veterans’ rights and benefits?—Briefly listed below are many of 
the benefits which cover most aspects of a dischargee’s life: 

1. Travel allowance to place of enlistment or induction. 

. Right to retain and wear the uniform home. 

. The honorable discharge button. 

. National service life insurance. 

Federal vocational rehabilitation. 

. Apprentice training. 

. Educational rights under the GI bill of rights. 

. Loan guaranty under the GI bill of rights. 
Employment assistance under the GI bill of rights. 
Reemployment rights under the selective-service law. 

. Civil-service preferment—Federal. 

. Civil-service preferment—State. 

Compensation for service-connected disability. 
Pension for disability not service-connected. 
Hospital care in Veterans’ Administration facility. 

3. Medical care and prosthetic appliances (artificial limb). 

. Domiciliary care (homes for the aged)—Federal. 

. Special veterans’ rights in homesteading. 

. State bonus. 

20. Compensation for death while in service. 
21. Burial allowance—Federal. 
22. Burial in a national cemetery. 
23. Burial flag. 
24. Headstone or grave marker. 
86102—5 
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That’s an impressive list. Furthermore, almost every State provides some 
additional veterans’ rights and benefits. Now here’s the point we’ve been leading 
up to— 

(1) Automatic qualification for these benefits, and for any others which may 
be given, goes with the two discharges given under honorable conditions—the 
honorable discharge and the general discharge. 

(2) The undesirable discharge and the bad conduct discharge, on the other 
hand, may or may not deprive the individual of veterans’ benefits. Each case is 
determined on its merits by the Veterans’ Administration or other agency admin- 
istering the benefits. If the discharge was given because of conviction by a civil 
court for a eriminal offense, for being a homosexual, or at the request of the 
individual to avoid a court martial, the Veterans’ Administration usually denies 
the person any benefits. Favorable consideration is usually given only when the 
conditions of the discharge were other than dishonorable. 

(3) A dishonorable discharge deprives the individual of all veterans’ benefits 
and may deprive him of his civil rights—his citizenship—as in the case of con- 
viction of treason, or of desertion in time of war. He may lose the right to vote. 
His disgrace will follow him wherever he may go. 

Generally speaking, the States determine eligibility on the same basis as the 
Federal Government does. 

It is obvious that future benefits more than repay the time and effort you 
devote to earning a discharge under conditions that are honorable. 

The effect upon job seeking.—So far we have discussed Federal rights and 
benefits, mentioning that each State also has many benefits for the veteran. 
We now turn to consideration of the veteran who wants a civilian job. 

Hunting for a job reveals the more subtle effects of the various types of 
discharge. Except for the law which requires a civilian employer to rehire his 
drafted employees after they are discharged, there is no law which touches upon 
the subject. The veteran who seeks civilian employment is selling his services on 
the open market. 

Most men and many women now seeking employment have been in the Armed 
Forces—and this will be true for years to come. Potential employers like to 
know all they can about the people they think of hiring. One way to gain 
information is by asking the prospective employee to produce character refer- 
ences from previous employers. The discharge certificate, although not pri- 
marily intended as such, serves as a character reference. So the veteran may 
expect to be called upon to produce his discharge. 

Unless the job applicant has an honorable or general discharge, no employer 
is likely to consider him favorably. There will be little inquiry into the back- 
ground of the discharge. The employer will merely say he has no opening. The 
door is closed. Thar is a big reason why it pays every serviceman or woman to 
qualify for an honorable discharge. 

For proof, let us look at another letter from a veteran to the Discharge Review 
Board: 

“For the two mistakes I made while overseas I was punished and I took it. I 
paid for that. But I do not think it is fair to have to go on paying for them the 
rest of my life. And that is just what a person has to do when he has one of those 
blue discharges. You have no rights whatsoever under the GI bill of rights. 
You get no mustering-out pay. You cannot go to school or college. And you 
cannot get a job, either. You cannot reenlist and try to do better than before. 
I ask you, what car you do? I do not think it is fair that my whole life be 
ruined, I respectfuly ask that I be given the chance to compete on even ground 
with those I contact without the added handicap of a piece of paper that gives 
the impression of grave misconduct.” 

That letter is typical of those the discharge review boards continually receive. 
The writer of every letter like that has had reason to regret the conduct which 
caused him to receive a type of discharge under conditions other than honorable. 
The lesson is obvious. 


What about commissioned officers? 


Commissioned officers are likewise separated from the services under condi- 
tions which range from honorable to dishonorable. A person who has held a 
commission in the Armed Forces, who has discharged his or her duties and 
responsibilities faithfully, and who has been honorably discharged, is assured 
of highest community esteem. On the other hand, the resignation of an officer 
“for the good of the service” to avoid trial by court-martial, is comparable to an 
undesirable discharge in that it is tendered under other than honorable condi- 





HOSPITAL CARE AND OUTPATIENT DENTAL TREATMENT 1943 


tions. And when an officer is dismissed from the service by sentence of a general 
court-martial, the discharge is dishonorable. 

The privileges and benefits accompanying a record of honorable service, and 
the loss of those privileges and benefits because of discharge under less than 
honorable conditions, are the same or comparable for both enlisted and com- 
missioned personnel. 

How are unjustly issued discharges corrected? 


A discharge is not granted without considerable thought. Regulations state: 
“When effecting a discharge of any type, discharge authorities should bear in 
mind the fact that the type of discharge may significantly influence the indi- 
vidual’s civilian rights and benefits provided by law.” 

The serviceman is given every protection to insure that his rights are not 
infringed and that action upon his discharge is not taken because of prejudice. 
Even so, it is possible that unfairness might occur in connection with a discharge. 
That is why Congress provided for each service to set up a discharge review 
board where, upon submission of affidavits showing unfairness, a more desirable 
type of discharge could be issued after the facts were heard. These boards 
operate solely to determine whether or not the discharge was granted in accord- 
ance with regulations in effect at the time. Findings are based on the records 
available in the official files, plus any new and pertinent evidence which can be 
presented by the applicant. 

The discharge review boards do not change discharges just because a man or 
woman is well liked in his or her community. The facts of the individual’s 
service are all that count. 

Mr. Evins. Here we are stressing the importance of an honorable 
discharge, but in the past in the committee some have stressed the 
mportance of a discharge other than honorable. Now, Mr. Hogan, 
when was this precedent, “other than honorable,” established? Was 
t following the Spanish-American War, or after World War I? 

Mr. Hogan. I find it first appearing in the World War Veterans’ 
Act of 1924, 

Mr. Evins. Following World War I? 

Mr. Hogan. Yes, sir. 

Mr. Evins. So when the Congress changed the original law in this 
regard a departure and a change was effected with respect to Spanish- 
\merican War veterans. At that time the law provided for an 
honorable discharge? 

Mr. Hogan. It confined itself to those discharged under honorable 
conditions or with an honorable discharge. 

Mr. Evins. We have had this fight several times in the committee 
on whether we should use the language “honorable discharge,” or 
“other than dishonorable.” I have also favored accentuating the 
affirmative rather than the negative. I think we should base veterans’ 
benefits upon receiving an honorable discharge. We have been voted 
down, because of the precedent later established, but actually it repre- 
sents a departure from the original precedent, does it not, in the 
written law ? 

Mr. Hogan. Certainly it should be taken into consideration that 
the Army itself issues five types of discharges now—the honorable 
discharge; the general discharge, which is issued under honorable 
conditions; the undesirable discharge, under conditions other than 
honorable; the bad-conduct discharge under conditions other than 
honorable; and the dishonorable discharge, which can only be issued 
following a general court-martial. 

Mr. Secresr. Will the gentleman yield? 

Mr. Evins. Yes. 

Mr. Secrest. I think if the same person had control of all courts- 
martial and the issuance of all discharges, we might well say that an 
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honorable discharge would be your yardstick, but where you have 
5 officers puttmg their inte. ‘pretation on a man’s staying away on 
leave or being late 3 or 4 times the first week he came back from 
overseas fighting, and various things of that kind, I don’t think you 
can use that as a yardstick. 

Mr. Evins. I will state to my colleague that Congress recently passed 
a law to set up a civilian court of military appeals to review, on a 
uniform basis, the decisions of all Army courts-martial, so we have 
now a supreme court of civilians to pass upon all Army courts-martial 
records. 

Mr. Secrest. There will still be many cases that they will not be 
able to pass upon just merely from paper. You have to see the witness 
and you have to see the veteran. 

Mr. Evrns. One of the purposes of the law was to bring about uni- 
formity in decision. 

Mr. Secrest. I think it will help, but not solve the problem. 

Mr. Sartor. Do you have any questions, Mr. Frelinghuysen ? 

Mr. F Rev INGHUYSEN. No questions. 

Mr. Saywor. Mrs. Kee? 

Mrs. Ker. No. 

Mr. Sayvor. Dr. Long? 

Mr. Lona. No questions. 

Mr. Saytor. Thank you, Mr. Hogan, for your splendid statement. 

Mr. Secrest. Just before you leave I want to get the thing summed 
up fairly well, if I can, so we will know the exact position of all these 
veterans’ organizations. 

As I understand it, you take the position that the hospitalization of 
non-service-connected veterans can be handled best by instructions to 
service officers throughout the country and by a Veterans’ Adminis- 
tration form signed by each of these veterans under a tightening of 
regulations, and if that is done then legislation on this subject will 
not be needed ? 

Mr. Hogan. Will not be necessary. 

Mr. Sartor. Thank you, Mr. Hogan. 

Next we have Mr. Rufus H. Wilson, the legislative director of the 
AMVETS 


Mr. Wilson, we are happy to have you with us. 


STATEMENTS OF MARSHALL E. MILLER, NATIONAL COMMANDER, 
AND RUFUS H. WILSON, NATIONAL LEGISLATIVE DIRECTOR, 
AMVETS 


Mr. Witson. Mr. Chairman and members of the committee, 
AMVETS appreciate the opportunity to offer our comments on hos- 
vitalization entitlement and outpatient dental treatment for veterans. 
We are glad to give our observations and suggestions in these fields. 

In consideration of entitlement to non-service-connected hospitaliza- 
tion insofar as veterans are concerned, the heart quite often overrules 
the head. AMVETS cannot quarrel with the humanitarianism of this 
position. We have held to the fundamental truism that the basic good 
qualities of non-service-connected hospitalization far exceed any abuse 
of the program. We believe that hospital care for anyone is wedded to 
sick and wounded people. Expenses connected therewith necessarily 
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must assume an inferior role—they cannot be the primary factor. 

Even when public funds are involved, we must still hold to the theory 
that expense is a secondary matter. With this thought our comments 
today are confined to attempting to eliminate the excesses from the 
VA hospital program without harming that program. We hope to 
assist in strengthening existing law so as to obtain that public support 
which is necessary if this benefit is to long endure. 

We have often expressed our support of non-service-connected hos- 
pitalization. We reaffirm that support. We have never said that 
abuses do not exist in this program—they do. We have not said that 
abuses are insignific ant—they aren't. How could the av be when con 
stant public reference threatens to destroy or curtail the benefit? 
How could abuse be insignificant when large numbers of legislators 
have expressed so much extreme concern? Yes, obviously abuse is 
significant; isolated perhaps but still significant. 

We then are faced with the stark realization that language pertain- 
ing to this subject now existent in the law must be clarified. This 
language by its very nature makes responsible Government officials 
powerless to act to prevent abuse. We must reexamine the laws con- 
cerning non-service-connected hospitalization and we must take what- 
ever action is necessary to protect and maintain this basic benefit. 
In our opinion no other course of action would be prudent. 

The problem. In the beginning it is proper that we pinpoint the 
controversy on this subject; 20.6 percent of all VA non-service-con- 
nected patients are short-term cases—less than 90 days’ hospitalization. 
Almost half of these have applied for or are in receipt of pension 
from the VA, thus indicating that they are for these purposes indigent. 
Many of these patients, following 90 days of hospital care, will be 
placed in a chronic category. We feel generally that this latter group 
is not the subject of concern at present. Actually the “pauper’s oath” 
controversy is concerned at most with 10 percent of the Veterans’ 
Administration patient load. These are cases of less than 90 days’ 
hospitalization where no claim for compensation or pension has been 
filed. 

Insofar as we have been able to determine, no responsible person 
or group has quarreled with hospitalization benefits for service-con- 
nected veterans. This group, according to VA statistics, makes up 
35.6 percent of the Veterans’ Administration hospital patient load. 
Another 11.4 percent are service-connected but are hospitalized for 
non-service-connected conditions. Once again we have heard no seri- 
ous complaints as to treatment for these veterans. Neither of these 
groups, which total 47 percent of the entire VA patient load, are now 
required to sign the “pauper’s oath.” 

52.4 percent of all cases in VA hospitals are in no way service con- 
nected. Of this group 31.8 percent are receiving treatment for chronic 
long-term disabilities such as psychoses, other NP or neurological 
conditions, tuberculosis, diseases of the central nervous system, the 
digestive system, the cardiovascular system, arithritis and other mus- 
culo-skeletal defects, and so forth. All have been hospitalized for 90 
days or more. We feel sure that these cases are not part of the pres- 
ent controversy. In our opinion it would be a rare instance indeed 
when these veterans would have ability to pay for hospitalization. 
In this group, of course, may be found many permanently and totally 
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disabled non-service-connected veterans whe are on the rolls of the 
Veterans’ Administration for pension payments. 

Our analysis of all these figures seals us to reemphasize the belief 
that we are actually concerned at most with only 10 percent of the 
Veterans’ Administration patient load. Even if we were make the 
wild estimate that half of this nonchronic, less than 90-day, group were 
abusing the oath we would be then concerned with only about 5 per- 
cent of all Veterans’ Administration hospital cases. This, in our 
opinion, is the crux of the controversy confronting this committee 
and the Congress. 

Mr. Sartor. Mr. Wilson, could I interrupt at that point? It has 
just come to my attention that the national commander of the 
AMVETS is in the room, Commander Miller. Commander, would 
you come forward here and take a place up here beside Mr. Wilson 4 

Mr. Miuier. Thank you. 

Mr. Sartor. On behalf of the committee we are delighted to have 
you with us today. 

Mr. Mitier. Thank you. I am glad to be in Washington to attend 
the session. I want to thank your committee for the fine work they 
have been doing which I have been hearing about throughout the 
country. 

Mr. Wuson. Ordinarily we would be inclined to believe that the 
figures of the preceding section indicate that the pauper’s oath con- 
troversy is insignificant. But while these figures indicate that abuse 
of this oath is comparatively minute and that the problem is greatly 
exaggerated, they do not settle the controversy itself and they do not 
purport to show that abuse does not exist to some extent. 


If the present law is to be amended, or perfected, someone or some 
group at some time has to make a determination as to whether or not 
a veteran can afford to pay for hospital care. If determination yard- 
sticks are not put in the law, they must exist by regulation at the Vet- 
terans’ Administration. In our opinion, any such yardstick should 
only result in — facie findings. Certain ascertainable disabilities 


and economic factors can place a preliminary burden of proof as to en- 
titlement to this benefit either upon the Government or upon the ap- 
ylicant. Thereafter, on borderline cases, a decision must be made. 
Ve assume that any decision of this nature should resolve reasonable 
doubt in favor of the veteran. The following suggestions are based 
upon this premise. 

1. As a basic prerequisite the Administrator of Veterans’ Affairs 
should have the authority to investigate a veteran’s statement that he 
is unable to pay for non-service-connected hospitalization. By that we 
mean he should have the authority to obtain information and if nec- 
essary, verify it. We urge an amendment to the act granting such 
authority. 

2. All emergency non-service-connected cases should be granted 
immediate admission to VA hospitals upon the signing of a statement 
signifying inability to pay for hospital care. Kay investigation as 
to the veracity of this statement should be made following admission 
with appropriate charges being made if such an investigation so war- 
rants. 

3. Chronic and long term non-service-connected applicants, such 
as tuberculars and psychotics, should be granted prima facie eligibility 
for hospital admission. An admission officer of a VA station could 
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make a determination as to ability to pay in cases ef this nature with 
very little administrative difficulty. 

4. Veterans who are rated permanently and totally disabled for VA 
ension purposes should be granted eligibility for VA hospital care. 
n these cases, determinations have already been made which make it 

apparent that. ability to pay is nonexistent. 

5. In nonemergent non- service-connected, nonchronic cases, the Ad- 
ministrator of Veterans’ Affairs should investigate a veteran’s state- 
ment that he is unable to defray the cost of hospitalization. Such an 
investigation should include determinations based on income, net 
worth, marital and dependency status, estimated length of stay in the 
hoseates and diagnosis. Certainly also it should include benefits 

yailable under private insurance contracts. 

WW e do not advocate an income limitation as a sole factor in making 
a determination as to ability to pay. However, certainly income is a 
factor of great importance. In consideration of this item, it is stressed 
that income limitations as to pensions have little bearing in determin- 
ing ability to pay for hospitalization. The limitation 1s far too low 
for this purpose. Likewise any particular segregated item used as a 
determining factor would be discriminating to large numbers of vet- 
erans. For this reason we stress that many matters should be con- 
sidered. 

At first glance it might appear that this suggestion will cause undue 
administrative diffic vulty i in VA. We do not think this to be the case. 
Firstly, we know that these cases are almost all general medical and 
surgical. Secondly, we know that information contained on the ap- 
plication for hospitalization will almost automatically enable any ad- 
mission officer to make a prima facie finding. Thirdly, any gross 
abuse such as excessive income or excessive assets will immediately 
become apparent. 

6. Penalities for knowing, willful misstatements of facts should 
be consistent with other VA laws. Gross violations of this act should 
be severely punished. 

7. The VA form used for applying for hospitalization should be 
amended to include information as to income, net worth and total 
number of dependents. 

8. Following investigation which leads to VA disallowing of 
hospitalization application, or which leads to charges being assessed 
following admission, the veteran involved should have the right to 
appeal to the chief medical officer of the facility concerned. There- 
after he should also have the right to appeal to a board of three es- 
tablished at each VA facility. 

Once again at first glance, this might appear to be an administra- 
tive burden. However, we emphasize that experience has shown that 
there are few abuses in this program. It follows that appeals would 
be few and far between. 

It is to be noted that the suggestions contained herein are pointed 
at elimination of abuses. They give the Administrator of Veterans’ 
Affairs authority to make such investigations as prudence dictates in 
questionable cases. If placed into effect they would not be difficult 
to administer inasmuch as almost every case coming to the attention 
of the VA immediately falls into a definite category. 

We repeat that non-service-connected hospitalization is by and 
large a most meritorious benefit. We repeat that abuse of this pro- 
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gram is minor. However, it is required that every effort be made to 
strike at even minimum abuse. This we are attempting to do. We 
are certain that this committee will lend its efforts in this direction. 

H. R. 5007 and H. R. 5357 are pending before this committe. Each 
of these bills has as its purpose a curtailment of the Veterans’ Ad- 
ministration dental program, Each bill exempts adjunct treatment 
and dental care in Veterans’ Administration hospitals. We favor the 
passage of a law embodying the principles enunciated in these two 
bills. 

Present laws and regulations pertaining to out-patient dental treat- 
ment care of veterans are liberal to the point of absurdity. This pro- 
gram accounts for approximately 4 percent of all out-patient cases of 
the VA and if adequate appropriations were available would cost 
over $37 million annually. Constant backlogs, excessive costs, and 
public eriticism—these coupled with common sense—give every indi- 
cation that the dental program needs a thorough overhauling. 

The pending bills provided that dental care shall be restricted to a 
period of 2 or 3 years following discharge or 1 year after date of 
enactment, whichever is the later. While one bill is more restricted 
than the other, both are meritorious and deserve consideration. 

AMVETS have often expressed the belief that benefits for veterans 
should not include luxuries. Clearly lifetime dental care falls within 
this field. Because of the extreme liberal provisions governing den- 
tal benefits, we most earnestly suggest that the committee take action 
on this matter without delay. 

You are aware that a rider is presently pending on an appropria- 
tion bill which attempts to correct this situation. This is not the 
proper method of solving the problem. We urge, therefore, that the 
committee immediately report one of the pending bills. 

Mr. Sayvor. Mr. Wilson, on behalf of the committee I want to 
thank you and your organization for the positive position which 
you have taken in this matter. It is refreshing to me as a member 
of the committee to know that an organization “dedicated to benefits 
for veterans is willing to take a positive stand such as you have 
done. 

Mr. Witson. Thank you very much, sit 

Mr. Sartor. Mrs. Rogers. 

Mrs. Rogers. I would like to know what you do in the case of a 
veteran whose case is being worked on for service connection. Would 
you keep him from hospitalization until that is established and have 
him go to a civilian hospital ? 

Mr. Wuson. Not at all. 

Mrs. Rogers. If the case is being worked on for compensation, would 
you let him be hospitalized ? 

Mr. Wirson. I would say if his case is being wroked on, that is a 
prima facie finding that he has entitlement. 

Mr. Saytor. I think Mr. Wilson has stated very clearly in his state- 
ment that all reasonable doubts should be resolved in favor of the 
veterans and certainly anyone who has a case pending, either for com- 
pensation or service-connected disability, is in the position of having 
a case in court to pega his rights and should be entitled to benefits. 

Mr. Wixson. Mr. Saylor, I think this: We have attempted to point 
out here that the abuse of this program is compartively minute. Those 
abuses though have done great harm to the program and it seems to 





HOSPITAL CARE AND OUTPATIENT DENTAL TREATMENT 1949 


me that someone somehow has to arrive at decisions that will do some- 
thing to eliminate abuse. The present law leaves the Veterans’ Ad- 
ministration powerless. They cannot do anything. It is all well and 
good to say that administrative determinations should be made, that 
here should be no restrictions in the law, but the Veterans’ Adminis- 
tration has consistently maintained that if a man comes in and tells a 
direct. falsehood to them they cannot do anything about it because 
under the law it is a matter of opinion. It just seems to us that that 
just invites abuse, and once again we repeat that there is not very much 
of it even in spite of that invitation. 

Mrs. Rogers. I have a lot of questions, but I don’t want to take up 
the time of the subcommittee. 

Mr. Sayior. Mr. Evins? 

Mr. Evins. Thank you, Mr. Chairman. I can agree with the pre- 
mise that we want to eliminate the excessive abuses without harming 
the program, but I am wondering if some of the recommendations 
would not be going a little to the other extreme and imposing some 
administrative excesses. If we become too tight in this program— 
you are talking about the 10 percent and that may be questionable, 
or then you resolved it down to 5 percent—and if we do all of the 
things that you recommend here, I have a feeling that we would 
eliminate more than the 5 percent and do away with the excessive and 
much more. With whom would you lodge the authority to determine 
the admissibility of a veteran to the hospital ? 

Mr. Wirson. We believe that an admittance officer of the Veterans’ 
Administration hospital or regional office if confronted with a form 
that has certain definite information on it can in 95 percent of the 
cases make an immediate determination. 

Mr. Evins. That authority is lodged with the admittance officer at 
the present time ¢ 

Mr. Wuson. Yes. 

Mr. Evins. And we have had reports that all veterans are advised 
of the implications of the pauper’s oath and they are warned of the 
provisions of it at the time of signing a request for admission. 

Mr. Wixson. The people who said they advise of the pauper’s oath 
are the admission officers at the hospital. I am of the opinion that a 
great many regional officers of the VA do not advise of the pauper’s 
oath and in fact last week I discovered two in this immediate vic inity. 

Mr. Evrns. I think there is not a member of this committee or of 
the Congress who has not at some time found it difficult to gain ad- 
mission for a veteran to a VA hospital, and we feel they have been 
meritorious cases. You probably have had the same difficulty. 

Mr. Wison. Yes. 

Mr. Evins. You speak of the ability to pay. How much do you 
think it would cost to investigate the man’s net worth or his bank 
account, whether he owns a little house or not. How much adminis- 
trative cost do you think that would involve and how many additional 
employees for the VA would have to be employed ¢ 

Mr. Wirson. I don’t think it would require any more employees 
than they have right at the present. I think if the form is ee 
to show the man’s income and his statement as to his net worth, i 
would be satisfactory. 

Mr. Evins. You would know if you had any experience with 
Government budget officers, whether it be the VA or not, that the 
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very next year they would come in because of the new law Congress 
has passea and say they have to have so much more money to admin- 
ister this new law. Do you recognize that factor? Ny 

Mr. Wison. I recognize it but I don’t see how they could do it 
right now with their limited appropriations. 

Mr. Evins. Where would you put the minimum amount that the 
veteran is earning before you would admit him to a hospital? 

Mr. Witson. I am not sure I understand you, Mr. Evins. 

Mr. Evins. You said something about ability to pay or putting a 
minimum level on his earning capacity. Where would you draw the 
line ¢ 

Mr. Wirson. I wouldn’t draw the line anywhere. I say the in- 
formation should be available on the form as one of the many deter- 
mining factors. 

Mr. Evins. If you ask a veteran: How much money did you earn 
last year? And he answers $4,000, would you not think that some ad- 
mission officers would admit him on that basis and others might re- 
ject him just on that fact alone? 

Mr. Wuson. I doubt it very much, Mr. Evins. 

Mr. Evins. Would you make it $5,000? 

Mr. Wuson. I wouldn’t use any figure. I would say that is one of 
many determining factors If the man puts down $50,000 I certainly 
think it would be prima facie evidence that he is not eligible. If he 
puts down $4,000 and his diagnosis is TB then the answer is clear. 
Once again I repeat that this is only involved with a comparatively 
few number of veterans and I just cannot believe it can be a great 
administrative burden. 

Mr. Evins. This committee is trying to find out at what figure or 
income or earnings you would admit or reject a veteran to a hospital ? 

Mr. Saytor. Mr. Wilson, I think, stated very clearly in his state- 
ment that he would not place income limitations as the sole factor 
in determining admissibility. 

Mr. Wirson. That is correct, sir. 

Mr. Lone. Would the gentleman yield right there? 

Mr. Evrns. Yes. 

Mr. Lone. There should be some place that you can set down how 
much a man is worth before you let him in or keep him out. There 
should be some plan. This way you would have no way in the world 
of determining whether he should be let in at ten, fifteen, or twenty 
thousand dollars. 

Mr. Evins. Suppose the Veterans’ Administration were not given 
any additional money for investigating the net worth of a veteran. 
Suppose the Appropriations Committee decided that the VA didn’t 
need any more money and they called upon the FBI to investigate 
certain cases which they thought represented prima facie evidence of 
fraud; would you favor an FBI investigation of a sick veteran as to 
whether or not he should be admitted to the hospital ? 

Mr. Witson. I don’t think the problem is nearly that great. It 
seems to me right now the Veterans’ Administration in almost every 
ease has to make an administrative determination in G. M. and S. 
honorably discharged veteran cases. They have to determine whether 
he served and was honorably discharged ; secondly, whether he served 
within a certain time; and thirdly, even at the present time they must 
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determine his basic eligibility in certain cases such as nonveteran 
emergencies. 

They investigate and thereafter they assess charges if necessary. 
I have not seen any one instance where it has caused the Veterans’ 
Administration to come back to the Congress and ask for more money 
for investigative powers. It seems to me that all of these cases fall 
into a definite category at first glance. Once again, repeating that 
the abuses are comparatively minor, I don’t think they would have 
to investigate very many cases and if they did, they could refer them, 
as they do now, to the chief attorney’s office of the Veterans’ Admin- 
istration. 

Mr. Evrns. I believe you are discounting its administrative cost 
which would result from such an investigation. You are looking into 
the net worth, the dependent status, the estimated length of stay, the 
annual income of the veteran, whether he has a home, whether he has 
a bank account, whether he owns any bonds, whether he has several 
people he is supporting, or in-laws. When you send an investigator 
out to gather all those facts and then if he is rejected and turned 
down, then you provide for setting up boards of review or appeal to 
further review the case. I think you are discounting tremendously 
the administrative cost that would be involved. 

Mr. Wison. I don’t want to be misunderstood that we are advo- 
cating that an investigator should go out and find out those things. 
We are asking that these things be put on a form and be accepted as 
prima facie ev vidence as a statement of fact that the veteran has made. 
[f it becomes necessary, the administrator should have the authority 
to investigate. We are not asking that he investigate every case, not 
by any means. 

Mr. Evins. If an investigator is sent out to check it is going to 
involve administrative cost and then assistants for a board of review 
on appeals will entail additional costs. 

Mr. Witson. I think you have to determine how often he is going 
to go out. 

Mr. Evrns. You know that many administrative officers are very 
strict about admitting veterans and also to justify their position in 
turning one down, they would go to the nth degree to get the facts 
to support their case? Don’t you recognize that ¢ 

Mr. Wuson. I don’t recognize that is a great problem; no, sir. 

Mr. Evrns. Don’t you feel that would be true in a great many cases 
if an admittance officer rejected a veteran and a service organization, 
AMVETS or others, said, “We think this veteran should be ad- 
mitted,” and the admittance officer had to sustain his case, he would 
send and use his investigator to the nth degree to get all the facts 
and information necessary to support his position. 

Mr. Witson. When a service officer goes up to get a man admitted 
to the VA hospital, the only thing an admittance officer does is deter- 
mine the character of his discharge and so forth; as to whether or not 
the man is admitted is primarily a medical question. 

Mr. Evins. If a veteran is admitted and then later it is found that 
he has a home on the hillside and a small crop of tobacco coming in, 
and perhaps may have a little future income, then what sort of pen- 
alty are you going to impose upon him? Suppose the investigator 
finds that it was improper, maybe not fraudulent, because fraud in- 
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volves intent, what sort of penalty would you impose upon a man 
who has fought in defense of his country ¢ 

Mr. Witson. I wouldn’t impose any type of penalty as to a matter 
of opinion. But I think you can impose a penalty on a willful mis- 
statement of fact. If a man files a form with sufficient information 
upon it, and a man willfully lies to veterans’ admission officials, I have 
no reluctance whatsoever to penalizing that man. 

Mr. Evins. You have no fear of smearing veterans because of any 
information which may be required to be provided the admittance 
officer on some form ? 

Mr. Witson. If a man puts down his income at $7,500 and he is 
making $25,000, in every court of law in the world and in almost every 
administrative agency something would be done about it. 

Mr. Evins. You are again making an extreme case. I am talking 
about the marginal case. 

Mr. Wiison. Once again, if he makes a willful misstatement of fact, 
I don’t think anyone should have any reluctance. 

Mr. Evrns. If there is fraud you can turn the case over to the solic- 
itor of the VA or the Department of Justice. 

Mr. Wirson. But not one ease has been so far prosecuted through 
that method because the final determination has been a matter of 
opinion as to whether or not the veteran can afford the hospitaliza- 
tion. 

Mr. Evins. Mr. Chairman, with your indulgence I should like to 
ask one or two questions on the dental program. Would you exempt 
adjunct treatment of dental cases for all veterans admitted to VA 
hospitals ¢ 

Mr. Wison. Yes. 

Mr. Evins. Suppose a man is admitted for mental condition or 
tuberculosis or any other serious disability and while you are treating 
him, you find that he has some bad teeth and you correct that dental 
condition and find it might contribute to the improvement of his 
health. You would deny that treatment ? 

Mr. Wizson. Sir, we have taken no stand at this time at all on den- 
tal treatment in a VA hospital. The adjunct treatment I am talk- 
ing about that we think should be exempted from any restriction, is 
that of a man who has service-connected disability who needs dental 
care to keep the disability from becoming aggravated. We have taken 
no official position on patients in VA hospitals who need dental treat- 
ment to get them better. That is primarily a medical question. 

Mr. Evins. Most all dental treatment in the hospitals at the pres- 
ent time is in connection with veterans who have already been ad- 
mitted for some disability. There is, as you know, a contract dental 
service, where the man gets dental treatment in his hometown by con- 
tract with the VA. Would you restrict or deny or limit dental treat- 
ment to veterans who are already admitted to hospitals? 

Mr. Wirson. No, sir. We have not said so, either, sir. 

Mr. Evins. Just specify what you would cut out. 

Mr. Wirson. A man who is applying for out-patient dental treat- 
ment at the Veterans’ Administration should have a restriction put 
upon him that he must receive that treatment within a period of 2 or 3 
years following discharge, or he must have a service-connected dis- 


ability that will be aggravated if those dental conditions are not 
fixed. 
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Mr. Evrys. You would limit it to a period of 3 years following 
discharge ¢ 

Mr. Witson. Yes, except for those cases now on the rolls. We 
would give a 1-year grace period there. 

Mr. Eviys. Suppose it was later determined, upon review of the 
case, that service-connection was developed and that his disability 
had been aggravated by his service and this determination was made 
10 years later? 

Mr. Witson. You mean, sir, if the determination as to service 
connection were made 10 years from now / 

Mr. Evins. Yes. 

Mr. Wirson. We would have no objection whatsoever to allow that 
man to receive his treatment after that period of time. 

Mr. Evins. A provision like that could be well written into the law 
to protect the veteran in that regard. 

Mr. Wixson. You are very correct and that has been an oversight 
on our part. 

Mr. Evins. I think that is all at the present time. 

Mr. Saywor. Mr. Frelinghuysen ? 

Mr. Fretineuvysen. I think the lengthy discussion between Mr. 
Evins and Mr. Wilson shows that we have a somewhat prickly prob- 
lem. I don’t want to prolong it unduly. I would like to ask, Mr. 
Wilson, whether you feel generally speaking that we should try to 
play down the distinction between a service- connected case and the 
non-service-connected case instead of trying to define the distinction 
more clearly and to accentuate it? It is your feeling that we should 
not emphasize the distinction I gather from your sts atement. 

Mr. Witson. Yes; I think that is generally our feeling. A great 
many of these cases are chronic in nature. A great many of these are 
obviously indigent. Certainly a man drawing a total pension from 
VA cannot afford to pay for hospitalization. The service-connected 
non-service-connected issue becomes very insignificant when you con- 
sider the total number of beds now available in VA hospitals. 

Mr. Frevineuuysen. I think that is a reasonable position to take. 
I was just wondering if that was the case. Of course, there is a possi- 
bility that you could keep the distinction between service connection 
and nonservice connection and, perhaps, classify certain types of cases 
chronic cases in one group and the general medical and surgical i 
another, and attempt to limit treatment in the latter group if there is 
not service connection shown, but give it in the chronic tuberculosis 
and NP cases. You don’t approve of that approach though, I gather ‘ 

Mr. Wuson. Sir, I assume that you are talking about economic 
factors and the ability to pay. 

Mr. Fre_1neuuysen. | was coming to that, because that is at the 
base of all this. It is the difficulty of determining who is able to pay. 

Mr. Wuson. Our position, basically, is that in 95 percent of the 
cases you can immediately make a determination as to whether or not 
a man has eligibility. Certainly, when a man who has TB, cancers, 
or a serious heart condition, you can immediately determine from all 
apparent observation that he could not afford to pay for hospitaliza- 
tion. In addition certainly no one wants to restrict service-connected 
cases, 

Mr. Fre.incuuysen. I notice in your statement you did say it 
would be easy to determine chronic and long-term non-service-con- 





1954 HOSPITAL CARE AND OUTPATIENT DENTAL TREATMENT 


nected applicants, such as tuberculars and psychotics, should be 
granted prima facie eligibility, then you go on to say an admission 
officer of the VA station could make a determination with very little 
administrative difficulty. You are saying in effect that most of those 

‘ases would automatically fall in those unable to pay. 

Mr. Wirson. Yes. 

Mr. Frevtincuuysen. I am puzzled about the extent to which this 
affidavit could clear up a situation, whoever makes the determina- 
tion, by adding more information. I think Mr. Evins does have 
some good points, in that you still have a final opinion decision to 
make, even on the basis of more detailed facts about net worth and 
the income of the individual. It is perhaps objectionable to require 
a very detailed listing of that character and you still do not come 
up with any firm, factual conclusion as to whether or not he is able 
to pay. It is an opinion decision. 

Mr. Wixson. Once again, I think you have to go back to the minor 
abuse existent right now. It seems to me that when the form is looked 
at—by the way, ‘T am not sure if such a form has been inserted in the 
record yet. I have one with me in case it hasn’t—but there is certain 
information that is left out of that form. There is no statement as 
to income. There is no statement as to net worth, as to assets, or 
anything. Once you get down to the final analysis, even now there is a 
comparatively minute abuse, and once you get down to the fact that 
there are certain categories of disability that obviously fall within an 
eligibility, it seems to us that thereafter the problem becomes compar- 
atively minute once again. We do not for a moment state that there 
is not a perplexing problem. Very frankly we have wrestled with it 
for several years now. It is a very difficult thing. But if public 
criticism of this program is to be removed, if the constant references 
in the public press are to be overcome whether our suggestions are 
accepted or not, we feel some suggestions have to be made, or some law, 
or some regulations promulgated to eliminate excesses and at least 
give the Administrator of Veterans’ Affairs the authority to look into 
the veterans’ statement. That seems to us to be a necessary check 
on Federal expenditures. 

Mr. Ferrncnvuysen. I think we are all in agreement on the advis- 
ability of concrete recommendations, such as you are making. There 
has been serious objection raised already, and I i imagin e we will hear 
more, and to whether the Administrator of Veterans Affairs is an ap- 
propriate person te take part in a review of a man’s net worth, income 
limitations, and so on, and therefore come to the final conclusion him- 
self as to whether it will lead to administrative redtape that will be 
undesirable, and adding a legal staff, and so on, to pursue the investi- 
gation. Of course, we can get a list of horrible things of what might 
happen if you allow the Veterans’ Administration to participate in 
inquiries of thiskind. I am still puzzled about what kind of standards 
we can set up as to the ability to pay. I am hesitant in spite of what you 
say about making every veteran who signs the P-10 affidavit indicate 
what his net worth is and his income and all the basic facts which 
you need to know if you really were going to pursue the subject as to 
whether or not he could pay something or all of his medical expenses. 

Mr. Wurson. We don’t for a moment say it is not a very difficult 
problem. 
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Mr. Frevincuvysen. Is it your feeling that that will automatically 
eliminate some because they would not want to divulge knowledge 
like that? 

Mr. Witson. We think it would be a deterrent to abuse of the 
program. 

Mr. Frevincuuysen. That is all, Mr. Chairman. 

Mr. Saytor. Mrs. Kee? 

Mrs. Ker. Mr. Wilson made his statement very clear. I do not be- 
lieve I have any questions at this time. 

Mr. Saruor. Mr. Secrest ? 

Mr. Secrest. I think that there has been considerable criticism 
throughout the country concerning the hospitalization of non-service- 
connected veterans. I'think much of that is based on misinformation 

Mr. Witson. We agree, sir. 

Mr. Secrest. The purpose of this hearing as I gather it is first to 
find out how much abuse there is and is there enough abuse that 
this committee should enact a law to correct it. So far the testimony, 
from the Veterans’ Administration to all of them who are closest 
to these cases and various representatives in every hospital in the 
country, shows that the abuse is minor. If by legis slation we were to 
attempt to correct that minor abuse, it begins to appear that we would 
get into a fog and a dense woods far worse than any abuses that may 
exist at the present time. I for one would never vote to delegate to 
the Veterans’ Administration the right to set up standards as to 
whether or not a veteran could pay for his hospitalization. If that 
is to be done, it should be done by this committee. That is my personal 
opinion only. 

I am beginning to gather from the testimony and also from trying 
to think this problem through for a good many years, and think 
seriously as to what kind of a law I would draw if I were trying 
to make that limitation, that it is an almost impossible thing. 
Suppose this veteran gives this statement of fact. Here is a veteran 
with a half million dollars in assets and a half million dollars in 
debts. Are we going to let him in? Here is a veteran with an income 
of $10,000 and his net is $4,000, or $10,000 income and his net, is $2,000, 
or his net is $6,000. How in the world are we ever going to set up by 
law what is excessive income, making it necessary for this veteran 
to pay? What is excessive income? Can we say that by law here 
for every section of this country? How are we going to say by law 
here what is excessive assets, for every veteran in the country! We 
know that there is a place where if a man had a half million dollars he 
could pay for 10 years hospitalization, tuberculosis or anything else. 
Suppose he had $10,000. Then you have to go into the probable length 
of stay of every one of these veterans. 

Is it an appendicitis operation, or is it cancer, where he may linger 
1 year or 10 years? Who can draw a bill and say that this veteran 
should be denied hospitalization and this veteran should be given 
hospitaliaztion, on the basis of any financial statement? If we do 
not put it into the bill, the Veterans’ Administration has to put it in 
regulations. I just cannot see for my part how we can draw a law 
that would not make things 10 times worse than they are now. 

Mr. Witson. We have said that if any determination is to be madé 
someone at someplace has to make it, whether it be this committee 
actually in the law, or the Veterans’ Administration by regulation. 
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Certainly if there is going to be anything done on this investigation 
business, it has to be done somewhere. We have not fully determined 
in our own mind whether it should be done in the Veterans’ Adminis- 
tration or by the law, but we have determined, and I keep repeating 
this and I hope I am not doing it too much, that the problem connected 
with this thing has been just as wildly exaggerated as have the abuses 
been exaggerated. We cannot agree that the problem here is as in- 
volved as everyone seems to think. 

Once again we get down to the fact that almost every case falls into 
a definite category at first glance. 

Mr. Secrest. We are getting into the remedy before we delve far 
enough into the problem. I think the hearing should confine itself 
to see how much abuse there is. Then on the basis of that abuse at- 
tempt to find out if we can find a better solution, or a way to avoid 
those abuses without making things worse. I am hopeful that we 
can take a particular hospital, get all the patients who were discharged 
from it last year and all who were admitted, and have our staff check 
sach one of those in cooperation with the officials of the hospital and 
veterans’ organizations in them, I think it could be done very cheaply, 
so we would have one definite spot where we know exactly what they 
have. We could do the same thing as the Appropriations Committee 
did on 12 cases. I think if we did that, take Mount Alto out here or 
Perry Point, and checked every single case that came in for a year 
and every discharge, found out how long they were in there, try to 
vet their assets, most of those veterans would give us this information. 
If we do that and find that there were 10 out of a thousand we are 
just wasting the taxpayers’ money doing anything about it at all. 

That is all. 

Mr. Sartor. Mr. Mailliard? 

Mr. Mariiarp. No. 

Mr. Sartor. Mr. Cretella? 

Mr. Creretia. No. 

Mr. Sayuor. Mr. Teague? 

Mr. Tracue. No. 

Mr. Sayvor. Dr. Long? 

Mr. Lone. May I ask the chairman are we going to have this gentle- 
man back tomorrow or any other time. There are several things here 
that I want to go into that I could not go into in just a few minutes, 
because the problem that he is talking on in this dental program is 
going to consume some time and I have been working with the Ameri- 
can Dental Association on some bills that I would like to talk to him 
about a little hit. In fact, I have already introduced one of them. I 
would like to have time for him to study it. 

Mr. Sartor. Doctor, I know Mr. Wilson will be only too happy to 
meet with you, you could talk informally and any statements that you 
wanted to make and submit we would be only too happy to have as a 
part of the record. 

Mr. Lona. I will be glad to do that. I think probably if he had time 
to come to my office sometime, we might talk it over. I have already 
introduced part of this bill, but it was prepared by the American 
Dental Association and what we are attempting to do is to eliminate 
some of the things he is talking about. One thing we are particularly 
trying to eliminate is this $70 million extent for examination for 
dental purposes when the veteran does not get the benefit. This is 
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the thing we are working on and I would like to go into those things 
with him and it will save some little time. 

Mr. Sartor. You stated you had something you wanted to introduce 
in the record? 

Mr. Wuson. I was asking whether or not you wanted the P-10 
form for hospitalization of the VA. 

Mr. Sartor. Without objection we will admit at this point in the 
record a copy of the form now used by the Veterans’ Administration 
known as P-10., 

(The form is as follows:) 

Porm approved 


Budget Liureau N 
VETERANS ADMINISTRATION 


REAR FOR HOSPITAL TREATMENT OR DOMICILIARY CARE 


“Ee VETERAN 2us T NAME—FiRST NAME—MIDOLE MAME (Type or pre —— 3. CLAIM WO. 
Cc 


AST ro) oTen 


‘ | ‘ 
EPARATION } OR SANE ATION | SEPARATK 
ones saline 


SON TO BE NOTIFIED IN EMERGENCY 





THER THAN SPOUSE AND 
fy) 


5 OF CARE. AND LOCATION 


LATIVE THERETO (Source, disability, percent, ete.) 


WE FOU. NORP NS iT A LISTED TO RECEIVE POSSESSION OF ALL MY PERSONAL PROPERTY LEFT ON PREMISES UNDER THE CONTROL OF THE VA 
} SUCH PLACE OR AT THE TIME OF MY 0% 


condition resulting in vischarge dis ty ine 
Sancsted Ae Val irens 37 


? TAL CARE GY MEWRERSRIP IM A UNION GRO PLAN, in 
r 4 OF A CAUSE OF 
om plete tem 27.4) 
ISPITAL OR DOM ’ y TRANSPORTATION TO Ani 
rc r TAL ww ” NANO OS ay 7 
iJ ves | " t 


© except transfer to another hospital, or mv * f in the opinion of the medical ste s ransfer is deemed expedient. T understand 
The arawore to afl questions are true ead ctuplese to the bent of mny hoowledge and belief. | ackagwiedge sotice of the effect of the lew 
a the reve: se sale hereof. 


(This application must be signed in all cases) = . 

Siensiure of applicant or representative) 
WARNING .—If you knowingly make a [olse statement of any meteriel fact in of in connection with this application, you are subject to possible forfeiure of 
veterans’ benefita, and prosecution in a United States Court. 


31, Subecrihed and eworn to before me this dy Of —— - - » 


by laimant, to whom the statements herein were fully made known and explained 
i certify that the questions ‘and answers thereto have, in my presence, been 


(sea) J READTO «= READ BY the claimant, 5 
Notary public or authorized VA repres: 


22.APPLICANT, | REGISTER NO. WARD NO. PERIOD OF SERVICE (i. ¢ 
SHOULD NOT } 


WRITE IN AoMissiOn CATE ~T¥Pt OF PATIENT | ADMITTED FOR 
THESE SPAC | 


rm) cr) Psy rm m~ fo) MOsPrT aL 
LJ Gomes (_} cnore J open (js! |) TREATMENT 


WA Form Existing stock of VA Form 10-P-10, Now 1051, will be used. 
VA F084 10-P-10 


36102—53——21 
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35. MAIDEN NAME OF MOTHER 


Note. —The law provides that upon the death of any veteran receiving care or treatment by the Veterans Adrmin'stration in any institution leaving no widow (widower), 
Bert of kin or beir enistied Lo jaberit, all personal property, including money or balances in bank, aod all chaims and choses io action, owned by such veteran, and not 
disposed of Ly will or otherwise, will become the property of the United States as trustee for the Post Fuad. 


MEDICAL CERTIFICATE 


(NOTE TO EXAMINING PHYSICIAN —History, aymptoms and physical findings must be recorded in eufficient detail to clearly support the 
‘ diagnoas % additional apace 1s needed, attach plain sheets of paper) 


40. DIAGNOSIS (See mole to cramining physician ebvor) 


CAN APPLICANT DO THE FOLLOWING (Check). 





41. DRESS HIMSELF AND USE LAVATORY WITHOUT ASSISTANCE? 
42. ASCEND AND DESCEND STAIRS? 
43. FEED HIMSELF WITHOUT ASSISTANCE? 

44. OPERATE A WHEEL CHAIR WITHOUT AID, IF A WHEEL CHAIR CASED _&B. WILL APPLICANT NEED AN ATTENDANT DURING TRAVEL? 
(Thus question need not be answered if net oppiicabie) 





49. [S ATTENDANT A RELATIVE OF THE APPLICANT? 


"SO. METHOD OF TRAVEL RECOMMENDED (Check) Si. NAME AND ADDRESS OF PROPOSED ATTENDANT 


[7] TRAM on amBu PRIVATE 
iJ Bus —J LANCE, CONVEYANCE 


S2. SIGNATURE OF LXAMINING PHYSICIAN S4. ADORESS OF EXAMINING PHYSICIAN 
EXAM 


5S. TO BE COMPLETED BY VA PERSONNEL ONLY 
“LEGAL ELIGIBILITY (Check VA REGULATION MEDICAL ELIGIBILITY (Check) 


4 os 
LJ SueiLe LJ wtuemue O CUGIBLE O INELIGIBLE 
SWGNATURE OF ELIGWBIUTY CLERK SIGNATURE OF VA MEDICAL OFFICER 








INSTRUCTION —I/ this application ia to bs referred from VA station to which originally submitted, stamp name and addrese of referring VA 
station in the margin below 


©. &. GOVERNMENT PeinTIWS OFFICE «© 16—-G887E- 


Mr. Wuson. Mrs. Rogers introduced a statement in the Congres- 
sional Record about the VA dental program back in February. It isa 
very good one. Perhaps that might be inserted. 

Mr. Sartor. That may be inserted at this point. 

(The material referred to follows :) 
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VETERANS’ ADMINISTRATION DENTAL PROGRAM 


Extension of Remarks of Honorable Edith Nourse Rogers, of Massachusetts, in 
the House of Representatives, Wednesday, February 25, 1953 


(Mrs. Rogers of Massachusetts submitted the following statement of the 
dental program of the Veterans’ Administration :) 


THE OUIPATIENT DENTAL PROGRAM 
1. THE SITUATION 


From July 1, 1946, to January 31, 1953, a period of approximately 6% years, 
more than 5 million applications for VA outpatient dental treatment were made 
by veterans. Approximately 3% million cases were examined and 2% million 
cases treated. The value of the work completed by staff dentists and the cost 
of the work done by fee-basis dentists is in excess of $260 million. This amount, 
however, probably represents only a small part of the possible ultimate cost of the 
outpatient dental treatment program, since only a small segment of the po- 
tentially eligible veteran population has applied for treatment to date. It 
should be noted that the great majority of those who have applied are eligible 
for continuous retreatment. 

During these 6% years almost 3,800,000 veterans have applied for outpatient 
dental care at least once, and about 80 percent of them (approximately 3 million) 
have been determined eligible. However, the Veterans’ Administration estimates 
that the number of veterans potentially eligible to receive outpatient dental care 
ranges from more than 11 million to 16 million. This number of eligibles is 
currently being increased at the approximate rate of 1 million veterans per year. 
Most of these veterans are entitled to continuous treatment for service-connected 
and related adjunct dental conditions (and as a result represent a growing bur- 
den to the taxpayer). 

Care of the veterans’ legitimate demands for outpatient dental treatment in 
recent years has generally required more money than the Federal Government 
has provided. In fiscal year 1953, several hundred thousand veterans will fail 
to receive the care to which they are entitled by law, because the funds provided 
will fall short of actual requirements by some $24 million. 

Obviously, a situation has developed whereby Congress, on one hand, has given 
to the veteran certain legal benefits entitling him to dental treatment for service- 
connected conditions, and, on the other hand, has not appropriated sufficient 
funds to provide adequately for the administration of such benefits. It is only 
fair to the veteran that Congress either take these benefits seriously enough 
to appropriate sufficient funds or reduce the benefits in accordance with what 
Congress is willing to appropriate. 


2. LEGAL BASIS FOR THE PROVISION OF OUTPATIENT DENTAL TREATMENT 


The laws and regulations under which the present program is approved are 
as follows: 

(a) The basic legislation granting medical and hospital treatment to veterans 
for disabilities incurred in line of duty and to veterans of any war is incorporated 
in Executive Order VA Regulation 7A, issued under the authority of Public 
Law 2, 73d Congress. 

(b) Public Law 791, 81st Congress, entitles veterans of the Spanish-American 
War, Boxer Rebellion, and Philippine Insurrection to outpatient treatment for 
any physical disabilities, including outpatient dental treatment. 

(c) Public Law 28, 82d Congress, provides the same benefits to veterans in 
active service after June 27, 1950, as are afforded to veterans of wartime service. 

VA Regulation No. 6123 has established the following classes of beneficiaries 
who may be authorized outpatient dental treatment: 

Class I: Those having service-connected compensable dental disabilities. 

Class II: Those having service-connected noncompensable disabilities. 

Class IIT: Those having a dental condition not service connected but medically 
determined to be aggravating a systemic disorder that is service connected. 

Class IV: (Does not apply to outpatient treatment.) Those receiving domi- 
ciliary care. 
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Class V: Those pursuing a course in vocational training authorized under 
Public Law 16, 78th Congress, as amended, who require dental treatment to pre- 
vent interruption of training. 

Class VI: Persons who served in the Spanish-American War, Boxer Rebellion, 
and Philippine Insurrection eligible under Public Law 791, 8ist Congress. 

Class VII: Persons who served on or after June 27, 1950, eligible under Public 
Law 28, 82d Congress (Korean veterans). 


8. INPATIENT DENTAL CARE 


It should be pointed out that the Veterans’ Administration also provides exten- 
sive dental care to bed patients in hospitals under the legal authority which has 
been previously cited. The hospitalization of veterans for dental diseases or 
conditions which require inpatient care has the same priority as hospitalization 
for any other morbid condition. 

Consequently, any living veteran, not dishonorably discharged, is potentially 
eligible although the frequency of such cases is low. During a recent year about 
2,000 patients were discharged from hospitals by the Veterans’ Administration 
after admission specifically for dental care. 

Also, any veteran admitted for hospitalization is eligible for complete dental 
examination as an integral part of a physical examination. Approximately 
500,000 veterans annually fall into this category. 

However, eligibility for inpatient dental treatment is limited, with one excep- 
tion, to those patients for whom such care will have a direct or material bearing 
on the physical disability necessitating hospitalization. 

The excepted group includes patients with chronic disability requiring long 
hospitalization. For these patients, dental care involves that necessary treat- 
ment to keep their mouths in a clean and healthy condition and with sufficient 
dentition to provide adequate mastication. 

This excepted group. of course, is composed primarily of patients hospitalized 
for tuberculosis, neuropsychiatric conditions, or long-term general medical and 
surgical! conditions, and members in VA domiciles. 

At any time, approximately 60 percent of the 100,000 patients in the VA hos- 
pitals and all of the 17,000 members in the domiciles are in this group. 


4. ESTABLISHMENT OF VETERANS’ ELIGIBILITY 


As indicated, inpatient dental care may be administered to VA bed patients in 
instances where the patients’ condition may or may not be service connected. 
However, with the few exceptions hitherto outlined, all outpatient dental treat- 
ment must be related in some fashion to a service-connected dental or medical 
ailment. 

To establish eligibility for outpatient dental treatment, a veteran must make 
application to the Veterans’ Administration. It is the function of the VA Adjudi- 
cation Division—not the VA Dental Service—to determine whether or not the vet- 
eran’s dental disabilities were incurred in or aggravated by his military service. 
When an application is received, the Adjudication Division obtains the veteran's 
service records to determine the veteran’s dental history in the Armed Forces. 
Each tooth of the veteran is considered separately. If the veteran is found to 
have developed a dental disability in the service, then service connection for the 
individual tooth, or teeth, is granted. After the veteran’s claim has been adjudi- 
eated, the Dental Service is notified of the decision, and dental treatment is 
authorized for those dental disabilities found to be service connected, 

In order to eliminate delay in rendering outpatient treatment to persons who 
served on or after June 27, 1950 (i. e., Korean veterans), VA Technical Bulletin 
10A-308 provides for outpatient dental treatment pending adjudication of claims 
of those veterans who apply within 1 year after separation from service and for 
whom dental disease is shown to exist within that year. This technical bulletin 
was initiated to provide Korean veterans with the same prima facie eligibility 
consideration afforded veterans of World War II. 

As has been previously pointed out, the Veterans’ Administration has estimated 
that today there are between 11 million and 16 million veterans who are poten- 
tially eligible for outpatient dental treatment. These include all 95,000 veterans 
of the Spanish-American War, between 1,900,000 and 2,700,000 veterans of World 
War I. between 8,400,000 and 11,800,000 veterans of World War II, and approxi- 
mately 1,400,000 veterans who served on or after June 27, 1950. 
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If all the veterans now potentially eligivle applied for treatment at least once 
during their lifetime, the bill to the Government would be approximately $1,400, 
000,000. However, as previously indicated, most of these veterans would be 
eligible for continuous re-treatment (in fact, during the past 644 years there were 
more than 1,200,000 applications for re-treatment), so that the total eventual 
money bill could become a matter of several billion dollars, 


5. STATISTICAL EXPERIENCE 


Statistically, the number of applications for outpatient dental treatment 
received annually has varied from almost 600,000 to slightly more than 1 million. 
The million peak was achieved during fiscal year 1947, following the release of 
the great majority of the World War II servicemen who were granted prima facie 
eligibility for dental outpatient care for a 1-year period following their discharge 
from military service. Another peak occurred in fiscal year 1950 when some 
800,000 applications were received. This peak was largely due to a minor eco- 
nomic recession in the midwinter of that year which produced some 60,000 appli- 
eations above the number expected. (This recession also had its effect in 
increased application rates for other VA benefits as well as for VA dental 
treatment. ) 

After dropping to a low point—slightly less than 600,000 in fiscal year 1951 
dental treatment applications again resumed an upward trend. This year 
715,000 applications are expected, and in fiscal year 1954 the number should be 
larger. Animportant factor in this upward trend is the Korean veterans. Last 
fiscal year there were approximately 50,000 Public Law 28 applications. During 
the first 7 months of the current fiscal year we have received 115,000 such appli 
cations. These Public Law 28 veterans appear to be well informed as to their 
rights. Although they form only a small segment of the total veteran population, 
less than 10 percent, approximately one-third of the current monthly applica- 
tions are being made by them. 

The number of repeat applications, that is applications made for purposes of 
retreatment, has risen sharply over the past 6 years. In fiscal year 1947, repeat 
applications constituted less than 3 percent of total applications. During the 
past fiscal year 44 percent of the applicants made were for purposes of retreat- 
ment, and today almost one-half of the applications made by veterans other than 
those in the Public Law 28 group are for retreatment. 

Since the end of World War II, the Veterans’ Administration has not had a 
staff of dentists in its own clinic large enough to dispose of the influx of appli 
cations nor would it have been possible to recruit sufficient personnel to main 
tain a system of inservice clinics large enough for this purpose. As a result, 
it has been necessary to purchase the greater part of the dental work from private 
dentists on a fee basis. (Almost 62,000 private dentists indicated a willingness 
to participate in the VA dental treatment program in fiscal year 1952.) Since 
fiscal year 1946, private dentists have made almost one-half of the dental exam- 
ination cases and an even higher proportion (84 percent) of the dental treatment 
cases at a cost of $215 million for clinical services. Since the end of World War 
Il, the average cost per case treated by fee-basis dentists has risen from about 
$70 to $101.57. Factors which have accounted for this rise are: (1) aging of 
the veteran population with its resultant increase in dental treatment require- 
ments, (2) deferment by some veterans of required treatment which has resulted 
in the development of more serious dental conditions, and (3) changes in the cost 
of living over this period which has resulted in some upward adjustment of the 
fee-schedule rates. The cost of fee-basis examination cases has been more stable, 
rising only from about $13 at the end of World War II to $13.66 during the current 
fiscal year. 

At the end of January 1953, the backlog of unprocessed applications exceeded 
800,000 and $17,778,000 would have been required to bring this backlog down to 
normal proportions. The funds available for the remainder of the fiscal year 
are inadequate to keep the status quo; and at the end of this fiscal year the 
backlog is expected to exceed 400,000 applications. To achieve currency in 
operations by the end of this fiscal year would require not less than $24 million. 
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Receipt of applications for outpatient dental care during each fiscal year and 
applications pending treatment authorization at end of each fiscal year, July 
1, 1946, through Jan. 31, 1953 





























Applications received during fiscal year 
ne «ati dnalbl ius _____| Applica- 
| tions 
| Repeat applications | pending 
Fiscal year | Stes aig 
| ‘Total First ap- authorized 
. | plications | Percont of | at end of 
Number total ap- | fiscal year 
| plications 
ren — Te ae eh eee aT ay eer ee eee 
Fiscal year 1947 1, 066, 162 | | 1, 035, 243 130,919 | 12.9 | 540, 761 
Fiscal year 1948 798, 368 | 641, 090 1 157, 278 | 119.7 291, 330 
Fiscal year 1949 763, 365 | 552, 014 | 211, 351 | 27.7 163, 418 
Fiscal year 1950 800, 295 | 550, 022 | 250, 273 | 31.3 180, 555 
Fiscal year 1951 598,674 | 364,136 | 234, 538 | 39.2 173, 908 
Fiscal year 1952, total 616, 650 366, 134 250, 516 | 40.6 180, 178 
Public Law 281! 50, 000 | 49, 000 1, 000 | 2.0 vel 
Other ! 566, 650 317, 134 249, 516 44.0 |.. ae 
1953 (through Jan, 31, 1953), total 393,768 | 259,127| 134,641; 342) 301,365 
Public Law 28 114,943 | |! 106,943 18, 000 | 17.0 |... 
Other 278, 825 152, 184 126, 641 45.4 
Total 5, 037, 282 3, 767,766 | 1,260, 516 | 25. 2 3 


1 Estimated 





Clinical workload in outpatient dental program, July 1, 1944, through 


1953 





In VA clinies By participating dentists 






















Total | | | 
ees cases r Per- | Aver- | y Per- Amount paid 
Fiscal year com- — cent | age | Total —_ cent men 
pleted a of | value | value | a of | 
ane | total per | gla ete — Per 
cases cneee cases cases. | Total | 


case | 


66. 9) 1 $4, 904, 991) 1 $13.00 





















1947 564,171) 186, 864 33. 1) | $10. 50) ' $1, 962. 377, 307 
1948 701, 187) 280, 560 40.0 10. 89 3, O55, 5 420, 627) 60.0 5, 539, 463) 13.17 
1949 78, 839, 315, 689 54. 5 10. 92 3, 447, 78! 263, 150 45.5 3, 473, 464 13. 20 
1950 527, 487; 322, 732 61.2 11. 51 3, 715, 638 204, 755 38. 8) 2, 757, 520) 13. 47 
1951 424,807 261, 503 61.6 11. 59 3, 031, 500 163, 304 38.4 2, 158, 032) 13. 21 
1952 440, 039, 242, 322 55. 1 12. 76 3, 091, 840 197, 717 44. 9) 2, 653, 874 13. 42 
1953 (through | | 
Jan. 31, 1953 237, 683) 146, 036 61.4 13. 19 1, 926, 697 91, 647 38. 6 1, 13. 66 
Total 3, 474, 213) 1,755,706 50. 5 11.52; 20, 230,814 13. 23 


1, 718, 507 49.5} 22, 


Treatment cases completed 





231, o87| 











10947 264,163) 33,076 12. 5) | $40.00) ' $1, 323, 040 87. 5]! $16, 176, 090) ' $70. 00 
1948 655,815) 53, 198 8.1 46.59 2,478,375; 602, 617) 91.8) 44,691,814) 74.16 
1949 513, 742) 83, 372 16.2) 58.75; 4,898,173) 430,370 83.8) 35,340,904) 82.12 
1950 430,065 87, 088 20. 2 66. 27 5, 771, 572 342, 977 79.8| 29,787,796; 86.85 
1951 348,392 76, 036 21.8 72. 49 5, 511, 821 272, 356 78.2) 24,543,756 90.12 
1952 362, 236 60. 589 16.7; 7824) 4,740,262) 301, 647) 83.3, 29, 156,370) 96.66 
1953 (through | | | | 
Jan, 31, 1953 155, 205, 33, 553 21.6; 72.66) 2, 3 | 12,356, 464) 101. 57 
Total 2, 729, 618) 426, 912 15.6 63.62) 27, 161,068) 2, 302, 706 83. 40 





192, 053, 194) 


1 Estimated 
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6. FUTURE OF THE PROGRAM 


It is hard to visualize this program where the costs are measured in millions, 
the case loads in hundreds of thousands, and the units of treatment in individual 
teeth. Perhaps a more simple approach can be made by pointing out the prac- 
tical effect of the enabling law in an individual case. Last summer the Veterans’ 
Administration conducted a case study of veterans for whom outpatient dental 
treatment was provided. The study included 2,333 patients who had received 
treatment following a first application for such treatment and an additional 
1,899 patients who were treated after a second or later application. The follow- 
ing facts were discovered. 

Each new applicant on the average required treatment for more than half of 
his teeth (only 14.6 of 32 teeth were found to be normal or functionally restored). 
For the repeat applicant, this situation was even slightly worse. 

However, only about one-fourth of the average new applicant’s teeth proved to 
be service-connected, and approximately 30 percent of the average repeat appli- 
cant’s teeth were service-connected for treatment. 

The basic law for outpatient treatment provides for the treatment of service- 
connected disability and also for other disabilities that may be associated with 
service-connected disability. Since the mouth is an integrally functioning organ 
of the human body and the teeth are all related, it is impossible to provide dental 
care solely for service-connected teeth in each case (although this is done where 
clinically possible). For example, if a veteran has lost his first molar under 
conditions which make that space service-connected and the two teeth adjacent 
to the molar are also missing but not service-connected, then to provide a replace- 
ment for the service-connected tooth, it is also essential to replace the two adja- 
cent missing teeth. 

It has been said that it is possible for a veteran patient to have only one 
service-connected tooth and finally to receive full dentures from the Veterans’ 
Administration. It is possible by law and has occasionally, but not frequently 
occurred. 

The dental program has been made expensive by the fact that a large propor- 
tion of the veteran applicants require dental prostheses and also by the fact that 
once service connection is established, the Government provides continuing care 
at the Federal expense. 

How involved and costly this continuing care is may be illustrated by a case 
of a veteran who hars experienced seven episodes of treatment at VA expense. 
In 1935, this veteran who had 9 service-connected teeth came to the Veterans’ 
Administration for treatment. He was authorized and received one filling at a 
cost of $3. Four years later in 1939, he returned for an upper partial which 
cost the Veterans’ Administration $36.50. Three years later he received another 
upper partial at a cost of $48. Four years later in 1946, the Veterans’ Admin- 
istration remade the upper partial and constructed a lower partial at a cost of 
$85. In 1949, 3 years later, it was necessary to extract 7 teeth (only one of which 
was service-connected ), construct an upper full denture, remake the lower partial 
and add one filling at a cost of $246. Two years later, it proved necessary to 
extract the veteran’s remaining eight teeth (none of them service-connected) in 
order to give the veteran a full upper and lower at a cost of $164. One year 
later, he came in for additional treatment at a cost of $70. This veteran to date 
has not only cost the Federal Government $652.50, but he is also eligible for 
continuing treatment. 

What then is to be done? The current program is admittedly expensive, but 
if the veteran is to receive effective dental care as persently authorized by law, 
there is no cheap way out. The cost per patient will increase as time goes on, 
and the only way that Congress can reduce the cost of the program without deny- 
ing the veteran his legal due is to reduce the program’s scope. The decision is 
up to Congress. Either Congress must provide generous funds for the outpatient. 
dental program as it now stands, or, Congress must amend the program to the 
point where it is less generous to the veteran. 
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Cost of VA dental program* 


| ie i 
| Clinical costs 


Administra- | | VA clinics 
tive cost ? | in hospitals, | Payments to 
Total | domiciliaries fee-basis 
| and regional | dentists 
| offices 


Fiscal year Total cost 


1948 (8) (3) (*) ) | $50, 231, 000 
1949 (3) (3) (3) (3) | 38, 814, 000 
1950 (3) (3) (3) (3) 32, 545, 000 


1951 $40, 246, 000 $3, 411, 000 | $36, 835,000 | $10, 133.000 | 26, 702. 000 


1952 : 47, 385, 000 | 3, 454, 000 43,931,000 | 12, 121, 000 | 31, 810, 000 


1 These are minimum estimates and include only readily identifiable costs. Exeluded are the costs of 
adjudication of dental applications, of certain vouchering activities for invoices submitted by fee-basis 
dentists, the costs of maintaining clinical records in hospitals and outpatient clinies, travel costs for vet- 
erans coming to VA clinics, etc 

? Includes cost of central office staff and of dentists and other dental employees engaged in administrative 
work involving the processing of applications for outpatient treatment. 

3 Not available. 


Mr. Evins. Mr. Chairman I should like to have incorporated in 
the record a statement by Lewis K. Gough, national commander of 
the American Legion, entitled “Who Is Being Treated in the VA 
Hospitals?” and another statement on the hospital program of the 
Forty and Eighter magazine, and a statement of my own on these 
surveys. 

Mr. Sartor. Without objection, these will be placed in the record 
at this point. 

(The material referred to follows:) 


[From the American Legion magazine, February 1953] 
Who Is Berne TREATED IN THE VA HosPITats? 


(By Lewis K. Gough, National Commander, The American Legion) 


“I am shocked and amazed * * * approximately 90 percent of those treated 
(in VA hospitals) have non-service-connected disabilities * * * The hospitals 
are filled by veterans who are not rightfully entitled to this service * * *,” 
Statements from address of Dr. R. J. Wilkinson, president of the Southern 
Medical Association, at the 1952 Miami convention of that association. 

Dr. Wilkinson is not the only one who is shocked and amazed. I am, too. 
Some would have us think that nearly every veteran in the VA hospitals is 
some sort of a bum, a free loader or a liar who is taking the taxpayers for a 
ride and cheating doctors out of fees at private practice rates. 

That idea has been supported by wide publication of the unadorned and un- 
explained fact (and it is a fact) that the majority of the patients in the VA 
hospitals have not been admitted for service-connected disabilities. 

Does this sort of reporting justify dark questions as to how most of the patients 
got into the hospitals in the first place? All Legionnaires, all veterans, and all 
Americans have a right to know who is being treated in the Veterans’ Adminis- 
tration hospitals, and by what right or reason they are getting this care. 

By 1950, wild tales about the status of VA patients had gotten wide circula- 
tion. That part of the true VA hospital admission figures that made the situa- 
tion seem the worst had been repeated (and exaggerated) over and over, without 
further facts or explanation. 
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For instance, Dr. Wilkinson’s analysis of the hospitalized veterans looks some- 
thing like this: 


SHS 


10% Service- | 90% “No Entitlement” 
Connected 


But in 1950, in connection with the United States census, the VA surveyed 
the status of every other VA patient—50 percent of those hospitalized. The 
survey covered all patients in VA beds on January 31, 1950. 

The findings of this survey so completely belied the facts and implications 
of statements like those of Dr. Wilkinson that another survey was made a year 
later, on January 31,1951. The results were substantially the same as those 
of the previous year. 

Let’s take a look at the results of the 1951 survey, it being the more recent. 
It reviewed a huge cross section of all VA patents, and no fair idea of the 
veterans’ hospital program can be formed by anybody who only sees a part of 
the picture. 

There were 107,226 veterans hospitalized by the VA on January 31, 1951. 

First, the survey found how many veterans had been admitted for care for 
disabilities that were rated service connected. The finding was that 35.5 percent 
had been, while the rest (64.5) needed some other basis for their eligibility. The 
eligibles and the ineligibles on the single basis of being admitted for service- 
connected dsabilities are shown, percentagewise, by the black and white figures 


 PPPLGGGHIG? 


35.5% Service- | 64.5% Unaccounted for 
Connected 


Going further, the survey found other patients who had service-connected dis- 
abilities, but who had been admitted for other medical complaints. These, added 
to those who were admitted for service connection, brought those with official 
service-connected disabilities to an even 50 percent of the total. 


HET! 


50% Rated Service- | 50% Not Rated 
Connected Service-Connected 


However, let us forget all but those who were admitted for service connection. 
We have seen they numbered 35.5 percent. One will quickly see that this is the 
rockbottom figures that can be used to suggest that most patients are free loaders 
who milk taxpayers and cheat doctors. 

When it arrived at this figure, the 1951 survey did not immediately shut its 
eyes and condemn all the other patients. It took a second look at the 64.5 percent 
(not 90 percent) who had been admitted for reasons rated nonservice connected. 

A number of these were hospitalized for tuberculosis and mental disturbances. 
These patients, even if they are fairly well off when taken ill, cannot begin to 
pay for their care. As a class, they are conceded to be medically indigent. 
Their afflictions cut off their incomes for a long time and drain away their re- 
sources. Remove them from the VA hospitals and they will go uncared for 
as serious public problems. Or they will enter the State hospitals which are, 
like the VA hospitals, tax supported. 

Today, the State hospitals cannot hold the VA mental and tubercular patients, 
while the municipal hospitals do not want any of them. Not only are most 
States unable to absorb the VA mental and tubercular patients, but such care 
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as most States can give is vastly inferior to VA care. Some State health com- 
missioners have frankly stated that, in their opinion, veterans are entitied to 
better care than they have to offer. Tragic punctuation was given this situation 
last Thanksgiving Day, when the newspapers reported that 15 patients were 
burned to death in a fire in a decrepit and ancient State mental hospital building 
in Dr. Wilkinson’s hometown of Huntington, W. Va. 

To kick the mental and tubercular patients out of the VA hospitals would solve 
nothing and make new. social and health problems for the Nation. 

How many non-service-connected patients in the VA hospitals on January 31, 
1951, were being given care for TB or mental disturbances? The survey found 
the figure to be 37.4 pecent of the total then hospitalized. 

If these, plus the 35.5 percent who were admitted for service connection, were 
eligible, then the total eligible was 72.9 percent. 


SHEET | 


72.9% Service-Connected 27.1% 
or Mental or T.B. | Unaccounted for 


Now we have 27.1 percent remaining. 

There were also some hon-service-connected patients who, while not mental 
or tubercular, had long-term chronic diseases such as cancer, heart disease, 
arthritis, and similar economically disabling afflictions. 

Medical authorities who have been among the strongest critics of the VA 
hospital admission system (when they looked no further than the service-con- 
nected figures) readily admit that chronic cases that need more than 90 straight 
days of hospitalization are medically indigent as a class, just as the mental and 
tubercular are. The same goes for patients with the same chronic, disabling 
afflictions who do not need 90 days straight treatment, but who need endless 
repeated hospital care fer shorter periods. As a group they suffer pauperizing 
illnesses if left to their own resources. (In view of the tendency of some VA 
critics to ignore the long-term patients in their attacks on the VA, it is interesting 
to note that the recent Booz-Allen-Hamilon survey of VA hospitals reported 
that 46 percent of all patients had been hospitalized for 2 years or more.) 

What did the 1951 survey find about the long-term chronic patients who were 
not service-connected, mental, or TB patients? It found that they numbered 
12.7 percent of the total (4.6 percent were in for 90 days or more, and 8.1 
percent were repeat chronics with long histories of repeated admissions for 
chronic, disabling afflictions). 

If these two were eligible, then the total eligible was 85.6 percent. 


SHETTY 


85.6% Service-Connected or 14.4% 
Mental or T.B. or Chronic | Unaccounted for 


The survey of those in the VA hospitals on that day ended there. Of our orig- 
inal 10 little men, less than 1%, or 14.4 percent, remain to be accounted for. 

Already we are a far cry from the thought that two-thirds (or even 90 percent) 
of the veteran patients are joyriders. 

What about the 14.4 percent that were left? 

They included: 

1. Veterans who were service connected but were not rated service connected 
by the VA. It is not true, as is so often carelessly reparted, that every veteran 
who is not rated service connected is being treated for disabilities that have no 
connection with war service. Those who make this interpretation of VA figures 
deceive themselves because they don’t understand the VA classification system. 
“Service connected” as it applies to patients is a technical phrase which means 
that the VA has officially ruled that the patient has a war-connected disability, 
and that he is hospitalized as a servic e-connected veteran. 
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VA has patients who are service connected, but are not so rated because an of- 
ficial determination has not yet been made. As many as 4 percent of all veterans 
in VA hospitals in some months have been rated nonservice connected in the 
monthly report, only to be rated service connected later. 

VA has other patients who are service connected, but who are hospitalized on 
some other basis than that of a “service-connected veteran,” such as by arrange- 
ment with the Armed Forces. Where this is true, they are not listed as service- 
connected veterans. We now have Korean combat casualties in VA hospitals who 
are not rated service connected, but who are supposed to have no rightful entitle- 
ment to this service, by critics who do not, or pretend not to, understand what 
service connected means. 

2. The 14.4 percent also included veterans who had been ordered into the hos 
pitals by the VA, so that VA could make its own check of medical evidence that 
the veteran had offered in support of a claim. 

3. The 14.4 percent included persons who were not even veterans, but who had 
been admitted because the VA offered the nearest or the only medical care in a 
life-or-death crisis. 

4. The 14.4 percent included veterans who had been admitted for one-shot, 
short-term care solely on the basis of their oath that they could not afford the care 
they needed. These have been estimated at 8 percent of the VA’s yearly patient 
load by a former severe critic of the system. 

Several leading physicians and municipal hospital experts, who once thought 
there was no sound basis for the admission of 70 percent of the VA patients, 
recently made a more thorough study. They then announced that they didn’t 
know how big the group of patients was that they would challenge, but said it was 
so small it wasn’t worth fighting about. 

Of course, any real abuse of the veterans’ hospitals is worth fighting about, 
just as the frequent abuse of those who are justly hospitalized is worth fighting 
about. 

To be hospitalized for any non-service-connected disability, a veteran must sign 
a form P-10, which includes an affidavit that he cannot afford to pay for the 
treatment for which he applies. This makes him eligible if facilities are avail- 
able. 

The abusive attacks that discredit all the nonservice connected assume that 
they all lie when they say they cannot pay for their care on their P—10 forms. 
All? The tubercular, the mental, the chronics—who make up the bulk of the 
nonservice connected—sign the P-10. 

Is the form P-10 being abused? If so, to what extent? Actually, nobody 
knows, though we do know the figure is small. If reforms are in order, they 
must be based on knowledge of abuse, and on methods of correction that do not 
hurt others. This year the P—10 has been tightened to the extent of emphasizing, 
at the signature line, the penalties for false oath. 

Actually, the real figures should be most reassuring to the critics, for what they 
reveal about general admission practices of the VA. Although any veteran who 
will sign a P—10 becomes eligible for hospital space if he needs the care and if 
the space is available, the figures show that the VA is pretty tough about who 
gets the available space. 

All but about 8 percent who are hospitalized are service connected, mental, TB, 
chronic, ordered in, public emergencies, or only technically nonservice connected. 

The critics who blast away indiscriminately at all the nonservice connected have 
a job to do, if they are to turn honest. They must subtract from the approxi- 
mately 8 percent remaining all those who told the truth on their P—10’s, and level 
their charges at a proved remainder. 

The VA and the Legion have repeatedly offered to join forces with critics who 
would give facts on abuses that would stand examination. At the Legion’s 
invitation, an informal joint committee of the Legion, the American Medical 
Association, and the VA (open also to representatives of other veteran and 
medical groups) held an initial meeting last spring in Washington to study 
alleged abuses. 

At that meeting, misrepresentation of the actual facts loomed as the biggest 
hurdle to clear. The chief problems that emerged were: (1) Lack of real evi- 
dence to back up claims of widespread abuses; and (2) the barrage of untrue 
charges whose investigation constantly wastes the time and energy of those 
interested in good VA administration. 

Such meetings hold promise. Our national Legion rehabilitation staff reports 
that followup talks with national medical and hospital leaders reveal a growing 
understanding of the facts of veterans’ medicine. 
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Many leading medical authorities who have now really studied the problems 
are coming to agree that the present national goal of about 131,000 VA beds is 
realistic. This is a position they violently opposed not long ago for want of 
proper information. 

The difficulty of better understanding all around arises from the large number 
of willing critics who sound off publicly on the strength of very skimpy 
knowledze. 

Dr. Wilkinson’s is just the most recent of a steady stream of nonfactuai 
attacks on care for the disabled veterans that have been aired in public ever 
since the close of World War II, when many were unwilling to face up to the 
big postwar obligation to veterans that a big war makes. 

Harper’s magazine, in February 1948, published an article by a Dr. Frederick 
W. Taylor, that attacked veterans’ medicine on the basis that 80 percent of the 
veterans hospitalized have illnesses not remotely connected with war service. 
Dr. Taylor demonstrated what the non-service-connected patients are like by 
citing six anonymous case histories that were all unsavory or dubious. Al- 
though the Harper's article gave all its attention to non-service-connected 
care, it did not so much as mention the TB, mental, and chronic cases who make 
up the vast bulk of the non-service-connected patients. Intelligent literature? 

In 1949, the Hoover Commission gave Congress a report on Government medical 
affairs. The opening page of the official report told Congress that the Govern- 
ment is trying to give medical care to all 18% million living veterans. 

No such principle, or fact, of care for all veterans has ever existed in this 
country. VA hospitals are geared to accommodate .007 of the veteran popula. 
tion. Those whom we saw in our 1951 survey, who were admitted on the basis 
of their P10 without long-term diseases or service connection, numbered .00046 
of the veteran population. 

Although the Hoover Commission has dishanded, its statements live on and 
continue to be aired with raised eyebrows by the uninformed. As recently as 
September 1952, Medical Economics magazine ran a cartoon against Government 
medicine that contained Hoover Commission information. This commercial 
medical magazine’s cartoon showed a billboard, whose lettering included “free 
medical care available indiscriminately to 18% million veterans.” A totally 
untrue statement without any basis in fact at all, but published to the medical 
profession nonetheless. 

The average veteran reader of these words has never had VA care, has 
never been in a position where he could get it, and pays his own doctor bills. 
He knows that VA care is so unavailable that it is highly selective. He is quite 
happy to have escaped war disability and to remain healthy enough and well 
enough off so that the VA wouldn’t have him. He is also happy to know that 
if health and prosperity both desert him he will have a chance for decent care 
from the Government that he served in war. 

The New York Times reported on May 21, 1952, that the 1,200 delegates to the 
convention of the Medical Society of New Jersey had passed a resolution urging 
VA care for the service connected only, and had protested a VA policy permitting 
medical care by the VA of the entire family and other relatives of veterans. 

The VA has no policy, and never has had a policy, and is not ever apt to have 
a policy permitting such care for the families of veterans and does not admit 
veterans’ families for care in VA hospitals. 

Meanwhile, as it proposed to limit VA care to the service connected, the New 
Jersey Medical Society made no suggestion as to what to do with the TB, mental, 
and long-term chronic patients whom it recommended be eliminated from VA 
care. New Jersey’s State hospitals could not begin to take care of New Jersey’s 
share of them. 

In a 1952 resolution against compusory health insurance and socialized medi- 
cine in general, the Daughters of the American Revolution included a “whereas” 
that said “* * * approximately 85 percent of patients treated in Veterans’ Ad- 
ministration hospitals are non-service-connected disabilities.” 

Not only was it about 20 percent too high in its figure, but the DAR clearly 
had no idea of the meaning of the non-service-connected care. Furthermore, 
veteran care is no new socialism. The principle of Government debt to the 
veteran is older than this Nation, and was first laid down for the United States 
by George Washington, in the name of the soldiers of the American Revolution. 
On leaving command of his army, General Washington wrote the governor of 
each State, asking: “Where is the man to be found who wishes to remain in- 
debted for the defense of his own person and property to the * * * bravery and 
blood of others, without making one generous effort to repay the debt of honor 
and gratitude?” 
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The policy was reaffirmed by Lincoln, Thecdore Roosevelt, and many others. 
The precise modern policy for the medical care of veterans was established 
under Calvin Coolidge in 1924. It was reexamined and reaffirmed for present- 
day veterans by Congress during World War II, and doesn’t belong in a resolu- 
tion against socialized medicine. 

It is easy to see that the bulk of the attacks on veterans care in the last 7 
years have calculated origins, and have been echoed by others who have never 
taken the trouble to study the matters on which they make public statements 
except, it seems, to read one another's statements. 

Sheer carlessness in public pronouncements relating to veterans is common- 
place. For instance, the New Jersey medical convention which we cited above 
also warned that if universal military trainng were to become law, practically 
everybody in the country would be eligible for Government medical care. How 
could the society arrive at this conclusion? Not by studying anything. First, 
they would have to assume that all UMT trainees would gain the status and 
rights of veterans. Second, they would have to assume (as we have seen they 
did erroneously assume) that the families of veterans are entitled to the same 
care as veterans. They were totally wrong on the last proposition. How about 
the first? 

Had the society's officers so much as taken the pains to read the UMT bill 
then before Congress, they would have seen that it provided that nobody would 
become eligible for any veterans’ medical benefits by virtue of becoming a UMT 
trainee, or any other veterans’ benefits not specifically written into the UMT 
pill. The precaution of reading what they were resolving about would have 
spared the society a foolish resolution. It would have spared those who read 
the resolution in the papers from believing a series of untruths. 

Perhaps the reader will groan, alonz with the Legion's rehabilitation director, 
T. O. Kraabel, who, on reading the actions of the Medical Society of New 
Jersey, said they were very disheartening. That’s putting it mildly. 


{From the Forty and Righter] 
O_p Economy LEAGUE OF 1932 anv 1933 Back ON THE Jos 


The following editorial appeared in the April 15, 1953, issue of the Indianapolis 
Star: 
“LISTEN, LEGION 


“The American Legion is but one of several veterans’ organizations consist- 
ently opposed to any reduction in cost or alteration method of operating the 
Veterans’ Administration’s medical program. 

“But it is the Legion which lately has been most outspoken in defense of 
its adamant stand in connection with veteran hospitalization. The Legion 
opposes any VA reorganization and demands reestablishment of VA medical 
and services affected by recent congressional appropriations cuts. The Legion 
apparently will stick to its guns even in the fact of evidence that VA hospital 
beds are occupied by grafters and chiselers. 

“Faced with testimony that 366 veterans who took paupers’ oaths to gain 
VA hospitalization were revealed to have incomes of from $4,000 to $50,000 
a year, an official Legion spokesman said he believed the Legion would oppose 
any effort to change the law to provide that persons with incomes above a 
certain level could not be admitted, even though their illnesses are not connected 
in any way with military service. 

“No one denies the veteran with a service-connected disability the right 
to the very best medical attention in the most efficiently operated VA hospital. 
But the American Legion may be a party to such denial by consistently pur- 
suing a course which condones grafters and chiselers currently occupying 
VA hospital beds and which is apparently blind to errors in the present system. 

“A great many veterans, includine the 300 in our present Congress, have 
come to realize the need for careful appraisal and stringent regulation of 
expenditures for VA service. But the American Legion, which apparently can 
see no wrong in VA consistently finds an increasing VA appropriation less 
than adequate. This is the same American Legion which, in its convention 
resolutions for 1953, declares itself in favor of a constitutional amendment 
to limit the power of Congress to levy and collect taxes. 

“We would be fearful of this sort of reasoning except for the fact that 
our national population now includes 20 million veterans and they're being 
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added to the list at the rate of 1 million a year. The saturation point is near 
as Mr. Truman noted when he said, ‘If the Armed Forces continue at their 
present size, most Americans will soon be veterans or dependents of veterans.’ 

“Naturally, when that day arrives, an all-veteran population of taxpayers 
will outweigh the Legion lobby. Already the growing throng is whispering 
its resentment. We wish the Legion would hear the sound and act accordingly.” 


THE HOSPITAL QUESTION 


Items or editorials in similar vein are appearing in nearly all of the metro- 
politan newspapers and in some magazines and are inspired by the same old 
elements that brought about the Economy Act of March, 1933, when thousands 
of war heroes went to premature graves. 

The question of continuance of hospitalization of war veterans for nonservice- 
connected disabilities was again brought into sharp focus early in April by the 
chairman of the subcommittee on appropriations that handles veterans’ funds. 

This gentleman said on the floor of the House that his subcommittee had 
looked into 40,000 applications for hospitalization by veterans and had picked 
out 500 by the following method: by saying that this man is in a classification in 
ordinary life which implies income; he is a lawyer, doctor, businessman, or pro- 
fessional man, and in all fairness it is right to believe he has an income. 

In other words, the subcommittee of the House sifted through 40,000 applica- 
tions for hospitalization and found 500 from veterans who looked as if they 
should have pretty good incomes. Out of the 500 thus selected, it was proven that 
336 had incomes above $4,000 a year, the chairman said. 


WHAT DO YOU MEAN “INCOME”? 


The chairman did not explain what he meant by “income.” Did he mean that 
these 336 sick or disabled veterans had better than $4,000 a year coming in while 
they were lying flat on their backs in a hospital bed? Or did he mean that they 
were able to earn upward of $4,000 a year when they were well and working? 

To have an income of $4,000 without having to work for it, normally requires 
investments of around $100,000. How many veterans are worth that kind of 
money? They are certainly too few to argue about. 

You and I know that when the average veteran gets sick or injured badly 
enough to require hospital care, his income is apt to get very sick, too, or stop 
altogether. His expenses at home go on just the same, and a veteran who was 
making $4,000, or even much more than that, when he was in good health and 
working, might very well be able to sign an affidavit that he could not pay the 
expenses of a long siege in the hospital, and he would be telling no lie. 

We would be the first to admit that a few wealthy veterans may have gone to 
VA hospitals, just as Members of Congress have entered Army and Navy hospitals 
by the score at very minor per diem expense. We will even go along with the 
congressional committee statistic which show that 336 guys out of 40,000 hos- 
pitalized by the VA might have been able to pay for private treatment, and we 
would suggest that the VA did pretty well getting by with so few doubtfuls. But 
when this less than 1 percent of cases about which there could be doubt are taken 
as typical of all hospitalized veterans and used to make the public believe that 
the VA hospitals are full of grafters and chislers, we are going to put up an argu- 
ment. A few exceptional cases are being played up in an effort to deprive all 
veterans of their hospital privileges. 


ENOUGH HOSPITALS? 


This gentleman further stated that when we built hospitals, arranged benefits, 
for a maximum of 4 million veterans—World War I—it was not necessary for 
us to impose rigorous regulations on the conditions, for example, those under 
which men might be admitted into these hospitals. If there were vacant beds, 
and there usually were, these might be occupied by any veteran, whether he 
needed hospitalization for a service-connected injury or whether he had a 
service-connected injury and wanted hospitalization for some other condition, 
or whether he was simply a non-service-connected veteran and was there for 
some physical condition which anyone of us might suffer as we grow older in 
life. The beds were there and actually this broader field of practice kept doc- 
tors in the veterans’ service. 

Let’s look at the record. In 1933 we had 71 Veterans’ Administration hos- 
pitals with a combined bed capacity of 40,213 and also 22,302 domiciliary beds 
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‘ 
for a veteran population of approximately 4 million. In 1945 we had 97 Vet- 
erans’ Administration hospitals with a combined bed capacity of 81,133 and 
also 14,078 domiciliary beds for a veteran population that had increased, due 
to World War II, to approximately 20 million. On January 31, 1953, we had 
158 VA hospitals with a standard bed capacity of 118,238, while the operating 
beds available was 108,208. 

The 158 VA hospitals consisted of 20 TB, 35 NP, and 103 GM hospitals. Ac- 
cording to the VA statistical summary of February 1953, the population of 
living war veterans was 19,914,000. Most of these new hospitals taken over 
by the Veterans’ Administration were Army and Navy hospitals constructed 
during World War II and do not represent new construction. 

According to the revised construction program of the VA the ultimate goal is 
a total of 131,031 beds. It may be of interest to note that the available beds 
in the VA system accommodate only seven-tenths of 1 percent of the veteran 
population at any one time. 


SOCIALIZED MEDICINE? 


The gentleman referred to above goes on to say that we can continue the 
present liberal interpretation of benefits; we can supply hospitalization to vet- 
erans without service-connected disabilities. This will require 200,000 addi- 
tional beds in less than one generation without any enlargement of the Korean 
war, he figured, and will take us into socialized medicine without our realizing 
it while we protest that we do not want it and defeat all direct proposals on 
this floor. 

ln order to figure the cost to the taxpayer, the Congressman said, we must 
multiply 200,000 beds by approximately $20,000 per bed as the cost of building a 
hospital, and add a billion doUars to the administrative costs of the Veterans’ 
Administration in addition to those we already have. The World War I veteran, 
he said, buys one-third, with his present benefit dollar, that he would have bought 
with a dollar when he was discharged. The World War II veteran buys one- 
half of the things with his dollar that he could have bought when he enlisted. 
How much do we want the Korean veteran to get for his dollar? The first 
suggestion, therefore, to continue the present program is untenable. 

His idea of projecting a total of 200,000 additional beds as being needed in 
less than 1 generation has the psychological effect of discouraging completion 
and activation of the 131,000 beds already authorized by Congress, a goal that 
we have been trying to reach for nearly 10 years. 


FEDERAL OR LOCAL CARE? 


The gentleman goes on to explain, by giving an example such as when a veteran 
reaches, we will say, 60 or 65 years of age, if he is indigent, somebody must care 
for him if he is sick. There is a question involving policy which is not for my 
subcommittee to decide, but for the Congress to decide. In some cases it is prob- 
ably cheaper to care for him in properly arranged veterans hospitals which have 
beds available, than it is to build new State hospitals to care for the aged. How- 
ever, as a general statement, such hospitalization should properly be given by 
the local agencies of government. 

On December 6, 1932, President Hoover in a message to Congress made the 
following statement: “The Nation should not ask for a reduction in allowance 
to men and dependents whose disabilities rise out of war service, nor to those 
veterans with substantial service who have become totally disabled from non- 
service-connected causes and who are at the same time without means of support. 
These latter veterans are a charge on the community at some point, and I feel 
that in view of their service to the Nation as a whole, the responsibility should 
fall upon the Federal Government.” 

In December 1923, President Coolidge said: “I recommend that all hospitals 
(veterans) be authorized at once to receive and care for, without hospital pay, 
the veterans of all wars needing such care, whenever there are vacant beds, and 
that immediate steps be taken to enlarge and build new hospitals to serve all 
such cases.” 

I quote you from an editorial appearing in the April 9, 1953, issue of the 
National Tribune, Washington, D. C.: “It is rumored that another Congressman 
is about to introduce a bill to deny free hospitalization to any veteran who has an 
income exceeding $4,000 annually. Because we think he’s on the level and wants 
to have this thing settled for once and for all, we think all organized veterans 
should support his intent and fight it out on that line. We know no surer way to 
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clear the atmosphere or to commit political suicide than by agreeing to the pro- 
posal if it comes. This harassment of veterans and the VA have gone far enough. 
The Republican Party platform calls for a VA ‘equipped to provide and maintain 
medical and hospital care of the highest possible standard for all eligible vet- 
erans,’ and those that the chairman of the Appropriations Committee subcom- 
mittee opposes are eligible under the law. The Democratic platform demands 
about the same thing. Both are being violated as of today, and, as a Republican, 
this gentleman is doing his bipartisan part all too well. Let’s join this fight. 
Let’s seek such a bill to clarify the issue. We know 5 or 6 million organized 
veterans who will be only too happy to take this issue to the polls as early as 
1954. It’s men they want in Washington anwway, not politicians evading duty 
and economizing illegally at their expense.” 


{From the Congressional Record of June 17, 1953] 


Mr. Evins. Mr. Chairman, I move to strike out the last word. 

Mr. Chairman, the Committee on Veterans’ Affairs has given con- 
siderable study to the hospital and medical care problem. A special 
Subcommittee on Hospitals has made an extensive survey of the vet- 
erans’ hospital program including the service-connected and non- 
sie biid Sclinctol caseload. 

I should say that the veterans’ hospital program has been blackened 
and given a black eye by a few instances of irregularities and some 
illegal and improper admissions of veterans to VA hospitals. 

During the recent months, there have been in fact 3 surveys made by 
responsible sources of the Government. with reference to the hospital 
and medical service of the Veterans’ Administration. I want to direct 
the Committee’s attention to the result of these surveys—each of which 
tends to discount and discredit much of the false propaganda being 
directed against the veterans’ hospital and medical care program. 

These surveys show that the number of veterans with non-service- 
connected disabilities who have been improperly and illegally ad- 
mitted to VA hospitals constitute a few exceptions. These exceptions 
have been strongly exaggerated and magnified—to the extent that the 
whole Veterans’ Administration medical and hospital program has 
been damaged and blackened. 

Some critics of the Veterans’ Administration program have allowed 
a few scattered clouds on the horizon to cast shadows over the opera- 
tion of a great medical program for the disabled and needy veterans 
of the Nation. 

The Appropriations Committee, in its report, has cited 12 cases— 
which the committee believes are cases of veterans improperly admitted 
to the VA hospitals. All the facts on the cases are not given. 

It should be remembered that there are more than 20 million vet- 
erans in the Nation, and approximately 114,000 veterans in our hospi- 
tals today. 

When we consider the average daily patient load of 114,000 vet- 
erans in hospitals—and 20 million veterans of the Nation, 12 cases of 
questionable and improper admissions is certainly not a bad situa- 
tion. It is, in fact, an excellent record—a record of administration 
of which the Nation can and should be proud. ~~ 

An illustration of one such instance may serve to show the damage 
which results to veterans’ hospital programs by publicity being given 
to a seemingly improper case without the full facts being known. 

The mayor of one of our great cities of the South was admitted to a 
veterans’ hospital for care and treatment and the press played up the 
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facts of this admission as one improperly admitted to a veterans’ 
hospital. The facts are that this mayor was a Marine Corps veteran. 
He died shortly after his admittance to the veterans’ hospital and his 
estate, upon administration, was declared bankrupt. 

I am sure that this veteran must have known best his financial 
circumstances at the time of his admittance into the hospital—better 
than the critics of the veterans’ hospital program. 

All of the surveys of the VA hospitals in this connection refute the 
critics of the medical care program. 

The Comptroller General’s report covered a survey of 46 veterans’ 
general medical and surgical hospitals. This report, submitted to the 
chairman of the Committee on Veterans’ Affairs on March 11, of this 
year, shows that of the 46 hospitals surveyed, 64.4 percent of the vet- 
erans hospitalized were suffering from non-service-connected disa- 
bilities while 35.6 percent of the caseload in these hospitals were serv- 
ice-connected veterans. 

At first glance, some persons might assume that a large number of 
the 64.4 percent of veterans with non-service-connected disabilities 
were ineligible or illegally admitted to VA hospitals. 

A more careful analysis shows that 24.8 percent of veterans in this 
category had permanent and total disabilities and were receiving 
compensation and being treated for both service-connected and non- 
service-connected disabilities. Eleven and four-tenths percent of vet- 
erans in this group were suffering from service-connected disabilities 
and were, at the time, being treated for non-service-connected disa- 
bilities. An additional 11.4 percent of veterans in this class were 
suffering from tuberculosis, cancer, psychosis, or other long-term 
chronic disabilities. Six and one-tenth percent were being treated 
for other disabilities—the nature of which had not been adjudicated or 
determined at the time. 

Veterans with service-connected disabilities plus the number of vet- 
erans suffering from TB, cancer, psychotic, and long-term disa- 
bilities—all legally admitted to VA hospitals—total 89.9 percent of 
VA cases. 

According to the GAO report, we thus have only 10.1 percent of 
veterans hospitalized who had no service-connected disabilities, and 
who are being treated for sickness and disabilities for less than 90 
days—a small fraction indeed of the veteran population. 

We have a question today as to whether the Federal Government 
or the States shall care for the disabled and needy veterans of this 
country. It is a major question as to whether it shall be a Federal or a 
State responsibility. 

Former President Hoover said in 1932: 

“The Nation is not asking for a reduction in allowance for men and 
dependents whose disabilities arise out of war service nor for those 
veterans with substantial service who have become totally disabled 
from non-service-connected causes and who are at the same time with- 
out means of support. These latter veterans are a charge of the com- 
munity at some point, and I feel that in view of their service to the 
Nation as a ah responsibility should fall upon the Federal Gov- 
ernment.” 

President Hoover recognized that the responsibility for the care 
of the disabled and needy non-service-connected veteran was a Fed- 
eral responsibility. 
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Former President Coolidge said in 1933: 


I recommend that all hospitals be authorized at once to receive and care for, 
without hospital pay, the veterans of all wars needing such care whenever there 
are vacant beds and that immediate steps be taken to enlarge and build new 
hospitals to serve all such cases. 

It has long been accepted Federal policy that the Federal Govern- 
ment should care for the disabled and needy veterans of the Nation. 

We have heard here today statements to the effect that the veteran 
population of the Nation is increasing—that the cost of care for the 
veterans of the Nation is increasing. We have all heard this song 
before. We hear it each time that the Appropriations Committee 
reports the annual appropriations bill for the care of the veterans of 
the Nation. 

When I first came to the Congress, shortly following World War 
II, the total appropriations for the Veterans’ Administration for all 
purposes was approximately $9 billion. This was in 1947. 

In 1948 appropriations for the VA were reduced, in round figures, 
to $8 billion. 

In 1949 VA appropriations were further reduced to approximately 
$7.500,000,000. 

In 1950 there was a further cut in funds for the VA for all purposes 
to about $6 billion and for the next year to $5 billion. 

Last year appropriations for all purposes for the Veterans’ Ad- 
ministration totaled $4,157,203,960—and now for the fiscal year 1954— 
the present bill carries a total fund for the VA for all purposes of 
$4,008,335,264—which represents a cut of $414 billion during the past 
6 years. So do not let anyone tell you that expenditures for veterans 
are inereasing. The number of veterans is increasing, but the cost 
of benefits to veterans is decreasing. 

The original budget request for the hospital and medical care pro- 
gram for 1954 was $921,100,000. This bill carries an authorization for 
these purposes totaling $895,710,600, which is a cut of $25,389,400 for 
administration, hospital, and medical-care programs. 

The committee has approved $555 million for the hospital program 
alone and this sum is more than the amount recommended in the 
original Truman budget or the Eisenhower revised budget. 

The committee should be congratulated for providing full funds 
for the hospital program—an amount which VA officials and the Chief 
Medical Director have assured the committee would be adequate to do 
a good job and insure operation of all existing VA hospitals. 

The committee has provided funds for the hospital program while 
at the same time making cuts and reductions in other phases of vet- 
erans’ benefits—cuts have thus been made elsewhere to offset this 
increase. 

A reduction of $300 million has been made for compensation and 
pension. The amount for compensation and pension is fixed by law, 
and this reduction will, of necessity, have to be later restored by sub- 
sequent appropriations. 

Readjustment benefits for veterans of World War II and Korean 
veterans have been cut by $220,651,000. Funds for repair and improve- 
ment of VA buildings and other items have been cut $7,344,000—repre- 
senting a total cut of $565,879,400 over the revised 1954 estimates of 
VA needs. 
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Yes, reductions are continually being made in the veterans’ benefit 
program. The hospital and medical care service for veterans repre- 
sents the very heart and core of veterans’ benefits. The overall cuts 
have been too severe. It is time that this trend be stopped. 

In addition to the number of veterans of the Nation, more than 
80,000 Korean veterans are being discharged each month. 

A grateful Nation should see to it that these men are given just 
recognition for their sacrifices and services to the Nation. 

We as a nation cannot carry on the traditions that have made our 
country great simply by uttering words of praise to our Nation’s 
heroes or Memorial Day. The great veterans’ benefit program we have 
built up should not be whittled away. It should not be scuttled by 
those who would economize at the expense of the disabled and needy 
veterans of our country. 

The question of responsibility for the diseased, disabled, and the 
needy veterans of this country is a Federal responsibility and not a 
State responsibility. We should not try to shirk our responsibility by 
putting riders on appropriation bills to cut off benefits to the needy 
veterans, just because there have been a few cases of illegal admissions 
to VA hospitals. Under such a procedure deserving veterans would be 
penalized. 

Mr. Sarwor. I would like to inform the members of the committee 
that the House will meet tomorrow morning at 10 o’clock. In view 
of the fact that we have asked the representative of the American 
Legion to appear tomorrow and testify the Chair is about to inform 
you that we will have the earliest meeting that I understand has ever 
been held by this committee. We will adjourn and meet at 8:30 a. m. 
tomorrow. 

Thank you, Mr. Wilson, for appearing. 

(Thereupon, at 11 a. m., Thursday, July 9, 1953, the hearing re- 
cessed to reconvene at 8:30 a. m., F riday, July 10, 1953.) 





ENTITLEMENT AND ELIGIBILITY OF VETERANS FOR 
HOSPITAL CARE AND OUTPATIENT DENTAL TREATMENT 


FRIDAY, JULY 10, 1953 


Hovss or REPRESENTATIVES, 
SUBCOMMITTEE OF THE COMMITTEE ON VETERANS’ AFFAIRS, 
Washington, D.C. 

The subcommittee met, pursuant to recess, at 8:30 a, m. in room 
356, Old House Office Building, Hon. Bernard W. (Pat) Kearney, 
chairman of the subcommittee presiding. 

Mr. Kearney. The committee will be in order. 

This morning we are listening to representatives of the American 
Legion, and present are: 

Robert M. McCurdy, chairman, national rehabilitation commis- 
sion; Miles D. Kennedy, director, national legislative commission; 
T. O. Kraabel, director, national rehabilitation commission; Charles 
W. Stevens, assistant director, national rehabilitation commission; 
Dr. Hyman D. Shapiro, senior medical consultant; Cecil H. Munson, 
chief of vocation and education, and Ed McGrail, chief of informa- 
tion, national rehabilitation commission. 

Miles, do you want to introduce our friend Bob? 


STATEMENTS OF ROBERT M. McCURDY, CHAIRMAN, NATIONAL 
REHABILITATION COMMISSION; AND MILES D. KENNEDY, DI- 
RECTOR, NATIONAL LEGISLATIVE COMMISSION; ACCOMPANIED 
BY T. 0. KRAABEL, DIRECTOR, NATIONAL REHABILITATION 
COMMISSION; CHARLES W. STEVENS, ASSISTANT DIRECTOR, 
NATIONAL REHABILITATION COMMISSION; DR. HYMAN D. 
SHAPIRO, SENIOR MEDICAL CONSULTANT; AND CECIL H. MUN- 
SON, CHIEF OF VOCATIONAL AND EDUCATION, NATIONAL 
REHABILITATION COMMISSION, THE AMERICAN LEGION 


Mr. Kennepy. Mr. Chairman and gentlemen of the committee, 
on behalf of the national organization, | would like to express our 
sincere thanks and appreciation for your courteous invitation to the 
American Legion to present its views on this important legislation 
which is now before you. 

I know that you have all met Mr. Robert M. McCurdy on his pre- 
vious occasions here. I think the last time he appeared before this 
committee was on March 4, when he outlined our rehabilitation pro- 
gram fur the current session of Congress. 

Mr. McCurdy has never been on the American Legion’s payroll, 
so that he cannot be classified as a so-called professional paid veteran, 
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He served with distinction in World War I as a captain of Infantry, 
and he himself suffered a service-connected disability from which 
he has never recovered. However, he has devoted the intervening 
years of his life since his discharge from the Army in World War I 
to aiding and assisting our disabled veterans. 

Mr. Mc »Curdy has been a member of our national rehabilitation com- 
mission practically since its inception. While he has not served as 
chairman during all of the intervening years since our organization 
was formed in 1919, he has served in such capacity during many of 
those years. He is now serving as our national rehabilitation com- 
mission chairman. 

Without further ado, Mr. Chairman and gentlemen, at this time 
I would like to introduce Mr. Robert M. McCurdy, chairman of our 
national rehabiliation commission. 

Mr. Kearney. You forgot to mention the service he has rendered 
in acting as toastmaster at various banquets. 

Mr. Kennepy. If the chairman of the full committee were here, 
maybe something else could be added. 

Mr. Kearney. We will let Mrs. Rogers and he straighten that out. 

I personally know of the work that he has done on behalf of the 
veterans for a good many years. 

With reference to your statement, you can do what you wish to 
with reference to it. If you like, you can simply hit the highlights, 
because it will all be incorporated in the record anyway. Person- 
ally, instead of having you read the statement, I would rather have 
you ad lib, because I know that you are past master at that, and per- 
haps the committee might like to ask some questions from time to 
time. So you just start in and do whatever you want to do. 

Mr. McCurpy. Thank you, Mr. Chairman and gentlemen. 

(The prepared statement of Mr. McCurdy is as ‘follows:) 


STATEMENT OF Rosnert M. McCurpy, CHAIRMAN, NATIONAL REHABILITATION 
COMMISSION, THE AMERICAN LEGION 


HOSPITALIZATION ENTITLEMENT OF VETERANS 


The problem 

We are advised that these hearings are primarily intended as a discussion of 
the subject of hospitalization entitlement of veterans. That language is lifted 
from the letter of the chairman of the Subcommittee on Hospitals, the Honor- 
able B. W. “Pat” Kearney. 

The subject for discussion does not sound so formidable. Reduced to its 
fundamental purposes this hearing is designed to permit us to enter our recom- 
mendations about those who shall be given medical and hospital care at the 
expense of the Federal Government, as the result of rights and privileges 
granted because of prior service in the Armed Forces in defense of our Nation. 


The question is not newly risen 

It is not too presumptuous to say that this discussion does not raise any new 
issues. Most of you, and certainly many of us, who are participating in this 
discussion, have a feeling that we have been down this road before. 

This Subcommittee on Hospitals, in House Committee Print No. 53, published 
earlier this year, included an invaluable historical statement covering the legis- 
lative enactments that have provided hospitalization for veterans of World 
War I, World War II, and the K-veterans. 

Such legislation came into being in October 1917. In the ebb and flow of legis- 
lative tides there have been inspired moments in history when the veteran, the 
legislator, the veterans’ organizations, the Veterans’ Administration and its pred- 
ecessor agencies, and the general taxpayer, have been able to meet on common 
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ground and say it is proper and just that the right to hospitalization belong to 
certain classes of veterans, the privilege of hospitalization, under certain condi- 
tions, to other groups of veterans. 

There are also periods twice repeated, which have been operating since 1947 
in its second phase, when the uncertainties of peace, the postwar costs of war, 
the fantastic expansion of benefits to the whole world, have brought the treat- 
ment of the veteran into an era of suspicion, distrust, and lack of marksmanship 
in keeping on the target. 

The problem has remained fundamentally simple. The ramifications of the 
discussions that have been conducted since 1947 have enormously beclouded the 
fundamental issues, have made the problem seem amazingly complex. 


Some things we should like to see 

It is our belief that there should be an earnest endeavor to recapture the spirit 
that was in evidence when the World War Veterans Act of 1924 was enacted; 
when the Dawes Commission was able to inspire confidence in all concerned in 
the period prior to the passage of the World War Veterans Act of 1924; and in 
the period when the Congress adopted the Servicemen’s Readjustment Act of 
1944, and the Veterans Preference Act of 1944. 

In those periods, it seems to us, the paramount issue was the veteran. The 
Federal Government, on all sides, was thinking of the honored place of the 
veteran, and what benefits and services should be provided for him, for his widow, 
for his orphaned children. 

The veterans we have today are the same veterans who were being considered 
in those periods. In suggesting the desirability of a return to the thinking of the 
periods heretofore enumerated, we should like to see, therefore, that the problem 
be read once again, and that always we keep in mind that it is the system of 
benefits for the soldier turned veteran, the man who has preserved our form of 
government in war, which is before us for consideration. 

It isn’t primarily the dollar. It isn’t primarily the opinion of organized 
medicine, It isn’t primarily the good or the bad administration of the laws. It 
isn’t primarily the political complexion of the administration. It is primarily 
and inflexibly the question of the veteran who earned his entitlement to certain 
benefits and services by reason of his service to the Nation. 


Some things it is convenient to avoid discussing 

The United States Bureau of the Budget is realistic in discussing the budget 
for the cost of veterans’ benefits and services. It lumps the cost of interest on 
the national debt with the cost of veterans’ benefits. And since the interest on 
the national debt is largely a result of the cost of war, the Budget Bureau is 
making an honest appraisal in classifying the cost of veterans’ benefits and 
Services as a cost of war. 

Thus it is that veterans’ benefits and services are not social security, they are 
not employees’ compensation, they are not a product of any scheme of hospital 
insurance. They are everlastingly and continuously a part of the cost of war 
and should be so considered. 

There is not a pe1son considering the veterans’ entitlement to hospitalization 
who wants to consider what might have happened had not the American people 
approved generous treatment of the veteran. 

Anacostia Flats, here in the District of Columbia, presents a far different pic- 
ture today to that presented in 1932, when the so-called bonus army was there 
in all its disarray. 

No one considering this problem wants a repetition of the condition that 
created the necessity for establishing a dissident group of veterans in Fort Hunt, 
down the Potomac. 

No one here wants a repetition of that disaster that occurred when a group of 
veterans, shunted down the Key West causeway, was caught in the horrers of a 
hurricane. 

No one here wants a repetition of the condition that made it necessary to send 
groups of veterans into the woods in a phase of the Civilian Conservation Corps 
program. 

While it is convenient to avoid discussing such matters, it is well to keep them 
in mind. All of them had a certain grim significance, the lessons of which 
should never be lost to those who have the responsibility of making decisions 
to commit this Nation to war, to produce veterans. 

There are other subjects that are too seldom discussed, which are also of vast 
significance. Their lessons should not be lost to those who must make decisions. 
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The 20 millions of veterans that we have are firmly integrated into our daily 
lives. They occupy an honored place in all stations of life. They have multiplied 
the value of family life in their purchase of homes. They have raised the 
standard of life in America through their absorption of the educational oppor- 
tunities presented to them on their return to civilian life. 

The advantages in serving God and country are nowhere more firmly 
entrenched than among these veterans and their families. 

Those who are seeking dollar economies, those who are frustrated because 
their ideas of administering veterans’ benefits and services have not been 
adopted, should think long and hard before they disturb this stabilized situation. 

It is well and proper for all of us to pause and admire the strength that 
this great group of veterans has contributed to the life of the Nation. Let us 
not worry too much about the small group of veterans who, when sick and 
disabled, turn to their Government for the care and assistance they need and 
have earned. 

Some indications that we are journeying once again along a well-traveled road 

The Hoover Commission laid the groundwork for the expression that has 
become a cliche among those who criticize Federal hospitalization of veterans. 
In its report on medical activities the Hoover Commission said: “The Federal 
Government is attempting to give varying degrees of direct medical care to 24 
million beneficiaries” and then followed this with the statement that “vet- 
erans * * * constitute the bulk of this large segment of our population.” 

While the recommendations of the Hoover Commission, insofar as they apply 
to veterans’ benefits and services, have not been generally accepted, it is un- 
fortunate that such a gross misstatement of the operation of the Veterans’ 
Administration Department of Medicine and Surgery has had such wide ac- 
ceptance. 

In actual fact the medical and hospital program of the VA operates on a 
basis that is far nearer the estimated peak for World War I veterans than it 
is to the erroneous estimate of the Hoover Commission. 

Your subcommittee has the lessons of the Economy Act well in mind. It is 
not so well known to the public at large that a Joint Congressional Committee 
on Veterans’ Affairs conducted hearings late in 1932, and that its findings were 
reflected in the Economy Act. 

Those who are given to the practice of saying how difficult it is to care for 
the sick and disabled veterans of today had their counterpart in the groups and 
the individuals who appeared before that joint congressional committee. Al- 
though the veteran population has increased since that day because two more 
wars have been fought, the economizers of that day were just as vociferous and 
just as fond of saying that the cost of veterans’ benefits and services would bank- 
rupt the Nation. 

Organized medicine was represented before that committee as it was before 
the Senate Appropriations Committee hearing witnesses on the independent 
offices appropriation for 19385. Incidentally, organized medicine in the latter 
case was inveighing against the dire consequences that would befall the veteran, 
organized medicine, the hospitals of the Nation, and the taxpayer, in the event 
Senator Reed’s amendment to section 6 of Public Law 2 of the 73d Congress 
were adopted. That is still the same section that is before you today and is a 
matter of so much controversy. 

Well, the Congress adopted the amendment over the bitter protest of the 
representatives of organized medicine. I doubt that there is any one considering 
that action of Congress who can say that organized medicine has suffered in 
the 20 years that have elapsed, that it caused the closing of the doors of any 
hospital, or that any individual, or any group of doctors, suffered one iota. To 
the contrary, it probably increased the professional and economic standing of 
all those groups. And here again, it is not wise to forget that the primary con- 
cern of those who adopted this amendment of Senator Reed’s was that it should 
be of benefit to the sick and disabled veteran. He is the one who should always 
be remembered. Other issues are secondary to that of the concern for his wel- 
fare. 

Incidentally, those who appeared before the Joint Congressional Committee on 
Veterans’ Affairs included those representatives of the National Bconomy League 
who were fond of saying that prepayment of the adjusted service certificates, 
those one-payment 20-year endowment policies popularly termed the bonus, would 
bankrupt the Nation. In retrospect, although prepayment was effected, it prob- 
ably would be difficult to find a reputable economist who would say that such 
prepayment caused even a ripple on the financial seas. 
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The Hill-Burton hospital program 

In March of 1953 the United States Public Health Service reported that 
2,046 projects including 99,160 beds had been approved in the program that be- 
gan in 1946 and is technically known as the Hospital Survey and Construction 
Act of 1946, popularly termed the Hill-Burton Act. Of these 2,046 projects, 1,171 
providing 45,240 beds and 206 health centers were in operation; 704 involving 
44,855 beds and 86 health centers were under construction. 

The American Legion has supported this program as being one that would 
bring hospitals to areas where hospital facilities were scarce or nonexistent, 
and thereby contribute to the general health and welfare of the total population. 

In the summer of 1952, when 1,827 projects had been approved, it was re- 
ported that 1,297 of the 1,827 projects were for general medical and surgical 
beds. Only 55 of the construction projects were for tuberculosis units, and of 
these 55, only 29 were for new units. For mental patients only 87 units were 
approved, and of these only 20 were for new construction. For care of chronic 
disabilities there were then 26 approved projects and only 14 of these were for 
new construction. 

The lack of emphasis on NP, TB, and chronic disease care and treatment in 
the Hill-Burton program is symptomatic of one of the problems that is such a 
challenge to organized medicine today. Like so many other problems concerned 
with medical and hospital care. this is not a new condition. Unfortunately, or 
ganized medicine, with leadership in the field of medical and hospital! care, has 
done less with the matter of solving this problem than any other it has faced 

We find an editorial in a medical journal in May 1953 saying that “again it 
may be shown that the hospitalization of psychiatric patients is largely under 
Government control, inasmuch as the hospitals in this division maintained an 
average census of 688,119 as compared with 15,937 in the nongovernmental group. 
A similar pattern exists in the tuberculosis division, where the Government hos- 
pitals admitted 95,789 patients and the nongovernmental units 14,136. 

Neither in 1934, when organized medicine was telling the Senate Appropria- 
tions Committee that veterans should go on relief to get medical care in their 
home communities, was saying that the then medical and hospital program in 
the VA was a lottery, was apologizing for those who for one reason or another 
were not drafted for service in time of war, and was saying that those who 
escaped the draft “did his (their) duty just as much as did the men selected 
for service’; nor in 1953, when it said that its opposition to the general hospi- 
talization of the veteran was based upon the position “whether the Federal 
Government should continue to engage in a gigantic medical care program in 
competition with private medical institutions” was there any marked objection 
to the VA continuing to care for the TB’s and NP’s. 

The. error in projections of future veteran bed needs 


Periodically there appears the statement projecting the future needs for beds 
for veterans, in the event the present policy of the Federal Government is con- 
tinued. Fantastic estimates are arrived at, both as to the number of beds 
needed and the cost of construction for the hospitals including such beds, as 
well as for their maintenance and operation. 

It is well known that the President in 1940, along with the Federal Board of 
Hospitalization, approved a plan to provide 100,000 hospital and domiciliary 
beds for veterans of World War I and earlier wars, and that this plan was to 
come to completion by 1950. 

In the early 1940's there were projections of the estimated needs following 
World War II that said we should have 300,000 hospital and domiciliary beds 
by 1970. The first 100,000 of these beds would be reached by expanding the 
existing VA hospital system; the second would be reached by taking over Army 
and Navy hospitals no longer needed in postwar II and using them as domicil- 
iaries; the third 100,000 was in the indefinite stage. That 100,000 would be 
considered as the needs arose. 

Both the planning of 1940 and the projection of the early 1940's have been 
proved wrong in practice. As of April 1953 there were 171 VA hospitals in exis- 
tence with a standard capacity of 120,067 beds. For 1954 it was estimated there 
would be 17 domiciliaries with 17,810 beds. 

During fiscal year 1953 funds were provided to operate a daily average of 
slightly under 99,000 beds in the hospitals and approximately 17,000 beds in the 
domiciliaries. 

The experience of the VA in the years since 1945 has been that the demand for 
all types of beds, i. e., general medical and surgical, NP, TB and chronic, in addi- 
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tion to those in the domicilaries, has not kept pace with the growth in popula- 
tion among veterans. The bogeyman of the Federal Government providing care 
for 24 millions just has become a mirage that has dissipated in thin air in the 
light of experience. 


Some thoughts regarding this inquiry 


It is our desire to be helpful in the House Veterans’ Affairs Committee and to 
all of its subcommittees. We worked for the creation of this committee. Down 
through the years it has been the vehicle giving stability and continuity to 
consideration of veterans’ legislation in the halls of Congress. For these, and 
for other reasons, we have been disturbed by tendencies seeming to express a 
desire to bypass this committee in the House of Representatives. That, in our 
opinion, is not healthful. While there have been a few important instances 
in which veterans’ legislation did not originate with legislative committees, 
they have been the exceptions proving the rule. 

We supported the legislation that came into being 18 years ago, providing 
hospitalization for those whose ailments are not adjudicated as due to service 
and who cannot reasonably afford to pay for medical and hospital care. 

We have maintained that position throughout those 18 years. During that 
period we have observed the operation of the program of medical and hospital 
service. We have worked for its improvement. We have sought its expansion 
for both the service connected and the nonservice connected. 

Our most recent national convention reaffirmed its position with regard to 
the hospitalization of veterans. This was a new expression of the same position 
we adopted in 1934. So that the record will show our position in regard to 
veterans’ medical treatment and hospitalization I am asking that we be per- 
mitted to introduce into the record our resolution 234 of the 1934 Miami national 
convention, and resolution 576 of our 1952 New York national convention. 

The text of these resolutions follows: 


“RESOLUTION No, 234 


“A statement of policy adopted at all the area conferences of the American 
Legion and by your national convention, which is as follows: 

“In order that the American people may—in the crossfire of publicity sponsored 
by certain groups and organizations—understand the position of the American 
Legion as to world war veterans, it is stated as follows: 

“The Legion stands as advocating compensation for war disabilities and deaths, 
with hospitalization when required. It is proponent for hospitalization in Fed- 
eral hospitals for disabilities not services incurred only when it is actually neces- 
sary and in cases where the veteran is unable to pay for care privately. Thisisa 
privilege granted to all citizens in similar circumstances in private or public 
hospitals. 

“The responsibility for the medical care of the civilian group is in the com- 
munity ; the responsibility for the care of the veteran who fought for the whole 
peovle is vested in the Federal Government. 

“The American Legion seeks only to restore to productivity as far as possible 
maimed and sickened bodies among the 5 percent of us tolled off to do the fighting 
for the rest of us. This principle, with minor variations as to plan and pro- 
cedure, has been America’s policy since 1936. The Legion does not seek to place 
soldiers in a more elevated station than the honorable one they occupy in the 
hearts of the American people. It merely bends its efforts to restore levels dis- 
turbed by war and its collaterals. 

“It advocates protection adequate for widows and orphans of deceased veterans 
only when these dependents are in need of such protection. 

“Beyond its position with respect to disabled veterans the Legion adheres 
to the principle of universal service in time of war, contending that only thereby 
can the inequalities of the burden of war be reduced as between those who serve 
with the Armed Forces and those who serve in civilian capacity. 

“We recognize further that no form of legislation can every reduce the hard- 
ships of war or the economic losses suffered by those called upon to defend 
the Nation in combat. 

“As to the economic cost of war and the cost of war in human life and human 
suffering there can be no comparison. 

“We advocate a law of universal draft: It will take the profit out of war 
and thereby aid in preventing war. In the event of war it will equalize the eco- 
nomie and physical burden upon all the people, and it will make our national 
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effort unified and effective. Postwar inflation with its ruinous results will be 
obviated. 

“The national rehabilitation committee, after 15 years of effort to aid human 
stabilization in the aftermath of war, deeply and sincerely advocates the adop- 
tion by the Congress of a fair and equitable plan for the utilization of all re- 
sources in national conflict; with equal obligation and opportunity for service 
for all and with special profit and privilege for none. 

“Approved.” 


“RESOLUTION No. 576 


“Subject: Reaffirmation of American Legion policy on hospitalization of vet- 
erans. 

“Whereas the President in his last several annual budget messages to the 
Congress has enunciated the position that the chief responsibility of the Gov- 
ernment is to give medical care to veterans who have been disabled in the 
service ; 

‘“‘Whereas in the budget messages referred to above, the President has further 
stated that the needs of veterans not resulting directly from military service 
can best be met through the welfare programs serving the whole population; and 

“Whereas the President has further stated that the size of the VA hospital 
system shall be limited to the number of hospitals in operation or authorized 
for veterans, and 

“Whereas the security of the Federal Government has necessitated the main- 
tenance of Armed Forces approximating 3% millions; and 

“Whereas the fighting in Korea has produced approximately 1 million vet- 
erans since June 27, 1950; and 

“Whereas veterans of the Korean fighting are adding approximately 600,000 
annually to the veterans population which is now in excess of 19 million; and 

“Whereas the obligation of the Federal Government to care for the war 
and emergency period disabled applies with equal force to all of the groups 
enumerated above: Now, therefore, be it 

“Resolved, That the American Legion, in national convention assembled in 
New York City, August 25-28, 1952, reaffirm its stand for the provision of medi- 
cal and hospital care for those with service disablements; and be it further 

“Resolved, That the American Legion reaffirm its support of the policy of pro- 
viding hospital care for veterans with disablements not adjudicated as due to 
service, where such veterans cannot reasonably afford to pay for such care and 
treatment; and be it further 

“Resolved, That the American Legion reaffirm its belief that such medical care 
and hospital treatment shall be provided by the Veterans’ Administration; and 
be it further 

“Resolved, That the American Legion believes no fixed and arbitrary limit can 
be placed on the number of hospital beds needed to provide such services, but that 
the Congress should determine the number to be provided in the Veterans’ Ad- 
ministration on the basis of needs as such needs arise and as staffing can be 
secured ; and be it finally 

“Resolved, That the national legislative commission and division be authorized 
to act in conformity with this resolution to the end that there shall be no im- 
pairment of the care of the disabled veteran, nor loss of his identity as a veteran 
in other groups of Federal beneficiaries. 

“Approved.” 

The campaign alleging abuses of the privilege of VA hospitalization 

The Citizens Committee for the Hoover Report was well financed. The organi- 
zation had the support of the moneyed interests. These interests used their public 
relations outlets to the limit to get publication of their attacks on veterans’ 
benefits and services. 

One example is given since it inspired a course of investigation of our own. 
A spokesman for the citizens committee, in one of that organization’s pamphlets, 
made the statement that 80 percent of the so-called non-service-connected vet- 
erans undergoing treatment in Fort Miley hospital, San Francisco, were well 
able to pay for their hospitalization in private medical institutions. 

We sent our own Legionnaires into that hospital when this accusation was 
made public. A bedside check of the patients remaining in Fort Miley showed 
the statement of this citizens committee spokesman was utterly without founda- 
tion. Your committee has a copy of our report on Fort Miley hospital. 
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Since that time we have had our Legionnaires inspecting the situation in 
20 other hospitals of the VA. Your committee published the reports of 4 of 
these Legion surveys following my appearance before your committee on 
March 4 of this year. 

The number of veterans interviewed has now increased to 3,804 in VA hospitals, 
representing a large segment of the hospitalized-veteran group. Our studies, 
which we believe are the first to appear on this controversial question, have 
disproved the allegation that there is any flagrant violation of the privilege 
of non-service-connected hospitalization. 

These reports of findings support our belief that the hospitalized veteran, aside 
from the service-connected, the tuberculous, the mentally ill, and the chronic, 
is the man who is sick, broke, and has no place other than the VA to go. We 
believe that, insofar as his age and circumstances will permit, he is sincerely 
attempting to rehabilitate himself, to prepare himself to go out and return to the 
income-producing status. 

We sometimes wonder if those who criticize the veteran who is seeking surgical 
repair of the so-called operations of choice, stop to consider how much such 
surgical repairs contribute to the well-being of the veteran and his family, to 
the prevention of the economic breakdown of the family, to the prevention of 
costs to relief and welfare programs. 


A suggestion for meeting the administrative problem 


The General Accounting Office report which was incorporated in House Com- 
mittee Print 15 of this Congress was used by those who would desetroy the 
VA medical and hospital program. The worst features of the GAO report were 
singled out for emphaiss. No complete or clear picture was given the public 
to indicate what were the true circumstances surrounding those veterans who, 
by implication, are said to have violated the privilege of non-service-connected 
hospitalization. 

An additional bad feature of the manner of publication lay in the fact that 
the public was led to believe there is a high percentage of such cases in the daily 
operation of the VA. You and I do not accept such an allegation. 

Nothing was emphasized about that portion of the GAO report which said 
that suggestions to the VA had resulted in improvement of the situation from 
the administrative viewpoint. Thus a distorted picture was given the public. 
We are told that, given another 12 months, the alleged abuses will, to all intents 
and purposes, disappear. 

(This viewpoint is borne out and supported by the statements of managers 
who replied to the questionnaire sent out by Chairman Kearney, published in 
his report of operations of VA medical and hospital programs. ) 

The American Legion has, in our own organization, taken positive steps to 
assist in the improvement of the VA operation in this field. The following brief 
statement outlines our suggestions in that regard: 


ADMINISTRATIVE STEPS BEING TAKEN WITH REFERENCE TO PROCESSING OF APPLICA- 
TIONS FOR HOSPITAL CARE—FORMS P-10 


1. Service officers assisting applicants seeking hospitalization at VA hospitals 
explain to them the purposes and limitations of the law granting this privilege, 
stress the order of priority and the significance of the sworn statement as to 
ability or inability to pay for hospital service. 

2. The practicing physician called upon to fill out the medical statement on 
the application also has the opportunity and is being requested to counsel with 
each applicant as to whether or not he should apply to the Veterans’ Administra- 
tion or arrange for his care at a private hospital. 

3. The people within the Veterans’ Administration who have to do with the 
processing of these applications are giving careful attention to each applica- 
tion, counseling with each applicant, if his condition permits, as to what he has 
signed and the significance of the sworn statement, and are following the in- 
structions of the Chief Medical Officer in seeing that the law and regulations 
are observed. This goes for both the clerical help and the doctors who may 
be called upon to sign the medical statements. 

4. Through ‘the process of information furnished by the service officer, the 
family doctor, and the VA people, impress upon each applicant the requirement 
of the law as to ability to pay and the import of his signature and sworn state- 
ment to that effect. 


ee tra 
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A suggestion to further improve administrative action 


We believe it is neither necessary nor desirable to change the basic entitlement 
to hospitalization. Our investigations have not supported the allegation that 
there is widespread or extensive abuse of the privilege. However, granting that 
there are those who will always violate the provisions of any general law, we 
come to the conclusion that even so, it is not sound practice to wreck the whole 
structure to complete an administrative repair. 

The search for correction of the alleged abuses is as old as the legislation. In 
the present session of the Congress there have been numerous recommendations, 
most of which have proved faulty when tested. 

The difficulty in one set of suggestions has been compounded by the effort to 
make a collection agency of the Veterans’ Administration. There are many 
tricky and difficuit questions in that one phase of the problem. We realize that 
there are certain fields wherein it is necessary to have machinery for collec- 
tions. These, in our opinion, do not involve the question of those against whom 
charges of violations of the privilege of hospitalization have been lodged. Such 
a machinery for collections involving other Government agencies, certain emer- 
gency cases, and kindred instances, are not for general application. Nor, in our 
opinion, can they be made general without involving other far greater disad- 
vantages than those presently existing. 

Basically, provision must be made so that the Administrator of Veterans’ 
Affairs can determine those applicants who qualify under the basic rules of 
eligibility. This in itself is a difficult problem for the Administrator and for the 
admissions officers of the facilities. However, we believe the fundamental 
thought should be established in practice that the veteran either is or is not 
eligible. Once the question of his eligibility is established then the problem of 
collections for his treatment should not be considered. 


CONCLUSION 


I would suggest that, if it is thought necessary, in addition to the above-cited 
administrative steps, to amend and strengthen the present law, the following 
change in the last sentence of section 6, Public 2, 73d Congress, as amended by 
section 1, Public 312, 74th Congress, be made: 

“The statement under oath of the applicant on such form as may be prescribed 
by the Administrator of Veterans’ Affairs shall, in the absence of substantial 
evidence to the contrary, be accepted as sufficient evidence of inability to defray 
necessary expenses.” 

This suggestion will be submitted to the Executive Section of the National 
Rehabilitation Commission and the Convention Rehabilitation Committee at our 
National Convention in St. Louis, August 31—September 3, 1953. 

In concluding these remarks I wish to express the sincere thanks of the Amer- 
ican Legion to this committee for the opportunity of being heard on this very 
important subject. We recognize the widespread interest in the program. We 
pledge our full facilities and our assistance to this committee. We have sin- 
cerely endeavored to get at the facts and we have extensive documentation as to 
just who is taking advantage of this privilege. May I also say that our Depart 
ment Service Officers and the delegates to the forthcoming national convention 
are vitally concerned and are eager to contribute their bit in cooperation with 
this committee to see that the rights and benefits of our disabled veterans 
are preserved. 

Mr. McCurpy. I think that I should say at the start that that “old 
gray mare” incident was really a slip of the tongue and not on pur- 
pose. I have been trying to explain that ever since the night of the 
banquet, and so far without success. But I assure you that it was a 
genuine mistake. 

I think that I would also like to remark about the term “profes- 
sional veteran.” Miles used the language that I am not a “profes- 
sional veteran.” That is an expression that is used in various ways 
by various people, I know some of our opponents, or those who have 
differences of opinion with us, say that the rank and file do not believe 
this, that it is the professional veteran that believes it. I suppose in 
that respect I am a professional veteran. 
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A professional veteran, to me, what I call a “pro,” is the disabled 
veteran who feels that “the world owes me a living,” and who is out to 
collect it. That is my definition of a professional veteran. I do not 
have any time for them. So I think when we are talking about pro- 
fessional veterans as Miles used the term, he means the ones that are 
on the payroll. 

So you can see that when you read the phrase “professional veteran,” 
you should take it with a grain of salt and find out whether it is a 
“pro” like your chairman and me, or a “pro” like Kraabel and Ken- 
nedy, or whether it is a real “goldbrick pro.” There are three classi- 
fications in that field. 

I am not going to read all of this. We have rather fully referred to 
the problem of hospital entitlement of veterans and have reviewed 
some of the historical background, particularly some of the back- 
ground that has been caused when, through waves of economy and for 
other reasons, veterans’ benefits have been curtailed in an unfair, 
unjust, and unreasonable way. And we call that to attention in our 
official testimony in order to have it before us again and in our minds 
again on the basis that sometimes history repeats itself, and those 
things in history that are not good for you or not good for me, or not 
good for our country, and have been avoided, should be avoided. 

I think there are two general points on which I would like to talk. 
One I have discussed at great Coat, It seems to me that we are 
rather under fire from two positions. One is that “a veteran is no 
different from anyone else.” 

When I testified here on March 4, I built quite a record attempting 
to prove and to show that a veteran is in a special class, because he 
did serve all the people, and he is entitled to some compensation in 
various ways and for various reasons because he served all the people. 
He is different from those who have not gone into service, in regard 
to hospitalization, for instance, because even as the interest on the 
national debt that was incurred to fight the war is tied together with 
the cost of war, we feel that the cost of the veteran’s hospitalization is 
equally the cost of war and that the entire people of the United 
States have some obligation to him above and beyond what they have 
to the average citizen. 

There are many classes of people that we agree constitute the body 
politic, but through one reason and another they are built up as a 
class. And because one of the opponents of the premise of hospital- 
ization entitlement for veterans is the medical association, I would 
like to refer to them as a separate and distinct class, who have made 
themselves a separate and distinct class with the United States Gov- 
ernment. 

The architects, the lawyers, the engineers, the Members of Congress, 
who go into the armed services don’t get any hundred-dollar bonuses. 
The doctors get a hundred-dollar bonus in their monthly pay. 

I am not discussing the merits or demerits of it. I just am statin 
the fact that they do get it, and they are a special class in that regard. 

There have been comments a about servicemen’s dependents. 
That. is not my field this morning. However, I think that they can 
ill afford to talk about medical care of dependents when doctors and 
their dependents, I understand, have no doctor bills themselves. They 
are a special class in that group. 
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Also, the United States Government in 4 or 5 years have through 
Hill-Burton constructed or are constructing, about 99,140 beds, I 
believe. Those are the office buildings for doctors, constructed at 
Government expense, because they are a special class. They say they 
should have this extra consideration, because it takes them 8 years to 
go to school. 

I pose the question: Who pays for it? They tell me it costs $20,000 
or some such figure to educate a doctor in his 4 years. And no doctor 
that I know of has ever paid the full cost of his education. Most 
receive it through State institutions, and it comes out of tax funds. 

So I draw the parallel to show that there are classes and classes 
and classes that are created and made by themselves. 

The other point I think is whether or not the law as constituted is 
adequate and serves the purpose and the intent of you gentlemen of 
Congress in a reasonable manner. 

In speaking of that, I think as a flat statement of policy, I would 
say that at this time the American Legion is opposed to any change 
in the law. And I say that because of the work and the investigation 
that we have made, it is indicated that it should not be changed. 

One of the things certainly that this committee is delving into is 
the cost, the cost of the hospitalization of the nonservice connected. 
Now, we are in pretty general agreement that the TB’s and the NP’s 
that are nonservice connected should be taken care of. It would be : 
rare thing that any man would have enough to bear the expense of : 
long period of hospitalization. 

There is some division of opinion on the chronics. However, it 
is rather generally accepted that the chronics should be cared for. 

I call attention to this one thing, that in any one day there is never 
more than 10 percent of the total number of veterans hospitalized who 
are the short-term general medical, surgical, non-service-connected 
cases. There is never over 10 percent in any one day. 

The Appropriations Committee has just appropriated, I believe, 
$575 million for this medical care. And it is overall. If it is 10 
percent—and I use 10, because that is a generous figure; it is less than 
i0—if it is 10 percent that would mean $57,500,000 would be in that 
category. 

Now, we have completely surveyed 20 hospitals and some 3,800 cases 
that we have documented, and from our detailed study and interviews 
of patients we have arrived at a conclusion that not to exceed 2 percent 
could even be questioned as to their ability to pay. 

Excuse me. Mrs. Rogers, we were talking of you in a friendly 
manner before you arrived. 

The Cuarrman. I am sorry I was late. It took me three-quarters 
of an hour to get down here. Iam very sorry. But if you said some- 
thing nice, I am glad to know it. 

Mr. McCurpy. Of course, we filed our figures with this committee, 
indicating that it is 2 percent. In some of those reports we have 
everything available to the committee, by name and address of hos- 
pitals surveyed, and so forth, if you would care to have them. And 
if it is 2 percent, we are talking about $1,200,000 total expenditure in 
a year, based on the overall. Really, $1,200,000 is all you can possibly 
question. 

Now, that is a heck of a lot of money to me. I do not really 
know how much a million dollars is. But I know it does not 
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mean anything to you in this big Federal budget, because even in the 
VA budget the Appropriations Committee took off $2 million that was 
unassigned. They said, “Oh, you can pick that up easily. It is only 
$2 million.” Well, this is $1,200,000 at the most. And I wonder: 
Are we making a mountain out of a molehill? I just wonder if we 
are. In saying that we are opposed to any change in the law, I want 
to say this. We are not asking for any liberalization of the law. 
We have always been for the fellow that is sick and broke. I accented 
that before. I accent it now, that we are for the fellow who is sick 
and broke with no place to go. We think he is entitled to Government 
hospitalization. As for those cases, and undoubtedly there are some, 
that have beaten the law and have perjured themselves to do so, we 
are opposed to those people just as much as you are. And we have 
made certain recommendations and have taken certain administrative 
steps, which I have outlined in my prepared testimony, to correct those 
abuses as they may exist. 

But because of the 2 percent who may be questioned on ability to 
pay to kill the program—I think it would not be justified at all. 

Mr. Kearney. It has just been suggested by my colleague, here, that 
for the purpose of the record, Bob, it might be well for you to 
enumerate those administrative steps. 

Mr. McCurpy. It is on page 15 of the prepared statement. 

Mr. Secrest. I would like to suggest that I have not had a chance 
to read this carefully, because I have been listening to you, but I think 
at this place in the record, you should at least put in a summary con- 
cerning those thirty-some-hundred cases that you have investigated. 

Mr. Kennepy. Mr. Chairman, may I ask, in keeping with Congress- 
man Secrest’s suggestion, that we be allowed to file these surveys Mr. 
McCurdy referred to a few minutes ago? We have them with us, 
and we would be very happy to have them inserted in the record. 

Mr. Kearney. That may be done. 

(The material referred to is as follows :) 


The American Legion survey of 324 non-service-connected patients, G. M. and 8. 
VA hospital, Aspinwall, Pa., Apr. 29, 30, May 4, 5, 6, 7, 8, 1953 


| Money spent 
for private 
care 


Num- 


Part III cases (receiving permanent and total non-service-connected pension) , $36, 497. 50 
Part III cases (claims pending) ; J iui Dock tate L rere se 5g 25, 582. 00 
Service-connected claims pending __. 4 4 23 5, 607. 00 
Having service-connected disability but hospitalized for non-service-connected 

disabilit, wnsind oohinas ‘ 16, 167. 40 
No claim filed siedidecus sapiblb pidahiilins ignate j 


Total._____. PD Msbdn ato _-------| 324 | 109, 506.90 


Not employed * 
Part-time employment- 
Self-employed ___- 
Employed___- 


Total 


1 Includes those receiving pt. III pension. 
NOTE 69 veterans had some form of insurance coverage. 
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Tneome 


Income stopped . 


1989 


status after onset of ilincss or hospitalization 


Income not stopped *- 
Receiving part III pension *_ 


Total 


1 Includes unemployed 


? Includes those receiving full pay or sick leave. 
? Permanent and total non-service-connected disability pension 


213 
27 


4 


324 


Survey of 67 non-service-connected general medical and surgical patients, 
hospital, Aspinwall, Pa.—Apr. 29 to May 9, 1953 (no claims filed) 


Date of 
admission 


July 18, 1952 


Apr 
Apr 


Apr 
Mar. 


7 | Apr 


Feb 
Apr. 


| Apr 
Apr. 


| Apr. 


Apr 


| Apr. 
Mar 


Apr 


Apr, 


Mar. 


Mar. 
Feb 


Apr 


HAD INSURANCE COVERAGE (21) 


Type of disability 


Arthritis 


Carcinoma of right 
lung 


Rheumatic fever 


Pneumonia 


Rheumatoid arthri- 


tis. 


Gastric ulcer 


Esophageal lesion 
Ruptured dise 


Arthritis 


Ruptured dise 


Diahetes 


Pneumonia 


Gastric ulcer 


Cholecystitis 


Gastritis 


Prostatitis 


Hernia 


Stomach cancer 


Hypertension 


Cirrhosis liver 


See footnote at end of table, p. 1992. 


36102 O—53- 


92 
~~ 


Duration 
of disa- 
bility 


11% years 


1 year 


2 months 


do 


90 days 


1 year 


4 months 
9 months 


7 months 


4 months 


10 years 


2 weeks 


6 months 


3 years 


7 months 


2 months 


| year 


5 months 


10 months 


Funds 
ex- 
pended 


$250 


| Private 


Remarks 


Out of work over 1 vear. Private 
doctor recommended VA hospi- 
tal because of no funds. Insur- 
ance only for hospital 

Private doctor advised V A hospital 
because of anticipated long 
period. 

Veteran spent all insurance and 
money before going to VA hospi 
tal. Has no fund 

Admitted to VA as emergency at 
request of private doctor. 

Married, has 3 children, came to 
VA hospital because insurance 
insufficient 

Private doctor advised to go to VA 
as insurance only covered hos- 
pitalization 

Insurance funds limited. 

Veteran first admitted to private 
hospital and transferred to VA 
when funds ran out 
Inemployed for 5 months due to 
disability. Has partial hospital 
insurance coverage 

Laborer with wife and 2 children 
Insurance is for full hospital and 
surgical benefits. 

doctor recommended to 
VA hospital, no funds left for 
private care 

Admitted as emergency patient 
Insurance for hospital coverage 
only. 

In private hospital during January 
which absorbed all insurance 
Tiad to apply to VA on account 
of no money. 

Spent all money for doctor’s care 
and could not afford private 
hospital as insurance covered 
hospitalization only. 

In private hospital during 1952 and 
exhausted insurance 

Group insurance forhospitalization 
only. Pay stopped while sick. 


Had 2 operations in private hos- 
pital for same disability. In- 
surance used up and veteran 
transferred to VA hospital. 

Spent all funds for private doctor 
and cannot afford private hos- 
pital care as insurance is limited. 

In private hospital December 1952 
which used up all insurance 
Unemployed. 

Spent all insurance and available 
money in private hospital before 
transferred to VA hospital 
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Survey of 67 on-service-connected general medical and surgical patients, V4 


hospital, Aspinwall, Pa.—Apr. 29 to May 9, 1953 (no claims filed )- 


Date of 
admission 


Jan 


| 


HAD NO INSURANCE COVERAGE. 
FERRED TO VA HOSPITAL WHEN ALL PRIVATE FUNDS WERE 


| 


78 | 64 | Mar. 


79 | 36 Apr 


Mar 
Mar 


287 | 37 


309 | 56 | 


310 | 58 | Mar. ; 


RECENT 


86 | 64 | 


89 | 43 | 


TREATEDIBY 


80 | 46 | Apr. 


303 | 25 | Apr. 


319 | 57 | Apr. 


Apr 


See footnote 


PRIVATE 


HAD INSURANCE 


Duration 
of disa- 
bility 


Type of disability 


26,1953 | Fractured femur 7 months 


] 
| 14months 


19, 1953 | Ruptured spleen 


, 1953 | Lobar pneumonia 5 weeks 


1953 | Peptic ulcer 8 years 


Fracture 7 months 


femur. 


, 1953 right 


, 1953 | Compound fracture | 2 months 


right arm and leg 


HOSPITALIZATION 


COVERAGE 


HOSPITALIZED PRIVATE HOSPI 


APPL 


Continued 
(21)—Continued 
Funds | 


ex- 
| pended | 


Remarks 


771 | In private hospital twice in 195: 
and spent all money and insur 
ance 


, ANI 


TALA » TRAN 
EXHAUSTED (5 


I 
E 


$2,500 In private hospital from Marc 
1952 until admitted to VA ho 
pital, funds exhausted 
In private hospital and transferred 
to VA hospital when funds ex 
hausted 
In private hospital and transferre< 
when funds exhausted. 
Admitted to private nospital and 
transferred to VA hospital b¢ 
cause of lack of funds 
Do. 


500 


IED TO VA WHEN FUNDS WERE 


EXHAUSTED (6) 


Parkinson's disease _| 15 years 


Peptic ulcer 1 year 


Carcinoma’ gastro 
intestinal tract. 


8 years 
Bursitis. ___- 8 months 


Arteriosclerosis 5 years 


Ulcerative dermati- 
tis. 


5 years 


PRIVATE DOCTORS. UNABLE TO 


16, 1953 | Pneumonia 3 weeks 


| | month 
| 


21, 1953 | Bladder stones 


5, 1953 | Hypertensive 
dio-vascular 
ease. 

Naso-aural 
hages. 


var- 


| 1 year 
dis- 


25, 1953 hemor- | 4 years _. 


at end of table, p. 1992. 


$1,000 | Hospitalized may years, exhausted 
all funds before going to VA 
hospital. 
Spent all funds for 3 periods of 
rivate hospitalization. No 
unds for treatment and had to 
goto VA 
in private hospital 3 times and after 
P nding all savings applied to 
iA 


In private hospital December 1952 
No funds and had to stop work 2 
months ago. 

Spent all money for private doctor 
and 1 hospitalization. Unem 
ployed for 6 months prior to ad 
mission. 

Hospitalized several times in priv 
ate and VA hospitals. Stopped 
work 2 months ago. No funds 


AFFORD HOSPITALIZATION NOW (4) 


$150 | Was going to private doctor. Can 
not afford private hospitaliza- 
tion. 
25 | Korean 
charged. 
zation. . 
No funds for private hospitaliza 
tion. 


veteran recently  dis- 
No funds for hospitali- 


144 


100 | Korean veteran recently dis 
charged. No funds for private 


hospital. 
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Nurvey of 67 non-service-connected general medical and surgical patients, VA 


hospital, Aspinwall, Pa.—Apr. 29 to May 9, 1953 (no claims filed) 
PRIVATE 


REATED 


BY 


Date of 
admission 


Mar 


Dee 


Apr 


| Mar, 


Apr. 


Mar. 


Apr. 


June 


31, 1953 


18, 1952 


13, 1953 


. 1953 


, 1953 


1953 


no 
, 1953 


, 1953 
, 1952 


, 1953 


5, 1953 


, 1953 


, 1953 


, 1953 | 


18, 1953 


22, 1953 | 


25, 1953 


6, 1953 


24, 1952 


DOCTORS, WHO 


HOSPITALIZATIONS (12) 


Type of disability 


Cirrhosis of liver 


Infectious hepatitis 


Cirrhosis of liver 


Peptic ulcer 


do 


Duodenal ulcer 


Carcinoma of ton- 
gue 


Ulcer of esophagus 
Tumor left neck 


Migraine 


Epilepsy 


Sinusitis 


| 2 months 


Duration | Funds 
of disa ex 
bility pended 


6 months $400 
7 months 10 
7 years 

3 months 

8 years 


Chronic 


3 months 


60 days 


2 years 


| 1 month 


| 1 month 


RECOMMENDED OR 


10 | 


Continned 


ARRANGED FOR VA 


Remarks 


Spent all money for private doctor 
care and private doctor recom 
mended VA hospitalization 

Private doctor made all plans for 
admission to VA as veteran had 
no funds 

Cannot work steady due 
health. Private doctor 
mended VA hospital 

No funds and came direct to VA 
on recommendation of private 
doctor 

Laborer, had no funds and privat 
doctor recommended VA hospi 
tal 

Private doctor advised veteran to 
go to VA because he had spent 
all his funds 

Going to private doctor. Exhaust 
ed all money; could not afford 
private hospital care and private 
doctor arranged for VA admis 
sion 

Had no funds and private doctor 
advised he enter VA hospital 

No funds. Private doctor recom- 
mended VA hospital 

Self-employed as beer distributor 
Private doctor advised veteran to 
go to VA. 

Veteran had attacks of blurred 
vision. Hasnofunds. Came to 
VA on advice of private doctor 

Korean veteran came to VA at 
suggestion of family doctor 


to poor 
recom 


UNEMPLOYED VETERANS (16) 


Diabetes 


Arthritis 


Lymph gland dis- 
order. 


Cirrhosis of 
chronic. 


liver, 


Tumor of colon, 
malignant (?). 
Hernia 


Bronchitis 
Gastric ulcer 
do 


Colitis 


Muscle atrophy, 
left leg. 
Carcinoma, 

ach, 
Ulceration 
heel. 


stom- 


right 


Etiology(?). 


17 years 500 


10 years 500 


1 year 225 


Chronic 350 


5 years 200 


1 year None 
4 years | 75 
2 months 


5 years 


242 years 


~ years 


2 years 


2 years 


Due to ebronic nature of disability, 
has not worked since 1949. Has 
no income or funds for private 
hospital. 

Unable to work for past 5 years 
due to disability; no funds. 

Private doctor sent veteran to VA 
hospital. Unemployed a long 
time 

Out of work 1 year. Used all avail- 
able funds. Private doctor rec- 
ommended veteran go to VA 
hospital 

Unemployed for 3 years due to 
health. 

Miner, unemployed last 6 months; 
cannot afford private hospital 
care. 

Has not worked for 18 months be- 
cause he cannot pass physical 
examination. 

Laborer, had to give up work on 
account of physical condition; no 
funds for private hospital care. 

Unemployed 5 years due to stom- 
mach and back disabilities. No 
funds. 

Unable to work past year due to 
physical condition. No funds 
Laborer in steel mill forced to stop 
work due to condition. Private 

doctor advised V A hospital. 

Unemployed 3 years due to physi- 
cal condition. 

Third admission, same ailment; 
unemployed since 1951 due to 
disability, no income 
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Survey of 67 non-service-connected general medical and surgical patients, VA 
hospital, Aspinwall, Pa.—Apr. 29 to May 9, 1953 (no claims filed )—Continued 


UNEMPLOYED VETERANS (16)—Continued 





Date of | . saan Duration Funds 
7S . « F ex- Remarks 
admission E y | tie pened 


Apr. 27, 1953 Cancer of rectum | 2 years 
| 


| | pital. 
| Apr. 26, 1953 | Mules le injuries, | 2 weeks None | Unemployed: injured in accident. 


“| Om Unemployed for 1 year. Private 

| doctor mded VA hos- 

| 
and face. | | Request of private 


recomme 


| Mar. 17, 1953 | Asthma-bronchitis..| Chronic_. 18 Unemmoseped 9 months due to con- 
Freen 1 doctor suggested 





MISCELLANEOUS oo 


2 years. | None | Veteran employed (?). Admitted 
| as emergency, has no funds. 

9 months None | No funds. 

3 


| 
| 
=| 
he 
2 


| Nov. 12, 1952 Cerebral t throm- 
| Apr. 14,1953 | Arteriosclerosis _ . 

| Feb. 18,1953 | Cardiac... ---- months -| 5 | Truck driver. Has wife and 7 
| children. Admitted to VA as 

emergency. 





1 See remarks. 
COMMENT 


A breakdown has been made of the 67 cases in which no claim has been filed. 
This group has been broken down because it consists of the so-called nonchronic 
acute G. M. and 8. cases, i. e., the cases that generally require less than 90 
days care, and it is the group from which an inference might be drawn that 
would contain cases that probably could receive care outside of the VA. The 
breakdown, however, indicates that a large percentage of these cases actually 
fall into the chronically disabled group of veterans who will eventually need 
more than 90 days of care. Actually experience has shown that approximately 
one-fourth of these cases eventually go on to occupy a bed more than 90 days. 
It is to be noted that a very large percentage of them fall into the older age 
group and that 26 of the 67 cases, or approximately 40 percent, have chronic 
disabilities, and of such long duration of disability as to make them now eligible 
for permanent and total non-service-connected pension (pt. III cases) although 
these veterans have not filed claims. 

Further experience has shown that cases that are hospitalized who file for 
non-service-connected’ pension, or have such claims pending, eventually show a 
63+ percent favorable adjudication for such pension claims. 

The group just cited, i. e., the 26 cases out of the 67, show— 


Cases of carcinoma (cancer) 

Cases of cirrhosis of the liver 

Cases of chronic diabetes 

Cases of chronic arthritis 

Cases of long-standing gastric ulcer ‘of 8 years’ duration and long employ- 
ability 

Cases of advanced cardiovascular disease 

Case of long-standing chronic Parkinson’s disease 

Case of long-standing chronic bronchitis 

Cases of miscellaneous diseases 


The breakdown is illuminating as to the status of the 21 cases who stated that 
they did have insurance coverage. It is indicated, however, that almost all of 
these cases could not avail themselves of this insurance coverage, because of 
the following factors: 


Insurance exhausted___.........._.-.-_--.. Daisies Rs 
eT i cite ees eremineenee 

Insufficient, limited, or partial coverage 

Anticipated long stay 

Bmergency admission 

Full 


Neer toh ih Ow 


PS | 
|] tee ONO 


I a eiscicrcsch keeciiplieticninndip inte g tiliabdeiitlaisinevaniptiiagi iii saphena iibi ingle alee tla 
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In other words, 19 of these cases either had exhausted their insurance in 
private hospitals (2 of them were actually transferred from private hospitals 
to the VA hospital when this occurred) or had such disabilities that were not 
completely covered in private hospitals for surgical and medical expenses, and, 
in some instances, they did not have full hospital coverage. 

Only two of the cases can be questioned as to their insurance coverage for 
private hospitals. One of these was admitted as an emergency, and the other 
reported full insurance coverage. 

Five cases who had no insurance coverage who were hospitalized in private 
hospitals were transferred to VA hospitals when all private funds were ex- 
hausted. 

This group of 67 veterans spent $25,653 for private hospitalization and 
medical and surgical care, in addition to such insurance coverage as they had 
before applying to the VA for hospitalization. 

Attention is invited to the fact that in addition to the 12 cases reported as 
being treated by private doctors who recommended or arranged for VA hos- 
pitalization, that this also occurred in other categories in the breakdown. In 
all, 34 of the 67 cases report that they were treated by private doctors who 
either arranged for or recommended VA hospitalization. This comprises, there- 
fore, one-half of the total group, who were so referred. 

In addition to the 16 veterans listed as unemployed over long periods of time, 
a substantial number of those listed in other categories also show unemploy- 
ability over a considerable period of time. 

It is clearly evident that, aside from the 2 cases reported as having insur- 
ance coverage, only 1 or 2 cases at the most may be questioned as to the veteran's 
statement of inability to pay for medical care. 


VA Survey or Less THAN 90-Day CASES 


This is a survey of less than 90-day cases (alleged nonchronic) and (non TB 
or psychotic) including GMS and neurologic or other psychiatric disabilities. 
Survey covers cases of patients remaining January 31, 1952, and is report for 
status as of June 1953. a period of 17 months. Here is what the present status 
of these cases shows: 

Pension claims pending : 

5 percent sampling of 2,720 cases—136 cases sampled. 

136 replies. 

4 of these are dead and adjudication is still pending. 

132 live cases adjudicated. 

80 cases adjudicated as pensionable. 

48 cases adjudicated as nonpensionable. 

4 cases shown to have no claim for pension, 2 had claims for compensation 
which were disallowed; 1 had a claim for compensation which was allowed 
(less than 10 percent) and 1 shows no record of any claim. 

NoTe.—26 veterans in the entire survey of 2,720 cases are now shown to be 
dead; 19 out of 22 who died have had adjudications which were favorable and 
3 were denied, and 4 are pending. If we correct for the 4 death cases pending and 
eliminate the 4 cases who were incorrectly listed as having pension claims filed, 
the figures will show 63 percent plus favorable adjudications on claims for 
pensions. 

If we do not correct for the 4 cases incorrectly listed as pension claims filed, 
and make correction for death cases pending, we have 80 cases favorably ad- 
judicated, and 4 death cases pending, presumably to be allowed, and this will 
give us a percentage of 60 percent plus favorable adjudications, or claims for 
pensions. 

If we make no corrections for the 4 cases erroneously listed as pension claims or 
the 4 death cases still pending, we get a percentage of 59.5 percent favorable 
adjudications on claims for pension purposes. 

Compensation claims pending : 

10 percent sampling of 1,198 cases—120 cases sampled. 

120 replies. 

2 cases pending adjudication. 

118 cases adjudicated. 

24 cases adjudicated, service connected and compensable. 





1994 HOSPITAL CARE AND OUTPATIENT DENTAL TREATMENT 


20 cases adjudicated, service connected but less than 10 percent. (44 cases 
allowed.) 

67 cases disallowed. (Includes 6 cases disallowed for pension and per 
haps for compensation. ) 

111 cases adjudicated for compensation purposes. 

7 cases rated as pensionable (either erroneously listed as compensation 
claim pending or dual claim for compensation and pension). 

Note.—If considered 44 cases favorably adjudicated out of total of 118 cases as 
above, gives percentage of allowance of 37.2 percent. If, however, 44 cases 
considered as allowed out of 105 applying for compensation only, allowance 
is 41.7 percent. 
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2386 HOSPITAL CARE AND OUTPATIENT DENTAL TREATMENT 


Mr. McCorpy. If I may read, then, from page 15 of the statement; 


ADMINISTRATIVE Steps BEING TAKEN WITH REFERENCE TO PROCESSING OF Appr] 
CATIONS FOR HosprraL CarE—Form P-10 


1. Service officers assisting applicants seeking hospitalization at VA hospitals 
explain to them the purposes and limitations of the law granting this privilege 
stress the order of prority and the significance of the sworn statement as to 
ability or inability to pay for hospital service. 

2. The practicing physician called upon to fill out the medical statement on the 
application also has the opportunity and is being requested to counsel with each 
applicant as to whether or not he should apply to the Veterans’ Administration 
or arrange for his care at a private hospital. 

3. The people within the Veterans’ Administration who have to do with the 
processing of these applications are giving careful attention to each application, 
counseling with each applicant, if his condition permits, as to what he has signed 
and the significance of the sworn statement, and are following the instructions of 
the Chief Medical Director in seeing that the law and regulations are observed 
This goes for both the clerical help and the doctors who may be called upon to 
sign the medical statements. 

4. Through the process of information furnished by the service officer, the 
family doctor, and the VA people, impress upon each applicant the requirement 
of the law as to ability to pay and the import of his signature and sworn state- 
ment to that effect. 


Those, as far as our organizations are concerned, have gone to the 
entire field. Whether or not a change in the law in a problem of the 
size that I see it is warrantable, I think is certainly a debatable ques- 
tion. It is certainly debatable. And I hope that this committee will 
read these reports and will analyze these reports in detail and ask 
any further questions that you care to about them. Because as far as 
I know, they are the most complete reports available, and it is the 
only time anyone has gone right to the root of the thing and tried in a 


scientific, detailed way, to find out exactly who is being hospitalized 
and why. 

Here also are copies of issues put out by the VA to strengthen the 
administrative processing of applications for hospitalization. 


VETERANS’ ADMINISTRATION, 
Washington 25, D. C., August 5, 1952. 


P-10 PROCEDURE 


To Managers, All Veterans’ Administration Hospitals, Regional Offices, and Area 
Medical Directors: 

1. VA Form 10—P-10: Application for hospital treatment and domiciliary care 
has been revised, and the revision of April 1952 will be available for distribution 
in the near future. Instructions for all entries on VA Form 10—-P-10 are con- 
tained in Technical Bulletin 10A-289 and changes thereto, and while applicable 
to the revision of November 1951 they are equally applicable to the revision of 
April 1952. 

2 On the revision of April 1952 item 30 has been rearranged to include in the 
space used for this item a warning as to penalty provisions. The penalty provi- 
sions, as distinct from a warning, were printed on the reverse of the November 
1951 revision. 

8. It is essential that all personnel who come in contact with this form thor- 
oughly understand the question asked and be familiar with its use and purpose. 

4. In those instances in which an oath is required the person who administers 
it will see that the questions and answers are read by or to the applicant and will 
check the appropriate block in item 31 to indicate the action taken. 

5. Except where the applicant is mentally incapable of understanding or is in 
an emergent condition, the warning will be specifically called to his attention 

H. V. STrR.iNe, 
(For the Administrator, Carl R. Gray, Jr.) 
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P-10 PRocepure 


Quoted herewith, confidential memorandum by the Chief Medical Director on 

’-10 procedure. 
T. O. KRAABEL, 
National Director. 
Personal and confidential. 
lo Managers, AU Hospitals and Regional Offices, Arca Medical Directors: 

[ am deeply concerned over the growing public criticism which is directed at the 
medical-hospital program with reference to the admission of non-service-con- 
nected cases for hospital and medical care. 

There is widespread misunderstanding, or lack of information, as to the entitle- 
ment of a veteran to hospital care. To begin with, a veteran of a war (including 
a veteran of the Korean hostilities), a person who was discharged from the mili 
tary or naval service for a disability incurred in line of duty, or one who is in 
receipt of compensation for a service-connected disability, has eligiblity for such 
care and treatment if suffering from permanent disabilities, tuberculosis or neuro- 
psychiatric ailments and for diseases and injuries, subject to limitations pre- 
scribed by the Administrator and within the limits of existing Veterans’ Admin- 
istration facilities. 

In addition to the foregoing, a veteran of any war who is in need of hospitaliza- 
tion and medical care, for other than disabilities mentioned above, but who is 
unable to provide same at his own expense, may be furnished hospitalization (or 
domiciliary care) if a bed is available in a Veterans’ Administration facility. It 
is with respect to this latter group that most misunderstanding exists. 

Many such veterans believe that they are entitled to hospital care for non- 
service-connected conditions as a matter of legal right because of their war- 
veteran status; and that the statutory oath required is not significant. 

The statute reads: 

“* * * any veteran of any war who was discharged under other than dishonor- 
able conditions, suffering from disability, disease, or defect, who is in need of 
hospitalization or domiciliary care and is unable to defray the necessary expenses 
thereof * * * shall be furnished necessary hospitalization or domiciliary care in 
any Veterans’ Administration facility, within the limitations existing in such 
facilities, irrespective of whether the disability, disease, or defect was due to 
service. The statement under oath of the applicant on such form as may be pre- 
scribed by the Administrator of Veterans’ Affairs shall be accepted as sufficient 
evidence of inability to defray necessary expenses” (sec. 706, title 38, U. 8S. C.). 

Where the veteran (or his proper representative if veteran is incompetent ) 
signs this affidavit there must be assurance also that he (or his representative) 
has read and understands the penalty clause for fraudulent signing. With the 
execution of the affidavit the liability and responsibility rests upon the veteran. 

The Deputy Administrator, in his all-station letter of August 5, 1952, announc- 
ing the revision of VA Form 10-IP-10, called to your attention the essentiality of 
all personnel coming in contact with this form to thoroughly understand the ques- 
tions asked and be familiar with its use and purpose. I, therefore, request that 
you as manager assure yourself that the admission officer, registrar's office, con- 
tact officers, information or eligibility clerks, and all of your staff having to do 
with admission of patients perform their duties, in every aspect, informatively 
when patients enter a Veterans’ Administration hospital or make application for 
hospitalization at your station. This will require a continuous program of educa- 
tion of staff members including residents and interns in our affiliated hospitals. 

I also request that in your contacts with the general public, especially veterans’ 
organizations and medical societies on the local and State level, you endeavor to 
explain the basis on which non-service-connected patients are accepted in our 
hospitals. We, as officials of the United States Government, as well as all other 
citizens, have an obligation to both the veteran and the Federal Government to 
see that the privileges granted by the Congress to veterans are administered in 
strict conformity to the expressed will of the Congress. 

This is a serious problem which requires very tactful handling in order that no 
one gains the impression that the Veterans’ Administration is doing other than 
arrying out its mission in justly administering benefits to veterans in their and 
the public interests in accordance with the letter and intent of existing laws. 
I believe that carefully transmitted information on this subject would materially 
tend to eliminate charges of chiseling and admissions under suspected or alleged 
fraudulent circumstances. 
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Managers will report to the Administrator, through the Chief Medical Direct.) 
any and all cases in which facts come to their attention which clearly indicate 
the statement as to inability to defray expenses of hospitalization is false. Priv) 
to submission of such cases, managers should confer with or refer the matter to 
the chief attorney for his comment. However, no investigation is to he conducted 
in these cases by either the chief attorney or manager. The complete report wil! 
then be forwarded by the manager and will include all facts which come to his 
attention. 

I request that you advise me as to what steps you have taken to be assured that 
every measure is instituted and applied by you for the protection of the Govern 
ment and the legal entitlement of the patient in the hospitalization of non-service- 
connected cases, 

J. T. Boone, 
Vice Admiral (Medical Corps). United States Navy, Retired, 
Chief Medical Director. 
MarcH 27, 1953. 


VETERANS’ ADMINISTRATION, 
Washington 25, D. C., May 8, 1953. 


P—10 PROCEDURE 


To Managers, All Hospitals, Regional Offices and Area Medical Directors 


1. In my personal and confidential letter dated March 27, 1953, concerning 
public criticism directed at the admission of patients for treatment of non-serv- 
ice-connected diseases or injuries; with particular reference to the sworn state- 
ment of inability to defray the expense thereof, you were requested to advise 
me what steps you have taken to be assured that every measure is instituted and 
applied by you for the protection of the Government and the applicant. In re- 
sponse to this letter, each of you has assured me that our policy and procedures 
on this matter were understood by all responsible employees under your direc- 
tion and that, on the whole, appropriate action was being taken to insure ob- 
servance of current directives in this matter. Each reply has been very care- 
fully analyzed. On the whole, I am satisfied with the expressions of compliance 
which I have received to date from the field stations. However, some stations, 
although adhering to our policies, raised certain minor questions, the replies to 
which may be of informational value to all the other stations. Accordingly, listed 
hereunder are representative questions raised by certain stations, followed by 
appropriate comments thereon. 

Question 1. “Over 60 percent of applications for hospitalization are prepared 
by other than VA personnel. Should the VA persennel handling these applica- 
tions assure themselves that the veteran has read and understood the penalty 
clause for fraudulent signing? Should any other action be taken with reference 
to this type of application?” 

Comment: Normally, completion of the oath, item 31 of VA Form 10-P-10, 
by non-VA personnel, is acceptable; nevertheless, in order to comply with the in- 
tent of the Administrator’s letter of August 5, 1952, and change 3 to TR 10A-289, 
it is necessary that VA personnel review this item with the applicant. Accord- 
ingly, in all instances in which the oath on VA Form 10—-IP-10 has been completed 
by non-VA personnel, items 27 through 31 will be reviewed with the applicant at 
such time as he reports in person if his physical and mental condition permits. 
The VA employee responsible for conducting the review of these items with the 
applicant will assure himself that the questions, answers, and the warning 
clause are read by or to the applicant. In cases of mentally incompetent appli- 
cants, these items will be reviewed, if feasible, with the person signing the ap- 
plication for the veteran, as appropriate. 

Questin 2. “Whether the present directive (TB 104-289, November 26, 1951, 
item 28), relating to veterans who have been discharged from service for a dis- 
ability incurred in line of duty, or who are receiving disability compensation, is 
proper in exempting such veterans from answering question-No. 28 of VA Form 
10-P-10 when applying for hospital treatment for a condition unrelated to their 
service-connected disability.” 

Comment: Item 28 of TB 10A—289, exempting veterans discharged from serv- 
ice for disability incurred in line of duty, or who are receiving disability com- 
pensation, from answering question No. 28 of VA Form 10-P-10 when applying 
for hospital treatment for a non-service-connected condition is, proper. This 
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exemption is based on the language found in VA Regulation 6047 (C) (1). This 
egulation does not require a statement under oath from applicants: 

«* * * who were discharged or released from active military or naval service 
under other than dishonorable conditions for disability incurred or aggravated in 
line of duty, or who are in receipt of compensation for service-connected or serv- 
ice-aggravated disability, when suffering from non-service-connected diseases or 
injuries requiring hospitalization. See also subparagraphs (B) (1), (a), (b), 

c), which apply here.” 

In view of the foregoing, veterans determined to be eligible for hospitalization 
under the above-quoted regulation will not be requested to complete item 28 of 
VA Form 10-P-10. 

Question 3. “It is my belief that unless central office can establish some stand- 
ard guide as to what constitutes ability to pay for hospitalization and approved 
procedure whereby a VA employee can determine an applicant’s financial! status, 
we have no alternative but to accept the applicant’s sworn statement regarding 
ability to pay for hospitalization.” 

Comment: Although this office is in accord with that portion of the above 
statement to the effect that we will accept the applicant’s sworn statement re- 
garding ability to pay for hospitalization, the opinion expressed on this matter 
on page 4 of my statement on November 29, 1951, is applicable, the pertinent por- 
tion of which reads as follows: 

* * * the unambiguous language included in the law that the ‘statement under 
oath * * * shall be accepted as sufficient evidence of inability to defray ex- 
penses,’ precludes the establishment * * * of a means test as to the ability of 
the veteran to pay * * * so long as he complies with the foregoing require- 
ments. 

Notwithstanding this statement, if it can be determined that the veteran’s 
statement in this connection was fraudulent or false, the individual may pos- 
sibly be subject to criminal action, a matter not within the jurisdiction of the 
VA. Therefore, in keeping with my comments in the last paragraph of page 2 of 
my letter of March 27, 1953, managers are requested to report to the Administra- 
tor, through my office, any and all cases in which facts come to their attention 
which clearly indicate that the statement as to inability to defray cost of hos- 
pitalization is false. Prior to the submission of such cases, managers should 
confer with or refer the matter to the chief attorney for his comment. How- 
ever, no investigation is to be conducted in these cases by the manager. In this 
connection, under date of March 31, 1953, the Solicitor advised chief attorneys, 
all regional offices, as follows: 

“The function of the chief attorney in this matter is to advise the manager as 
to whether the material on which he proposes to predicate his conclusion that the 
facts ‘clearly indicate’ (not necessarily establish—note the word is ‘indicate’ ) 
that the statement on the form 10—P-10 by the applicant as to his inability to 
defray the expenses of hospitalization is false, is sufficient to justify such a con- 
clusion. Neither the manager nor the chief attorney will conduct an investi- 
gation to ascertain the truth or falsity of the statements on which the conclu- 
sion as to clear indication of falsity is predicated, inasmuch as the statute, Public 
Law 312, 74th Congress (38 U. S. C. 706), provides that the statement under oath 
of the applicant on such form as may be prescribed by the Administrator of 
Veterans’ Affairs shall be accepted. as sufficient evidence of inability to defray 
necessary expenses. It is contemplated that the manager will forward the com- 
plete report, including the comment of the chief attorney to central office.” 

Question 4, ““‘We are concerned as to whether a non-service-connected veteran 
who indicates that he has hospitalization insurance is by this fact able to pay 
the cost of hospitalization.” 

Comment: The answer to this question may be found in TB 10A—289, item 
‘ff,’ page 4, reading as follows: 

“Membership in a union, fraternal organization, group hospitalization, or 
insurance plan or policy, etc., does not in and of itself necessitate an affirmative 
answer to item 27 (VA Form 10-P-10), nor does it indicate that the applicant 
is financially able to defray the cost of hospitalization.” 

Again, in my statement of November 29, 1951, on this subject, on page 4, the 
following was stated: 

“It is true that many persons with some means, some of which means may 
consist of a chose in action such as an insurance policy, against the insurer, 
can and do truthfully state that they are unable to pay for the required hospital 
care,” 

86102—53 48 
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In view of these quotations, there should be no hesitancy in accepting the 
veteran’s statement under oath of inability to defray the cost of hospitalization, 
even though he indicates that he has some form of insurance. 

2. In closing, I wish to express my appreciation to all managers for their 
prompt cooperation in submitting a reply to my letter of March 27, 1953. Other 
questions raised by managers that have not been answered above and which are 
not for general application will be answered on an individual basis as soon as 
time permits. 

J. T. Boone, 
Vice Admiral (M.C.) United States Navy, Retired, 
Chief Medical Director. 

Now, perhaps it would be a good project for the committee, your 
selves, to undertake a similar work. 

Mr. Evins. May I interrupt to inquire as to whether or not the 
American Legion has given any study to the possibility of recovery 
of funds through insurance contracts which veterans may hold? 
Have you addressed yourselves to this question? If we are including, 
say, a million or a million and a half, as you have indicated, by 2 
percent of improper admissions, if we could recover a couple of mil- 
lion, we would offset that loss. 

Mr. McCurpy. Well, I think that is a good point. I think you 
might be able to recover it. But recovery indicates due process of 
law. You are not going to recover from any citizen without due 
process. The investigation in due process may cost more than the 
recovery. So what you do, if you set up some type of law for the 
policing of this thing, is adding employees and adding expense and 
ade ling ¢ cost. 

Mr. Evins. Well, they are doing that at the present time. They 
are making demands upon insurance companies. 

I am just wondering if the Legion has given any thought to this 
whole subject. 

Mr. McCurpy. You mean as to those with health insurance? 

Mr. Evins. That is right; insurance contracts. 

Mr. McCurpy. We have given a great deal of thought to it. We 
have no official statement on it as yet at this time. 

In my thinking and in my discussing the problem, there are so 
many different kinds of health insurance that it is a difficult question 
to answer “Yes, we think they should,” or “No, we don’t think they 
should.” It would seem reasonable to me that if a man has full and 
complete unlimited coverage for himself and his family, he would 
have no need of veterans’ hospitalization. 

Mr. Kearney. Let me interrupt there, to go on with the questions 
asked by Congressman Evins. 

Is it not also true that many a veteran who has a health and 
accident policy has tried to collect, we will say, for his hospital and 
medical bills? And is told: “You are not entitled to anything, be- 
cause you are getting free treatment in a veterans’ hospital”? 

Mr. McCurpy. Well, as I say, it is a question to which I don’t 
believe anyone can say “yes” or “no.” For instance, some plans are 
for a veteran and his family with a limit on the amount’ of the benefit. 
If he has a health insurance plan for, let us say, $500 and he covers 
himself and his wife, if he exhausts it on himself he loses the pro- 
tection for his family. 

There are other plans that say that if you are entitled to hospitali- 
zation from the United States Government, this policy shall not be 
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of any force or effect. There is that type. And there are so many 
variations of that, up to the complete unlimited coverage type. There 
are some who do have complete, full, and unlimited coverage. To 
say that a man who does have insurance should not be admitted, I 
think, would be decidedly a wrong answer. Because I can build a 
ereat many cases where he would ‘have insurance of this kind, that 
kind, or the other kind, and still be entitled, and should be admitted. 

On the other hand, you can build many cases where if they had 
that type of insurance, you would think there would be no need. 
When you said “recover y,” I thought you were talking about the 
recovery of money from a veteran who had gone in ‘under false 
pretenses. , 

Mr. Evtns. Not from the veteran himself, but from the insurance 
company. 

We have had called to our attention some instances where veterans 
have been hospitalized in VA hospitals and had insurance coverage 
for a period of hospitalization, and collected from the insurance 
company a certain sum of money for hospitalization, but did not 
pay the VA any amount. So some veterans get the hospitalization 
from the VA and put the insurance money in their pocket. 

Mr. McCurpy. Hasn’t the VA collected considerable from the in- 
surance companies also ? 

Mr. Evins. Yes, they have. 

Mr. McCourpy. I think so. 

Mr. Evins. But I rather have a feeling that if we wrote a law 
which demanded of the VA to collect, that the insurance ‘companies, 
being smart boys, would have an exclusion clause inserted in their 
policies. 

Mr. McCurpy. That is in many now. 

Mr. Evrns. They might make it even more widespread. 

Mr. Kearney. Did you have a question, Mr. Saylor? 

Mr. Sartor. Yes. I am very much interested in this because at 
the present time, on the P-10 form, which every non-service-connected 
veteran who goes into the hospital must sign, or not everyone, but 
everyone who is at least non-service-connected must sign: “Are you 
entitled to hospital care by membership in a union, group plan, hos- 
pitalization,” et cetera, or reimbursement because of action against 
any party—technically, the Veterans’ Administration has attempted 
to keep those people out. 

Mr. McCurpy. No, they don’t have to keep them out. They can 
answer that question “yes” and they don’t have to keep them out. 

Mr. Sartor. Well, do you think it is proper to admit them to vet- 
erans’ care when it is necessary for him to take this oath that he is 
unable to pay for hospitalization ? 

Mr. McCurpy. I think it is if he is unable to pay. I think it is 
proper, certainly. 

Mr. Sartor. I want you to tell me how he is unable to pay when 
he has to answer positively then that he has an insurance policy which 
will pay his cost of hospitalization. 

Mr. McCurpy. Well, if he has an insurance policy that is limited 
and depreciates and is coverage for his entire amity, he is depreci- 
ating his own policy for his family. 

Also, you would have to know the olicy. If the policy says that 
if he is entitled to Government hospitalization it doesn’t pay, he would 
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be entitled. And many of them say that. That is why I say I can’t 
answer the question in blank. If you will take a specific policy that 
says a specific thing 5 

‘Mr. Sartor. We have agreed, in this committee and in the hearings, 
that we have anywhere from your figure of 2 percent to a maximum 
of 5 percent of the veterans are involved. Now, I want to know 
whether or not it is the position of the American Legion that e 
are going to say that the Veterans’ Administration must look a 
the insurance contract. We are down now not to the marcia 
nected cases, not to the case of NP, TB, or the chronic. We are down 
now to that small fraction which have abused their veterans’ privileges 
and benefits, and are the ones which are bringing this entire program 
to the attention of the public. And I am very frank to tell you that 
it is my opinion, speaking only for myself, that there is an evil that 
exists. 

Now, it may not be very large. But I am afraid that the evil is like 
a cancer, and unless this committee takes some positive action with 
regard to this program, the cancer is going to grow. I think, if you 
are familiar with what happened on ‘the floor of the House, it was 
only because the members of this committee stood as a solid unit 
that we were able to prevent something from happening this year. 
And it was only with the assurance that this committee would go ahead 
and hold hearings and determine what the future policy shall be 
that something has not already been done, and a drastic step, I may say. 
So we just cannot close our eyes and say it involves only 2 percent of 
the total budget. And, as I have said, the maximum is 5 percent. 
What this committee is trying to do is to wipe out whatever fraction 
there is in the best manner. I am interested now in this angle of 
insurance. I want to know whether or not it is going to be the posi- 
tion of the American Legion that if a man has an insurance policy, 
whatever kind of an insurance policy it is, that entitles him to hospital- 
ization in some other hospital, you are going to say that regardless 
of that policy, if he has no other means, he should go into a veterans’ 
hospital ? 

Mr. McCurpy. Well, all IT could do is reiterate that I don’t think you 

can answer it “Yes” or “No.” 

Mr. Sartor. You say now you t want to look at every policy. 

Mr. McCurpy. I think you haveto. It isn’t a matter of wanting to. 
You have to. 

Take my own policy. I have a policy that is a health-insurance 
policy for me and my family. I am entitled-——-permanent and total 
service connected—entitled to hospitalization. 

Mr. Sartor. No. We have agreed. There is no question as far 
as you are concerned, because this does not involve anybody who has 
service-connected disability. 

Mr. McCurpy. I wasn’t making that as the point, service-connected 
disability. I was making the point that I am entitled to Government 
hospitalization under the law. And my policy says that it shall 
not be payable if I am entitled to Government hospitalization under 
the law. It is of very little value to me at all. I took it to encourage 
the employees of the city of Pasadena to take the policy and protect 
their families, and set the example. I pay $9 or $10 a month, some- 
thing of that kind, for a health policy, that clearly states it won’t 
pay meat anytime. That is what I am talking about. 
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There is a policy that says if you are entitled to Government hos- 

‘italization under the law the insuring company will not pay. I still 
| ive to answer that I have a health policy. I mean, it is a question 

like: Have you stopped beating your wife? It is the same kind of 
thing. You just can’t answer it ina flat w ay. It is a most complex 

nd difficult problem. I see that there is a problem, and I see that 
you gentlemen are going to consider that, and you should consider it. 
| agree with that. I go along with that. But at this stage, certainly 
the American Legion, none of us, could recommend or assist the com- 
mittee in a solution of it without a great deal more study than we 
have made. 

Mr. Evins. It is your view, then, and the view of the American 
Legion that the law does not need amending at this time and that 
ny correction should be taken care of through administrative 
rocedure ¢ 
Mr. McCurpy. Yes. I would say that that is correct. We admit 
and acknowledge some abuse, and we think we know more about it 
than anybody else. We have gone out and documented about 3,800 
G. M. and S. cases as to amount expended, health insurance, type of 
ailment, and so forth. We think we know where it is. We think we 
know the extent of the alleged abuse. We believe that an amendment 
to the law at this time, of the nature that has been discussed—that it 
might be amended to recover money from the veteran himself, and 
other things of that nature—would be more costly and would, in 
the end, cost more money than any good that could be done by the 
amendment. 

They say that it should be a responsibility of the community or 
of the State. I don’t know what the situation is in Pennsylvania. 
If you have enough hospitals to take care of all these veterans, that is 
one thing. 

And I wonder what the reaction is going to be of city councils, 
boards of supervisors, State assemblies, when you start passing a 
Government obligation back on those States. You are going to hea 
from them, sir. 

Mr. Teacur. May I make a comment right there? 

Mr. McCurpy. Yes, sir. 

Mr. Tracur. I think what you have said is exactly true, and I 
think you made a very fine statement. And I think you people do 
know where the abuses are. And I think you people can do more to 
correct the abuses than any other group. 

Now, I have heard some service officers speak about getting some- 
body into the hospital that had no business going there. And the 
whole community knows about that when it happens. In a town the 
size I live in, 18,000, when someone in that community gets into a 
hospital that should not, the whole community knows about it. That 
is what is causing, I think, this cancer that Mr. Saylor spoke of in our 
hospital program. I think that all our veteran groups ought to be 
just as careful in keeping people out of hospitals that have no busi- 
ness there as they are in getting people in. And I think this law, the 
way it is written, protects against that kind of thing. 

I have heard of cases where hospital personnel went out recruiting 
patients because they were afraid they were going to lose staff members. 

And I think the present provision of law encourages that kind of 
thing. I think our veteran group in the next year ought to make a 


a 


| ) 
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concerted effort to stop any abuse in this hospital program. If you 
do not, this cancer that was spoken of is going to continue to grow, 
And it is veterans that are talking about “it, too, Bob. The people 
that talk to me are veterans. I have just come from home, where 
there are a number I have talked to. 

Mr. McCurpy. I agree that it should be corrected, even the 2 per- 
cent who might be questioned. I certainly agree that we are in a 
key spot to help in its correction, and that perhaps we haven’t done 
everything that could be done to do that. I believe we are propably 
not wholly without blame. We have hundreds of service officers, and 
they are as strong or as weak as the individuals concerned. Most of 
them are splendid high-class gentleman who do a splendid high-class 
job. The intent of Congress certainly was not to hospitalize the 
fellow who could afford it. And it has never been our intent to 
hospitalize the fellow who could afford it. 

Now, under the law, as it is written, I have always thought that the 
intent of the law had a great deal to do with the interpretation of the 
law. If we are correct that that is the intent, we fail to see why it 
can’t be enforced under the present law. 

We suggested that an opinion be secured from the Attorney General 
as to whether or not the VA didn’t have the power under existing law 
to enforce it, when the intent is set forth as clearly as it is. 

I am not an attorney, but it would seem good judgment to me that it 
is enforcible as written. 

Mr. Tracur. Bob, did you read their opinions that are in the 
appropriations hearings, where we wrote and asked the Attorney 
General to ask the Solicitor? 

Mr. McCurvy. He didn’t give them. 

Mr. Teacur. You read Mr. Odom’s opinion ? 

Mr. McCurpy. I read Mr. Odom’s opinion. 

Mr. Tracur. He said that it has been so held by courts. 

Mr. McCurpy. We are going to give a lot of study to this problem, 
and we are certainly going to try to help you with a suggestion, if 
that is true, and if this committee feels that something must be done 
to correct that. I think that there is certainly a field somewhere along 
the line where it can be corrected and accomplish the thing that you 
and I want to accomplish, without doing great violence to ‘the entire 
program. 

Mr. Evrxs. Do you not agree that this cancer, if there is such a 
cancer, is being agitated by antiveteran groups? 

Mr. McCurpy. Well, we have had that all the time. We have had 
that “cancerous growth” that is going to sink the Government. And 
when I read the testimony of 1932 and 1933, that is in here, they said 
it at that time: “It is going to ruin you.” 

Mr. Evins. The Solocitor of the Veterans’ Administration has in- 
dicated to the American Medical Association that if they will call to 
the attention of the VA any of these cases of abuses which they are 
always heralding in the skies as so numerous and so great, they would 
be glad to investigate them. And thus far, the American Medical 
Association, I am advised, has failed to report a single one to the VA. 

Mr. McCurpy. Well, we asked them to join with us in making this 
survey. We met with them here in March. 

Mr. Evins. The American Medical Association ? 





HOSPITAL CARE AND OUTPATIENT DENTAL TREATMENT 2395 


Mr. McCurpy. Yes; we did. And we asked them to join us and 
intly make this survey. We have spent thousands of dollars doing 
this work now. And they not only would not join us, but before the 
re — were completed they took precipitate action. And, of course, 
; far as I am concerned, they just feel that they are losing a fast buck 
somew rie e along the line that they should have. 

Well, I mean, it is rather obvious, isn’t it? 

Mr. Evins. They have not been able to report any cases of abuses? 

Mr. McCurpy. They make these statements. I have outlined a few 
of them in here. I had one made to me. Everyone that has ever 
told me by name, I have investigated it clear through to the very end, 
to see what happened. I had one reported to me that this fellow 
went to the hospital, and of my own knowledge, 4 weeks ago he sold 
his business for $60,000 cash money, and he got it in cash, and then 

» went over to the VA hospital, and is in the hospital now. 

And I said, “Who is he?” I got his name and his address. So I 

vestigated it, and I found out that the fellow was absolutely right 
as far as he had gone. The veteran did sell his business, and he did 
get $60,000 cash, and he was in the VA hospital. What he didn’t 
say was this: This GI had been in a business since 1945 and was on a 
downhill grade, and that when he sold it for $60,000, he had a de- 
ficiency of $12,000. He gave the entire $60,000 to the bank, signed a 
note without any security for the $12,000. And his banker said: 

“Yes; he is a good, honest boy. We will have to write this off. But 
I will bet that he will pay it a3 soon as he can get a job to get back 
on his feet and go to work.” 

The fellow didn’t have a nickel in the world, and he was in a vet- 
erans’ hospital, broke. 

Now, you get those kinds of stories, 

We had another one that was quoted as quoting some judge in Chi- 
cago, that the medical society dignified by repeating in their news- 
letter. Immediately we checked back on this judge in Chicago. He 
apologized profusely. It turned out that the man they were talking 
about had direct service connection and was in a hospital for his 
service-connected disability. And the judge made an apology, said 
he had never made the statement; he had had the matter up in a 
divoree action for alimony and he knew the fellow had alimony, be- 
cause he awarded the money to an estranged wife. 

Mr. Secrest. Did the medical society correct the matter in their 
publication subsequently ? 

Mr. McCurpy. I haven’t seen any correction. 

Mrs. Rocers. Will the gentleman yield? 

How do you explain the fact that the American Medical Association 
seems to welcome the fact that the Veterans’ Administration should 
take care of the NP and TB cases? 

Mr. McCourpy. Well, I tell our boys that the American Medical Asso- 
ciation seems to be for a “skin and bones” program. They give the 
impression of wanting the “flesh and blood” to the last drop and then 
giving the patient to the VA. And that is exactly what they are 
doing, and it is exactly what they want to do. Look at our reports. 

Mrs. Rogers. You think they want to ruin the medical and surgical 
program ¢ 

Mr. McCurpy. There is no question. 
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Mrs. Rogers. Too many of those cases that are hospitalized away 
from the VA will not have the fine medical service in ‘the VA. 

Mr. McCourpy. It is obvious that is what they stand for. They say: 
“Take no G. M. and S. cases.” I don’t know what you are going to 
do with them in communities or States. In my community, my State, 
my county, has no facilities to take care of the obligation of the Fed- 
eral Government to its veterans. I don’t think so. I don’t think they 
can do it. 

Mr. Kearney. Is it not also true that many, many members of the 
association, in large and small communities throughout the country, 
are also advocating that certain patients of theirs he immediately sent 
to a veterans hospit: il for treatment, whether it be service-connected 
or non-service-connected ? 

Mr. McCurpy. I am sure that you have read the stories on the other 
side. Every once ina while an enterprising fine reporter will get hold 
of a fellow that is in that category and he didn’t get in, and ‘then he 
approaches death, and they dramatize it. And who catches the dickens 
for it? The Congress, the VA, the service organizations. “Why 
didn’t you get the man in?” 

We believe that by far the great mass of the American public stand 
for the program as it is. We believe that most of the doctors stand 
for the program as it is. 

I am not condemning doctors as such. I have a very deep and pro- 
found respect for doctors. I mean, I owe so much to them myself. 
And I have some that are family friends and are splendid gentlemen. 

In our post we have three doctors past commanders. Two were also 
past officers of the Medical Society of Los Angeles. None of them 
agree with the top brass of the AMA. They don’t agree with those 
who are shoving this kind of a program to your committee. I don’t 
believe most doctors do, either. 

Mr. Secrest. I have never had a single doctor from my district ever 
say a single thing against this program, and there has not been a vet- 
eran out of my district who has gone to one of the veterans hospitals 
that these doctors do not make the fight to get him in. He cannot get 
in unless a doctor calls Pittsburgh and says it is an emergency case. 

Mr. Savior. I would like to concur with the statement of the gentle- 
man from Ohio, Mr. Secrest. I have never had a doctor in my district 
complain about the program. 

{ FRELINGHUYSEN. In my district also. I think it would be 
unfair to say that they suck the blood and give the skin and bones to 
the VA hospitals. ; 

Mr. Secrest. I think he is talking of the AMA or someone at the 
top. 

Mr. Frevincuuysen. I think it is an unfair description of the 
AMA, in my opinion. We have a difference of opinion on this. 

Mr. Crerevia. I am still interested in that one case you brought up, 
the fellow who sold his business for $60,000 cash. So that we might 
have a meeting of the mind as to your way of thinking, and my way 
of thinking, do you still feel that man was unfair to have hospitali- 
zation ? 

Mr. McCourpy. He had not a cent in the world and was in debt. 

Mr. Creretia. He had paid it to the bank. 

Mr. McCurpy. We all pay it. 

Mr. Crerexxa. If we all say we cannot pay you because we have an- 
other obligation to pay 
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Mr. McCurpy. He had paid. At the time he made application for 
ospitalization, he had not a cent in the world, and was $12,000 in 
lebt. at the time he made application. He didn’t have one cent. 

Mr. Creretia. Is your test, then, for a man to get hospitalization, 
non-service-connected, that he has to be absolutely solvent, so that he 
can prepare a balance sheet and show something on the right-hand 
side of the ledger before you say he does not have to pay ¢ 

[ disagree with you. I say if a man gets $60,000 in cash, and then 
he decides to prefer the bank over all other creditors including his own 
medical care, that man is not, I say, entitled to free compensation. 

Mr. McCurpy. I don’t think that it happened quite that way. I 
think it was paid into escrow and that the man owned the business and 
held the notes and took it out of escrow and actually, factually, he 
never had control of the $60,000. 

Mr. Crereitia, That is not what you said before. You said he did 
cet $60,000 and put it in his pocket and paid the bank. 

Mr. McCurpy. It was all through an escrow, the way those business 
transactions are made. I mean, the criterion of determining medical 
indigency in itself is a most difficult thing. 

I know of a case of a fellow that was downtown one night, and he 
had gone to a dance and had a lot of fun. He got home at 1 o’clock 
in the morning and went to bed. At 5 o'clock in the morning, he 
awoke, and he couldn’t move. And they took him to a hospital. The 
fellow had some means, 

They said, “Oh, you will be in for 5, 6, or 7 days maybe.” Then they 
told him, “5, 6, or 7 weeks maybe.” And that proceeded to months. 
And he was finally in 35 months. He couldn’t afford to pay for his 
hospitalization. There aren’t very many that could afford to, where 
he had to have special attention, nursing care, and what not. So it is 
an undetermined thing. 

Mr. Fretincnuysen. I would like to ask a question, and then I 
would like, if I may, if I can keep the floor, to ask Mr. McCurdy a 
question, 

I think we are all interested in specific questions, but at the same 
time, I do think we have a general problem which perhaps we should 
try to confine ourselves to, and I would like to know if we are going 
to have a regular order of business and each ask questions, or should 
we just horn in as we want to, 

Mr. Kearney. Before you came in this morning, I do not know 
whether you were here or not, but Mr. McCurdy had this prepared 
statement, and it was suggested that instead of reading his prepared 
statement, he strike the highlights of it. 

Mr. Fretincuvuysen. I should like to point out I was here at the 
outset of Mr. McCurdy’s statement, and I would like to ask him some 
questions about what he said in the statement and the general topic, 
if it is the time to do it. 

Mr. Kearney. Go right ahead. 

Mr. Frevinenuysen. Mr. McCurdy has described the subject mat- 
ter of these hearings as making a mountain out of a molehill, and 
another witness has already described it as a tempest in a teapot. 

[ still think we have a lot of ground to cover, and I still would like 
to get his views on some of the subjects which he has brought up. 

I am wondering whether you agree, Mr. McCurdy, with the dis- 
tinction which now exists in the law between service-connected cases 
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and non-service-connected cases. Do you think it is desirable to draw 
the distinction which now exists? 

Mr. McCourpy. I think the priorities that are set up for hospitaliza- 
tion are just and proper. 

Mr. Fretrycuvysen. Do you think it is a reasonable distinction to 
make, between service-connection and non-service-connection cases? 

Mr. McCurpy. Yes, sir; in priorities, I think that is correct. 

Mr. Freitincuvuysen. Do you think we should attempt any clearer 
distinction between the two categories ? 

Mr. McCurpy. I think there is a clear distinction. 

Mr. Fretincuvuysen. You think it is clear enough as it is now 
stated ? 

Mr. McCurpy. Yes; I do. 

Mr. Teacur. Would the gentleman yield for a question on that same 
thing? 

Mr. Fretincuvuysen. Yes, indeed. 

Mr. Teacur. Do you believe, Bob, that there should be any changes 
within the service-connected and non-service-connected? I mean by 
that a clear definition of service-connection? Do you think it should 
be liberalized or tightened up? 

Mr. McCourpy. Well, I think that we are going into a tremendous 
subject, if we are going into a qualification of service-connection. 
That is a law that has been developed over 35 years, and on a great 
basic table of experience and medical evidence. And to open the sub- 
ject of whether service-connection as granted at the present time is 
proper certainly is a subject that I can’t discuss in 1 day before this 
committee. The rating schedule of 1945 is tremendous. 

Mr. Tracur. Have you made a study of service-connection? 

Mr. McCourpy. For over 35 years; yes. 

Mr. Treacur. The reason I am interested in this is that Mr. Phillips 
made the statement on the floor that he hoped the day would never 
come when we differentiated between how we treated a man back in 
the rear area and how we treated a man in the combat area. I have 
a little feeling on that. 

Mr. McCorpy. I do, too. 

Mr. Teacur. And from listening to Mr. Frelinghuysen, he has 
mentioned this subject of just doing away with service connection. | 
would go a long way on that, except for the boys that are in combat 
areas. I believe that there are few people that appreciate what our 
boys do go through up in the combat areas, not from maybe as much 
a physical wound as a mental wound. That is the reason I ask the 
questions along that line. 

Mr. McCurpy. Well, I believe this: In differentiating between the 
combat veteran, and a veteran, when your Uncle put his hand on your 
shoulder and took you into service, where you served is a matter of 
happenstance. I mean, that is one of the things that creates you as a 
veteran, as a class, because they took you and told you where you were 
going to go and w hi at you were going to wear and what ‘you would eat, 
and how much money you would get, and when you could go home. 
The people have made them a certain class. If the soldier gets run 
over by a truck in camp and loses his leg, he is without a leg just as 
much as if he got it shot off on the front lines, And to say that the 
man in the rear area should not be service-connected but the man in the 
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front should be, is entirely unjust. Certainly those men served where 
they were told to serve. 

Mr. Tracur. May I get one comment in there, Frelinghuysen? 
Phen I will quit. 

Will the gentleman yield? 

Mr. Fretancuuysen. Yes, indeed. 

Mr. Treacue. There is a ward of 60 boys out here in a hospital. 
lwenty of them are Korean veterans, and 40 of them are boys that 
were hurt in car wrecks over weekends. So it is just not a case of the 
rear area and a boy serving there. I question, if you give a boy a pass 
and he goes out and hit a culvert over the weekend, that he has service 

nection for the rest of his life. 

Mr. Fretancuvysen. I would like to point out that I was making 

distinction between combat and noncombat veterans. I was at- 
tempting to start a discussion with Mr. MeCurdy on what he was 
just testified to. He said that we have a certain kind of obligation 
to a veteran who was sick, broke, with no place to go. That descrip- 
tion, in itself, would mean that service connection had anything to do 
with it. I was just asking whether you think the distinction between 
service connection and nonservice connection was a reasonable one. 

You would seem to suggest that we owe just as much of an obligation 
to the non-service-connected disability if he falls within that descrip- 
tion. Now, is that true, or not, Mr. McCurdy? 

Mr. McCurpy. Well, you asked me that question on March 4, and I 
answered it in the same way, that I did not know that there was any 
question about the service connected. They are entitled toit. And I 
stated further that I think the priorities are correct; that the service 
connected should have priority. 

Categorically, then, 1 would be answering your question “Yes.” I 
think that the service-connected should have a preference. 

Mr. FretincHuysen. I will agree with you, Mr. McCurdy. Now 
let us go on from there, if we may. I did not really mean to get on to 

ich a long discussion of a topic that really is not appropriate to this 
particular hearing. What I would like to find out is about this ques- 
tion of medical indigency, which you say yourself is a difficult prob- 
lem, the question of dete rmining ability to pay for the non-service- 
connected case, what standards should be set wp, and who should 
operate the standards when they are determined. To what extent 
should we write changes into the law, or is it undesirable to do it at 
all? I would just lige to get your opinion first of all before we dis- 
cuss the question of whether it is desirable to set up standards in the 
law: What abuses specifically have you found that you say you admit 
the Legion says do exist, but which can be eliminated or reduced w ith- 
out specific changes in the law? What type of abuses? 

Mr. McCurpy. Well, the only types of abuses that we have found 
are about 2 percent that could be questioned. I do not say that they are 
abuses. I say that our survey would indic ate that it would be justi- 
fied to make further investigation on the man’s ability to pay. 

Now, to set up a criterion for determination of whether the man is 
able to pay or whether he is not able to pay: I am unable to set up a 
criterion of medical indigency at this time, and I think it is a tre- 
mendously difficult thing to enact into law and to spell out, when a 
man should and when he should not be able to pay. 
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Mr. Freiincuuysen. You answered my question in the first part of 
your statement, Mr. McCurdy. You suggest that the abuses that you 
have found are with respect to the man’s ability to pay. Is that right? 

Mr. McCurpy. That is correct. 

Mr. Fretrycuuysen. That is where the abuses are. And that is 
what we are trying to talk about now, what a man’s ability to pay is, 
and how we can determine it, and whether there should be standards. 

I am wondering next : Do you agree with those who favor some kind 
of tightening, either administratively or by a change in the law, of the 
material that is put in the P-10 applications, or in the applications in 
some form of those who do not have service connections, so as to screen 
those who do have the ability to pay from those who do not? 

Mr. McCurpy. Well, I think that I could best answer that question 
by, No. 1, saying that this matter will have to be studied by our entire 
commission and by our convention committee, and perhaps by the 
convention, in thinking about this problem. And I have thought 
about it a great deal. And believe me, there is no simple answer to it. 
It is a most difficult thing. 

I have thought in terms of anticipating your question. What am I 
going to say if Pat says, “Well, how would you amend it, if you want 
to tighten it up? Even though it is only 2 percent, we want to cor- 
rect the 2 percent. What would you do? We want to do something on 
that.” I realize that is a problem that you are confronted with, and 
that you have to come out with something on it, and I realize how 
difficult it is. 

With that in mind, I have told our staff that I am going to present 
a proposition to the Commission that will not change the basic 
law but will permit investigation. I do not propose to set up an in- 
vestigating division in the Veterans’ Administration and add a lot of 
employees and what not, but I would be willing to discuss the possi- 
bility of putting a further safeguard in. And I have come up with 
this as the best answer that I have been able myself to work out, that 
I think would give a little more leeway. And may I read it? 

The statement now I would add nine words in the middle of —— 

Mr. Frevincuvuysen. That is the P—10 statement? 

Mr. McCurpy. No; this is the law. This is section 6 of Public 
2 of the 73d Congress, as amended by Public 312. And you will find it 
on page 17 of my statement. 

The statement under oath of the applicant on such form as may be prescribed 
by the Administrator of Veterans Affairs shall— 


and then I put in my own words right there : 


in the absence of substantial evidence to the contrary, be accepted as sufficient 
evidence of inability to defray necessary expenses. 

In other words, I would propose the amendment by the addition of 
“in the absence of substantial evidence to the contrary.” 

Now, we are not making a snooping division in the VA. We are not 
fixing responsibility of managers to guarantee that a.man has eco- 
nomic ability or nonability to pay. We are inserting in the law a 
phrase that will permit the Administrator or the manager, upon any 
type of substantial evidence, to make due investigation and ascertain 
whether the man is able to pay. 
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Mr. Fretincuuysen. I do not want to unduly prolong the discus- 
sion. I gather from your reply that you would not be opposed to a 
change in the regulations to determine whether or not a veteran has 

the ability to pay. In effect, you certainly said that by including this 
additional clause, “in the absence of substantial evidence to the con- 
trary.” We could talk for an hour on what constitutes substantial evi- 
dence and who should be authorized to look into the question and how 
much effect it should have on the general conclusion as to whether or 
not he is able to pay. In general you would be willing to go along with 
the idea that we could make some changes to avoid the abuses which 
you admit exist. 

' Mr. McCurpy. I have no objection—— 

Mr. FrRELINGHUYSEN. Just, please, a “Yes” or “No” answer on that. 
You would be willing to have some changes ! 

Mr. McCurpy. I wouldn’t answer that “Yes” or “No.” because there 
is no “yes” or “no” answer indicated. 

Mr. Fre.ineuuysen. Briefly, then, could we get an answer as to 
whether you agree that we can take a look at what the standards are 
and determine who should operate them ? 

Mr. McCurpy. 1 have no objection to the enactment of legislation 
which will make the powers of the VA enforce the intent of the exist- 
ing law. 

Mr. Fre_rncuvuysen. That is all I am suggesting that we are at- 
tempting to do. 

Now just one final question. I would like to find out why you 
were so apprehensive that the changes which have been suggested by 
the Appropriations Committee, if you will, or which may be sug- 
gested by this committee, are going to be so substantial that they 
would threaten the entire program. You did make references to the 
economy moves in the 1930’s, which was somewhat before my time. 
And I am wondering why it is that you think that the suggestions 
which would be made regarding the tightening of the P-10 affidavit 
would be so drastic that they are going to threaten any basic benefit 
which now exists. Is it not just a question of straightening it out 
so that the ones who deserve it most get the treatment and those who 
can afford to pay part or all of their expenses pay? Is that not what 
we are disc ‘ussing ? 

Mr. McCurpy. That is what they are supposed to do at the present 
time. And that is what they do at the present time. And we think 
to attack basically a law of that type in some of the manners that 
have been suggested is certainly wrong. The amendment that was 
in your Appropriations Act to let a veteran pay a portion or all of 
the expenses would not tighten it. That would liberalize it more 
than it would tighten it. T ‘hen you could go on and say, “Sure, I will 
pay,” and you will go to a VA hospital and pay for it, because it is 
cheaper per diem, including medical care, than any of your private 
hospitals anyplace. 

Mr. Fretincuvuysen. Then you are apprehensive because you are 
afraid the result may be a liberalizing and an addition of veterans 
to the rolls? 

Mr. McCurpy. I think that the liberalizing of it would be just as 
critical to the veterans as the restriction of it. I think that over 3° 
years we have got it worked down to a pretty reasonable place. And 
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I think we all stand for that reasonable place. I don’t want to lib- 
eralize it, either. I don’t want to liberalize it, and at the same time 
I don’t want to curtail it. Iam for just what the law says. I regret 
that VA can’t enforce it as it is written. I have no objection to the 
enforcement. Our organization has always stood for it as it is. 

Mr. Frevincuuysen. Mr. McCurdy, you suggest that the Legion 
does not want to liberalize the benefits which are now available, : and 
it is your position that the riders which were included or sought to 
be included in the appropriations bill might have resulted accident- 
ally or purposely in a liberalization of benefits and the inclusion of 
veterans who normally would not seek to get benefits. 

Mr. McCurpy. I think that it could have resulted in that. 

Mr. Frevtineuvysen. And that is one of the reasons you are ap- 
prehensive about the results of what this committee may do? 

Mr. McCurpy. I am not apprehensive of this committee. I am ap- 
prehensive of every committee taking a shot at it, sure. I don’t like 
that either. I don’t like legislation by appropriation. If we are 
going to do something like this, this is the proper place to do it. We 
have people of experience and judgment in these affairs on this 
committee. 

Mr. Frevincuuysen. I have taken enough time, Mr. Chairman. I 
would be glad to y ield. 

Mr. Kearney. That is perfectly all right. But on that score, I will 
say what I personally am apprehensive of. And I have noted the 
increasing opposition, shall we say, to veteran legislation since my first 
arrival in the Congress. And as you say, it might be legislation in an 
appropriation bill which should come before this committee for par- 
ticular study. But, Bob, in my humble opinion, I will also say this: 
that there seems to be an attitude on the part of a good many veterans 
that nothing concerning veteran legislation should be touched; in 
other words, the veteran is a sacred cow. Well, I am a veteran, and I 
do not think that he is. 

What we are trying to do is to arrive at some conclusion here in our 
thoughts, in the development of these hearings, that is going to show 
not only to the individual Member of the Congress but also to the 
country at large that what we are trying to do is to correct many of 
the abuses which exist now. 

I noticed this, on this P-10, for instance. This is a minor proposi- 
tion, but it says 

22. Are you receiving from the Federal Government compensation? pension? 
retirement pay? 

Well, the answer to that question on retirement pay, on that partic- 
ular one alone: If you are receiving retirement pay, you are paying 
$1.20 a day or $1.50a day. Am I right, Casey, on that? 

Mr. Jones (professional staff). That i is true, Congressman, if you 
go into a Military Establishment, but not true in the Veterans’ 
Administration. 

Mr. Kearney. Oh, no. I say also in the veterans’ hospital. If you 
are receiving any sort of retirement. 

Mr. Jones. Well, if you go in there as a retired officer, yes. How- 
ever, practically all retired military personnel who actually enter VA 
hospitals do not pay subsistence because under the law they are 
admitted as full VA beneficiaries either because of war service or the 
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iact that they are receiving compensation. Those retired for dis- 
ability can waive a part of the pay in order to receive VA compensa- 
tion. 

Mr. Kearney. The first question they ask you, for instance: Let us 
say John Jones is a retired officer, and he says, “yes,” and he is charged 
that each day. You know $1.50 a day is certainly not going to take 
care of any just compensation due to hospitalization of an individual. 
And it is the same way on these health and accident policies. You do 
not get everything that you think you do when you take out a health 
and accident policy . In other words, you might receive 2 or 3 days a 
month of treatment. You might receive a nursing home. But many of 
them are sold on the basic thought that, well, every medical expense 
that you have is taken care of. And it is not so at all, 

So that even on your health and accident policies, whatever they do 
get certainly does not compensate the Government for treatment of a 
veteran in the hospital. 

But, as Mr. Frelinghuysen said, we have probably wandered a little 
here, but it is perfectly all right with the chairman to do that. What 
we are anixous to do is to come up with some satisfactory solution of 
this problem, and I say that it isa problem. What I am afraid of is 
that unless we do something and do it in a just and proper manner, 
so that no worthy veteran is hurt, sooner or later we may have the 
power taken from our hands, and it is going to be done by the Congress, 
on some particular day of legislation. 

Now, we have had organizations testify here that, well, have no 
solution. They have no statements to make. They hs ive no ‘mandate, 
they say, from their encampment or convention. In other words, they 
come and testify in generalities. What we want is help. We need it 

Mr. McCurpy. That is why I made this suggestion, that I think 
would be one way to grant further police powers. This would not fix 
a responsibility, but it would give you an opportunity, if we know 
that the law is being beaten. I mean, if we had a friend that we know 
has money and he went to the VA hospital, it would give one the right 
to tell the manager of that hospital that that fellow has money. Asa 
reputable person, it would be substantial evidence, and the VA would 
have a right at that point to investigate. Now, I think that is a step 
in what you are talking about. Whether that is a solution, a correct 
one, or not, I do not know either. 

Mr. Kearney. Well, of course, it reminds me of the old stories on 
your terrain exercise. A solution? There is no perfect solution, I 
would say. But we have got to come up with something. 

Mr. Sayvor. Right along that point, Mr. McCurdy, would you be 
in favor of allowing this P-10 form to be amended, under the recom- 
mendation which you have made here, to require a listing of a man’s 
assets when he goes into a VA hospital, so as to show his net worth, 
in determining whether or not there is substantial evidence ? 

Mr. McCurpy. Well, I don’t believe I would, because I think that 
that is only one factor i in a great many factors that would have to 
be considered, as to whether “he is eligible or not. A fellow might 
show some net worth. Let us take it that he has TB. Maybe he is 
going to be in the hospital for 3 years, and he has a net worth of $2,000, 
because he shows a net worth of $2,000, and he is nonservice TB. 
Should he not be entitled, then? I mean, there is just one factor. 
You have the medical factor, too. 
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Mr. Sartor. I thought we had agreed quite some time ago that we 
had eliminated all service-connected cases. We have eliminated all 
TB cases. We have eliminated them. We have even gone to the stage 
where you want to eliminate chronic, and I may be wi Ming to go along 
with that. We are down now to trying to get this 2 percent that you 
say exists. And the reason we are after that 2 2 percent is that it is my 
sincere belief that unless these veterans’ organizations help this com- 
mittee to arrive at a solution for that 2 percent, the primary purpose 
will be lost. And the disabled veteran, the veteran’s widow and his 
orphans are going to be hurt. That is the fundamental purpose and 
the reason that we are having this hearing, to provide that protection. 
We are not bothered with 98 percent, according to you. We are down 
to trying to get rid of the 2 percent that are causing all the unfavor- 
able reaction. And we do not want to do anything that is going to 
hurt the real purpose of all veterans’ organizations. But unless some- 
thing is done, it is my sincere belief that that will happen. 

Now, you say: What is substantial evidence? I wanted to know 
whether or not, first, you would be willing to have this listed, would 
be willing that we list his net assets, that we show what he is worth, 
You say “No.” I want to know whether or not you would like to have 
it amended to include his annual income. 

Mr. McCurpy. As I understand it, every patient that goes into a 
hospital signs the P-10, And now for the first time I have heard 
that Congress is willing to say that the TB’s and the NP’s are now 
entitled. What you are doing is quoting the AMA resolution, that 
they would be for that. But ‘I didn’t know that Congress had ever 
spoken on that subject and said that NP’s and TB’s, vhalkek service- 
connected or not, are entitled. 

Mr. Sartor. Congress has not spoken on that subject. 

Mr. McCourpy. They all have to fill out that form just the same. 

Mr. Sartor. This P-10 form that we are talking about, Mr. Mc- 
Curdy, does not have anything with regard to net worth, does not 
have anything with regard to income, on it. Now, I am wanting to 
know whether or not you are willing to have this committee recom- 
mend to either change the law to include it, or to fix it up so that 
the Veterans’ Administration will put it in. I agree that Congress 
has not spoken. I am only speaking to you now as an individual, in 
trying to arrive at a solution of what the problem is before this 
committee. 

Mr. Evins. Will the gentleman yield ? 

Mr. Sayror. I would like to get an answer here. 

Mr. McCurpy. I think that in the approach to the solution, you 
say “Unless they are doing something.” We are spending a lot of 
money, and we are trying to approach this subject first from the point 
of view of securing the facts, asking: What are the facts? Where is 
the abuse? We cannot proceed to correct it without finding out first 
what the problem is and to what extent it exists. And once we can 
ascertain that, which we are doing, and we certainly. have acted in 
good faith and spent a lot of time and money and effort to try to get 
the facts first— 

Now, I think that your proposition of an economic statement could 
well be a factor. And undoubtedly there are going to be many ideas 
of this kind that will have to be studied by our entire Commission. 
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We are anxious, and certainly willing, to do our best to come up with 
a solution, to suggest a solution to this committee, that might be 
acceptable. I realize that it is a difficult, complex problem. But 1 
think that when we start out and are spending our money to get the 
facts to learn what the problem is, I do not go on all this hearsay. 
We have had a bad press. They build it up, they project it, that we 
are talking care of 25 million people. And it is the same old 1934 
thing all over again. You can read the 1934 testimony and say it was 
done yesterday. It is the same thing. 

Mr. Sartor. And do not forget that in 1934, the person who was 
really hurt was the man who had edathenedinnmadied disability. Is 
that not right ? 

Mr. McCourpy. He was one of the men. There were a lot of others, 
too. 

Mr. Sartor. He was hurt more than anybody else. 

Mr. McCurpy. Don’t forget that it only took 1 year to restore it, 
too. They realized that it was a bad error. 

Mr. Sartor. Well, I still have not gotten anything as to whether 
the Legion would like to take the position that they would like to 
include this economic information in an effort to arrive at substantial 
evidence. It has been recommended here by Mr. McCurdy in his 
statement that those 6 or 7 words be added, “in the absence of sub- 
stantial evidence to the contrary.” 

I would like to know whether or not he would direct a recommenda- 
tion to the Veterans’ Administration or recommend to this committee 
that we ask, in determining substantial evidence, to have the man 
list his assets, debts, and liabilities. And then the next thing would 
be the statement as to his annual income. Those would be two factors 
as to determining substantial evidence. 

Mr. MoCurpy. It could be a factor. But whether our commission, 
in considering the whole problem, would think that that, in itself, 
was helpful, I don’t know. 

Mr. Sartor. I have not suggested that that was to be the answer 
at all. I just wanted to know whether or not you felt that items of 
that sort would be substantial evidence to be considered by the Ad- 
ministrator. 

Mr. McCourpy. I think certainly you would have to consider it along 
with other things. 

Mr. Sayitor. You cannot if you do not have it. 

Mr. McCurpy. You have to figure his disability. That is the first 
thing you have to do, project how long his prognosis is and how long 
he has to be in the hospital. 

Mr. Sartor. That is all a part of it, sir. But you certainly cannot 
consider his financial ability to pay if you do not have it in the P-10 
form. 

Mr. McCurpy. You can consider it to the extent that the man is 
making a sworn statement. 

Mr. Sartor. He has made a sworn statement up to now. But you 
do not know whether or not he has any assets. In other words, take 
the example that you used here a while ago, of a man having gotten 
$60,000. He would show that he had received $60,000, but he owed 
$72,000. 

Mr. McCurpy. He would not have shown anything, because he did 
not have a thing when he made his application. 

36102—53——49 
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Mr. Sayvor. If you asked his annual income, he would have to show 
it. 

Mr. Kearney. I think it might strengthen your P-10 in this respect. 
And that goes to the warning that is on the P-10, which means that 
if there is any false statement made in connection with the state- 
ment, there might be a prosecution by the United States Government. 
Now, as I say, there are 2 percent of these cases. But it does seem 
to me that something has got to be done with reference to the non- 
service-connected cases, as to paying his way, because he is taking 
a bed away from a veteran who is not able to pay. 

Mr. Evins. As I gathered from Mr. McCurdy’s statement with 
respect to the P-10 form, every veteran admitted to a hospital, whether 
he is service-connected, non-service-connected, chronic, or what not, 
has to sign such a form, and if you require this data and information 
in the form, you are thereby imposing upon anybody that is admitted 
the requirement to supply that information. 

Mr. McCurpy. There are some questions in this form that a ser- 
vice-connected veteran does not have to answer. It specifies right on 
the form that if you are service-connected you should not answer 
27, 28, 29, and 31, or whatever the numbers are. 

Mr. Saytor. He does not answer these questions right down here, 
27, 28, 29, which are the non-service-connected cases. 

Mr. Creretia. And 3 

Mr. Sayror. That is right. And he does not have to sign an affi- 
davit if he is service-connected. What we are trying to do is find out, 
get all the information we can to help this committee, as to those men 
who are not service-connected, and to assist the administrators of the 
hospital, to better determine whether or not a man has any ability to 
yay. 

Mr. McCurpy. We are going to have a meeting at the end of Au- 
gust, and that matter will be brought up specifically, and we will be 
brought back immediately after the convention. 

I may seem a little reluctant to some of you gentlemen to answer 
these questions, but I am not speaking for the American Legion on 
things they have not spoken on. I am willing to submit and I am 
willing to express my own opinions on them, but I don’t form policy 
for The American Legion. 

Mr. Kearney. Well, now, I think you are one of the key men in 
this. 

Mr. McCurpy. You are too complimentary, my friend. 

Mr. Kearney. I know the confidence with which your opinion is 
looked to in The American Legion, and they will look to you for 
guidance on this. 

Mr. Evrns. I think if you will look on page 5 of the gentleman’s 
statement you will find this quote: “some indications that we are 
journeying once oon along a well-traveled road,” and the witness is 
warning against our taking that road. 

Mr. Lone. I just want to explore one little thing, here, I will make 
this statement before I ask the question. I believe that a lot of this 
feeling that there is a great deal of abuse about this oath business is 
unfounded. I did not find a lot of that, and I do not know of others 
having found a lot of it. 

I think you have expressed yourself that you do not think it would 
pay; that there would not be enough saved to set up a department for 
the purpose of making these investigations in these various hospitals. 
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I would like to know if you think that that oath could be made, I 
might say, strong enough, or could make the patient understand it 
well enough that if he ‘did swear falsely, he would know he would 
very likely face prosecution, that the manager of that hospital would 
turn that over to the district attorney and call his attention to the 
fact that the veteran had sworn falsely. Do you think that that could 
be handled in that manner ? 

Mr. McCurpy. Well, I think that we have made some progress. 
Certainly our organization endorsed and supported moving that oath 
from the back page, where it used to be, to the front page, right where 
e has to see it when he signs his name. I mean, we supported that, 
to strengthen the form and to accent it. Now, I do not believe that 
most men will perjure themselves. I do not believe that they do. 

Mr. Lone. Now, one last question. You said you thought maybe 
there might be 2 percent that might be investigated. But might not 
that come down to about one-fourth of 1 percent of the ones that you 
might find had made a false affidavit? 

Mr. McCurpy. It might come to no percent. I say there are 2 per- 
cent, from the evidence that we took, intervie wing the men and doing 
it in — where it was indicated we might make further investi- 
gation. I did not say “would not be entitled.” I said “make further 
investigation.” I can’t say he wouldn’t be entitled until that investi- 
gation of that man was made and it was ascertained that he could 
pay. I say that, from the information we have, it was indicated. 
As to the rest of it, it is just as clear as clear that they couldn’t pay. 
When they spend millions of dollars in private hospitals and mort- 
gaged their homes and have been transferred from their hospital by 
their private doctor when they are broke into a V A hospital, it is pretty 
conclusive when they do th: at. There are a great many cases in VA 
hospitals that are transferred from a private hospital when the guy 
goes broke. 

I know you are all familiar with that, that that is ordinary pro- 
cedure. They take him in, take his money, and transfer him. 

Mr. Lone. One more question. I want your own opinion, for my 
own benefit if no one else’s. You feel that if an affidavit of that kind 
was signed, and then, too, knowing that they might be prosecuted 
in the Federal courts, that would render a sufficient safeguard to pre- 
vent a man from swearing falsely ? 

Mr. McCurpy. We certainly would never subscribe to protection of 
a perjurer. I am not going to say that. 

Mr. Lona. No, do you think that the veteran affairs of the Govern- 
ment would be well enough protected with that kind of an affidavit, 
under those conditions ? 

Mr. McCurpy. That is what we are pursuing, trying to get the 
facts as to what the abuse is. 

Mr. Lone. Well, 1 do not think there is any, to be frank with you. 
I have not found too much. I think the abuse is very small. I think 
we are just simply building a strawman. 

Mr. Kearney. I do not care what you have on any kind of a paper. 
[f a man is going to perjure himself, he just will. 

Mrs. Rocrrs. What would you do in the case of a man who goes in 
nonservice connected and is later service connected ? 
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Mr. McCurpy. A man goes in nonservice connected, and files a 
claim, and for that period he is still nonservice, although he is service 
connected for nine-tenths of the time he is in. 

Mrs. Rogers. That is wrong. 

Mr. McCourpy. But that is the way they do it. 

Mrs. Rocers. He should be hospitalized if the case is being worked 
on for service connection. 

Mr. McCurny. We have statistics on that, Mrs. Rogers, of how 
many of these men that go in and file claims are subsequently service 
connected. And those figures are being put in the record this morn- 
ing on what the percentage of these cases are that are service con- 
nected. Now, when the VA reports come out, the fellow may go in 
today and be service connected this week and stay in for 5 months, and 
he is still carried nonservice connected. And he is carried in that 
whole period as having that many days of nonservice-connected 
hospitalization. 

Mr. Kearney. I realize that you cannot in several days of hearings 
arrive at any real solution to this problem, and you cannot certainly 
arrive at it in a 48-hour debate on the floor of the House, on something 
which has been on the statute books for a good many years. But I 
do wish you would do this, that is, when you have your meeting in 
August. I wish you would convey to the national committee just 
exactly what this subcommittee of the Veterans’ Affairs Committee 
is trying to do. And we would like to have some concrete recom- 
mendations from that committee if they care to give it. 

Mr. McCurpy. Mr. Chairman, we will do better than that. I will 
get a bulletin out on this meeting here, with the attitude and the re- 
quests of this committee and its members as to the problem, and how 
you are groping, with us, to find a proper solution, and I will request 
those men of ours who have been working in it for 30 years to think 
about it now and be working on it so that when we get together we will 
have a basis to start on. I think it would be proper to include some 
of the suggestions that have been made here on financial statements— 
“Would you be for that?”—and on the questions of the gentleman 
from New Jersey. I believe to ask those questions of our men prior 
to the time when they will have an opportunity to discuss it at home, 
before they get there, will at least provide groundwork for them. 
And I will do that right away. We will get a bulletin out on it. And 
certainly after the convention we will file our complete findings with 
you. I realize that it is a hard problem, and I realize I do not have 
the answer to it either. 

Mr. Cretetia. Mr. Chairman, might I make an observation here? 

Mr. McCurdy, at the moment, under this P-10, the man himself 
is the sole judge as to his ability to pay or not to pay. Is that not 
correct? In other words, if he says he is unable to pay, that termi- 
nates any further questioning, and a man cannot be questioned appar- 
ently on his finances at all. Is that correct? 

Mr. McCourpy. That is correct. 

Mr. Creretia. Consequently, it boils down to a good deal the same 
comparison as the man asking for aid from either a municipality or 
from any other governmental agency. Is that correct? 

Mr. McCurpy. Well, I think that other agencies have other rules. 
It is not comparable. 
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Mr. Crerecia. The comparison I am trying to make here in just a 
few words is this: I have had a good deal of experience with this 
problem, representing a town in my district legally and just as soon 
as we began inquiring of an individual where he was employed and 
what he was making and how much he had in the way of life insur- 
ince and how much he had in the bank, our claims for aid diminished 
90 percent. 

Mr. McCurpy. You mean the fact that they had to file that infor- 

ation was a deterring factor in itself? 

Mr. Crerecia. Yes. 

Mr. McCurpy. I think that might well be. 

Mr. Crerecta. And then if you say as soon as you make any state- 

nent under oath there is a possible perjury action, you have some- 
thing else. In my particular State, they find these people who have 
made these applications for welfare funds, and occasionally they will 

ck up someone who has eighteen or twenty thousand dollars in the 
bank: They are brought into court. And I got a record from the 
vovernor’s office only the other di ry. Out of some ething like 276 arrests, 
there were 2 convictions. But if you ask the question as to what he has 
and what he does not have, I am not so interested in a balance sheet, 
because even balance sheets do not tell the truth and do not mean 
anything. But if you ask a man what he owns and whether he has a 
bank account and what he is earning, that is sufficient. The same 
applies to a man making an application for public housing. He is 
isked what the income in his particular house is. I think if this P-10 
s fortified and strengthened, a good deal of our problem will have been 
relieved. 

Mr. McCurpy. Of course, I couldn’t say the Legion would be for 
that. We have all shades of thought in our organization, from the 
extreme right to the extreme left. And by that I mean that we have a 
great many fine men who say, “Why should we sign any oath? When 
I went into service they promised to take care ‘of me.” And these 
people are not the professionals, or screwballs either. I am talking 
about Judge Alter, a justice of the Supreme Court of Colorado, and a 
high class, splendid gentleman. He says, “I was promised that they 
would take care of me. Why do I have to sign a pauper’s oath?” He 
has never gone to a VA hospital in his life. He has been able to pay 
for it, and he has. But he says, “No, I won’t put any statement down.” 
That is his attitude. 

So we do have all shades of thought. 

Mr. Sartor. Just one thing here. Mr. McCurdy, when you send 
out your inquiry, I wonder whether or not you would also ask them 
whether they would be in favor of amending the law to say that 
only honorably discharged veterans would be entitled to hospital- 
ization. 

Mr. McCurpy. Well, do you know 

Mr. Saytor. I did not ask you for your comments. I just wanted 
to know whether you would include that in your statement. 

Mr. McCurpy. Well, I would answer it “Yes.’ 

(Discussion off the record.) 

Mr. McCurpy. We have no objection to that amendment, no. We 
would go along to make it uniform. Our whole staff recognizes it 
is an irritant and I think would be for that, too. 
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Mrs. Rogers. May I say one thing? I happened to be at a military 
hospital day in and day out for a long time, after the main fighting 
in World WarI wasover. They discharged a lot of men on “undesir- 
able” discharges, not dishonorable but not desirable. And the doctors 
used to come to me and say, “Mrs. Rogers, is there anything you can 
do? I think it is an outrage to give those men discharges that are 
not honorable discharges.” Now, that is an experience, and I give it 
to you for what it is worth. And it was a member of the medical 
profession that told that to me. 

That is all, Mr. McCurdy. 

I just want to make the observation that in the cases of yourself, 
Mr. Kennedy, Mr. Kraabel, Mr. Stevens, and Dr. Shapiro, we have a 
great set of fighters for the veterans. 

Mr. Kearney. Mr. McCurdy, the committee expresses appreciation 
to you for taking the time from your post to come down here. There 
has been a quorum call from the House. 

The committee will stand in recess until 10 o’clock Monday morning, 
when the American Medical Association will be heard. 

Mr. McCurpy. Thank you very much. 

(Whereupon, at 10:10 a. m., the hearing was recessed until 10 
a.m., Monday, July 13, 1953.) 
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MONDAY, JULY 13, 1953 


House or RepreseNTATIVES, 
SUBCOMMITTEE ON HosPITALs OF THE 
ComMMITTEE ON VETERANS’ AFFAIRS, 
Washington, D.C. 

The committee met at 10 a. m., Hon. John P, Saylor (acting sub 
committee chairman) presiding. 

Mr. Sartor. The committee will come to order. 

I am sorry that our chairman of the subcommittee, Mr. Kearney, is 
unable to be with us this morning. 

He is also chairman of the subcommittee of the Committee on 
Un-American Activities, and they are holding hearings in his district 
in New York this morning, so he has asked me to preside. 

The chairman has been receiving a number of letters concerning 
this hearing which without objection will be inserted at this point. 

(The letters referred to are as follows :) 


CINCINNATI, Onto, July 14, 1958. 
Hon. B. W. KEARNEY, 
Chairman, Hospital Subcommittee, House Veterans’ Affairs Committee, 
House Office Building, Washington, D. C. 

Dear Mr. Kearney: As a veteran and a physician, I believe it is unfair to the 
citizens of the United States to permit veterans to use the facilities of the Vet- 
erans Hospital Administration for non-service-connected disabilities. I believe 
this is undemocratic and it appears to me to be a means of vote-getting which was 
fostered by the previous administration. I hope that this practice is curtailed. 
At a time when the VA is costing $600 million a year with about two-thirds of this 
expenditure being used for non-service-connected disabilities, it is not good busi- 
ness, especially when our President is trying to reduce taxes. This is an 
expenditure which is needless because of the general prosperity of the country. 

I hope your committee will see fit to recommend a change in this procedure to 
return the use of these facilities to the individuals for which it was intended. 
I feel that a great many of the facilities in the new hospital which has been built 
in Cincinnati could be used to better advantage at a private hospital. 

Very sincerely yours, 
Ervin 8S. Ross, M. D. 


Austin, Tex., July 13, 1953. 
Hon. B. W. KEARNEY, 
United States Representative, Chairman, Hospital Subcommittee, House 
Veterans’ Affairs Committee, House Office Building, Washington, D. C. 


Dear Sirk: One of the most threatening foot-in-the-door projects heralding 
socialized medicine is the shameful practice by the Veterans’ Administration of 
caring for veterans having non-service-connected disabilities, 

As a veteran and as a physician who has treated, at Government expense such 
non-service-connected ailments, I feel I am in a good position to speak. 

As a veteran, I do not think this country owes me free medical care for ail- 
ments having no connection with my military service any more than it owes me 
a free grocery bill for the rest of my life. 
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As a physician, I have treated veterans, at Government expense, for such 
things as acne, athletes feet and many other conditions equally remote from 
service connection and practically all of these patients were more than able to 
pay for the treatment themselves. 

To me, the worse feature of all is the demoralizing effect of instilling the idea 
of “the world owes me a living.” 

Most of us voted, last November, for a new administration that would help 
America regain its self-respect by reversing the steady march toward socialism, 
reduce taxes, and by putting an end to “free rides.” Twenty years of the New 
and Fair Deal proved we have no hope of accomplishing this under those adminis- 
trations. If the Republicans let us down—we’'re sunk. 

Respectfully, 
C. H. McCurstion, M. D 


VETERANS OF ForEIGN WARS OF THE UNITED STATES, 
DEPARTMENT OF CALIFORNIA, 
Hollywood, Calif., July 14, 1953. 
Hon. B. W. KEARNEY, 
Chairman, Subcommittee on Hospitals, 
Committee on Veterans’ Affairs, 
House of Representatives, Washington, D. C. 

DEAR CONGRESSMAN KEARNEY: This has reference to the present hearings 
being conducted by your committee on hospitalization for veterans. 

I feel sure that the members of your committee will look upon this whole 
question as an unbiased, unprejudiced view and will weigh carefully the testi- 
mony of those who will appear before your committee, both for and against 
veterans’ hospitalization, especially for non-service-connected disabilities. 

It has been the thinking of the veterans with whom the employees of this 
service come in contact, and others whom I have the pleasure of discussing 
this problem with throughout the State of California, that the present program of 
the Veterans’ Administration furnishing hospitalization for non-service-con- 
nected veterans, in particular those who have incurred TB, neuropsychiatric, 
and long-term cases, should be continued. It is not felt that the veterans should 
be charged for all or part of any hospitalization unless he is carrying hospital 
insurance; then, we feel that it is only proper that he should reimburse the 
Veterans’ Administration. We do not approve of those isolated cases of veter- 
ans who can afford private hospitalization taking advantage of the VA hospital 
services. Where the line should be drawn, we feel, is a question for the Congress 
to decide as placing an income limitation on the availability of this type of hos- 
pitalization might be desirable in some cases, but in others would work at a 
cited hardship on the veteran concerned, depending upon his other obligations; 
and where it is shown that the veteran has the ability to pay for his hospitaliza- 
tion and states on his application for hospitalization that he does not, we feel 
that he should be penalized. The method should be the decision of the Congress, 
but it could be the depriving him of any future benefits under any laws appli- 
cable based upon his period of service in the Armed Forces. 

It is felt that the Federal Government in some way should receive the benefits 
the veteran may be entitled to under a private insurance contract for hospitali- 
zation. This would also include payments due from the State government, such 
as California, who pays $8 a day for periods of 12 days; but, under present regu- 
lations, does not reimburse the Veterans’ Administration hospital but rather, the 
veteran, who pockets this money. In reality it is for hospital treatment. The 
same is true with the hospital plans sponsored by the California Physicians 
Service. They will not reimburse a State or Federal institution. This, in our 
opinion, is decidedly wrong. 

It is felt that the people of this country intended that these benefits be pro- 
vided for those who served this country in time of need and are now themselves 
in a position of need and that the thinking of the Congress should not be influ- 
enced by those who are interested solely from a monetary standpoint. 

Our sincere hope that the recommendations of your committee will be favorable 
for the continuation of the present operation of the hospital and medical services 
for non-service-connected veterans, I remain, 

Sincerely yours, 
JoHN T. WALKER, 
Director, Rehabilitation Service. 
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Dear Sire: I cut the enclosed clipping out of the Evening Bulletin in Phil- 
adelphia, and I can’t understand it: perhaps you might suggest that they review 
Gl’s who are receiving large monthly checks for service-incurred ailments, 
certainly doesn’t prevent them from working 7 days a week, while my son 

s told that he would have to continue on with a private M. D. or else see to 

hat the M. D.’s that pass on these GI’s know what they are doing. 

| have been mother and father to my family for a good many years, and when 

youngest son entered the service (enlisted) I sold my home and rented a one- 
bedroom apartment as my son was to be married as soon as he was discharged 
When he was discharged, he knew that his nerves were bad, but he said that 
Uncle Sam took good care of his boys, etc., giving them GI benefits, etc. He 
so thought that when he married, had a home, rest, etc., his nerves would be 
ich better, but they are much worse; he can’t work, he shakes all over, and 

s now taken to drink, because he couldn’t sleep. He has doctored for a number 

years, has moved in with me again, and when I couldn’t afford his doctor 

s any more I told him to apply to the VA. They said that he should have ap- 
plied when he was discharged. However, one of his buddies had frostbitten feet, 
receives enough money a month to pay for a beautiful home, and has money 
ft over each month besides; he complained loudly and bitterly when his com 
pensation was cut a little, yet he works 5 days in a lumber mill summer and 
winter, out of doors, in all kinds of weather, then works on a large estate week 
ends, cutting lawns, shrubs, etc., shoveling paths covered with snow in winter, 
et All this with frostbitten feet, doesn’t make sense to me. Another of his 
buddies had some kind of a cold when he was discharged, I have never heard him 
cough yet, but he receives large checks each month, and he is also captain of our 
basketball team here. 

Undoubtedly they are entitled to something for their pains, but the old saying 
still holds, “them what has gets.” Perhaps this will give you something to think 
about, if it gets past your secretary. 

Just ANOTHER VOTER. 


VETERANS Urcep To Herp Enp HosprtTat ABUSES 


WASHINGTON, July 9.—A House veterans’ subcommittee yesterday urged vet- 


erans organizations to help clean up abuse of free GI hospital care lest Congress 
‘take things in its own hands and take action we might regret.” 

Representative Kearney, Republican (New York), subcommittee chairman, 
called for “concrete recommendations” from the big service groups on how far 
the Government should go in taking care of veterans’ ailments not due to mili- 
tary service. He said they should act at conventions this fall. 

The House Appropriations Committee reported recently that ex-GI’s with 
civilian ailments and plenty of money to pay for private treatment were getting 
free care in veterans hospitals on their claim they couldn’t afford private care. 


DaLias, Tex., July 14, 1953. 
Representative B. W. KEARNEY, 
House of Representatives, Washington, D. C. 

DEAR REPRESENTATIVE KEARNEY: Since you are chairman of the Hospital 
Subcommittee of the House Veterans’ Affairs Committee I am writing at the 
present time. As a physician who has been on the staff of the local Veterans’ 
Administration hospital I have been amazed at the tremendous expenditure of 
Government funds for non-service-connected hospital care for veterans and the 
unneecssary expenses and prolonged hospitalization of these patients. 

No one would argue the point that veterans with service-connected disability 
should be given the very best of medical care. To my personal knowledge, how- 
ever, a fair percentage of patients treated for non-service-connected disability 
in the Veterans’ Administration hospitals could well afford to pay for private 
hospital care and private medical care. The use of the Veterans’ Administra- 
tion as an opening wedge into the socialization of medicine is deplorable. 

Sincerely yours, 
George M. Jones, M. D. 


Los ANGELES, July 10, 1958. 
Representative B. W. KEARNEY, 
Washington, D. C. 
Dear Str: May I express myself as being unalterably opposed to the giving 
of medical care to veterans whose disabilities have no relationship whatsoever 
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to their military service. This does not include those veterans whose disease 
or injury is service-connected. They should have the finest care our VA has to 
offer. 
Sincerely yours, 
Victor J. SpRAvUER, M. D. 


SEATTLE, WASH., July 15, 1953. 
Hon. B. W. KEARNEY, 
Chairman of the Hospitals Subcommittee of the House Veterans’ Affairs 
Committee, House Office Building, Washington, D.C. 


Dear Sirk: I would like you to be informed that 9 out of 10 cases treated in 
the Veterans’ Administration hospital here are non-service-connected patients 
My colleagues and I are incensed that socialized medicine should be so thrust 
upon us. 

I have, up to the present time, been a consultant at this hospital but have had 
to resign due to this condition. 

I hope you will be able to remedy this situation. 

Very truly yours, 
Homer V. HArTzeEt1L, M. D. 


JACKSON CLINIC, 
Jackson, Mich., July 14, 1958. 
B. W. KEARNEY, 
House of Representatives, Washington, D. C. 

HoONoRABLE Str: Please be advised that we wish to register our protest over 
the unfair and unwarranted VA practice of supplying medicine and hospital 
care to veterans with non-service-connected disabilities. 

We hope you will do all in your power to prevent this gross injustice. 

Very truly yours, 
W. L. Frinton, M. D. 
J. P. Karr, M. D. 
L. D. SHAEFFER, M. D. 
A. W. SHAEFFER, M. D. 


DeER LODGE CLINIC, 
Deer Lodge, Mont., July 13, 1953. 
Hon. B. W. KEARNEY, 
Chairman of Hospital Subcommittee of House Veterans’ Affairs Committee, 
Washington, D.C. 


HONORABLE Srr: This letter is to implore your aid in stopping completely 
medical and hospital care-for veterans for non-service-connected disabilities re- 
gardless of ability to pay. 

The veterans’ hospital and medical program as it now stands is this Nation's 
greatest step into socialization. I am a yeteran of World War II myself and 
think the program now is a disgrace to a republican form of government which 
we were once given to cherish, but which has been so terribly perverted. 

At Miles City, Mont., and Minot, N. Dak., we have two Veterans’ Administra- 
tion hospitals, erected merely as political plums and to further program of the 
Veterans’ Administration socializers and also socializers as Murray, Wagner (the 
late Senator), and Dingell, etc. 

These are but two of the needlessly erected Veterans’ Administration hospitals. 
They stand practically deserted, with poor staffs—and definitely unneeded. The 
Veterans’ Administration hospital in Miles City, Mont., was built at a cost of 
over $30,000 a bed for the 100-bed hospital—total cost of over $3 million. Under 
the Hill-Burton Hospital Act even the estimates for hospital construction are 
$12,000 to $15,000 a bed. What a discrepancy. 

It is high time the veteran finds out he doesn’t get everything free just because 
he had the privilege of serving his country. To me the railroad worker, the 
dockworker, the aircraftworker, the farmer, etc., deserve just. as much credit 
as the ones who do the actual fighting. 

I believe the veterans’ programs, for political vote-getting purposes, have been 
made into a landslide that needs stopping immediately. 

May we have your help? 

Very respectfully, 
V. E. QuiITMEYER, M. D. 
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Sr. Pau, July 14, 1958. 
Hon, B. W. KEARNEY, 
Washington, D. C. 
Dear Sir: The Veterans’ Bureau [Administration] is gradually becoming un- 
eldly and tremendously expensive. This is the result of providing care for a 
ge number of patients with non-service-connected disabilities. Eighty-four 
nd six-tenths percent of all patients discharged in 1951 were not service 
connected. 
This is completely unwarranted, indefensible, and done only to buy votes at 
ir expense. Don’t you think that this drain on the taxpayers’ pocketbook ought 
he stopped ? 
I am a veteran, but I see no excuse for my non-service-connected disabilities 
being cared for by the Veterans’ Bureau. 
Do your duty as an American and forget the pressure of the Bureau and the 
ticians 
Very truly yours, 
Ovor I. SonLpers, M. D. 


SAN Lorenzo, CauiF., July 14, 1953. 
Hon. B. W. KEARNEY, 
House of Representatives, Washington, D. C. 

Dear Sirk: As a taxpayer, I am inclined to think this is the time to be sensible 
about veterans’ hospitals. I feel that adequate civilian hospitals are the answer 
yn a local basis. We have had enough of the Social Democrats. 

Sincerely, 
Tuos. G. Scorr. 


PuLAskt County Mepicat Society, 
Little Rock, Ark., July 13, 19538 
Hon. B. W. KEARNEY, 
House of Representatives, Washington, D. C. 
Dear Mr, KEARNEY: For the benefit of your public hearings of Hospitals Sub- 
ommittee of the House Veterans’ Affairs Committee on Veterans’ Administra- 

tion hospitalization, the Pulaski County Medical Society believes it is wrong to 
give special-privilege medical care to by far the large group of veterans whose 
disabilities have no relationship whatsoever to their military service. 

We hope that your committee will act favorably on killing this proposal that 
would give special privileges to veterans for obtaining services which were not 
in any way connected with their military service. 

Sincerely yours, 
Raymonp C. Cook, M D., President. 


Tusa, OKiA., July 13, 1953. 
Hon. B. W. KEARNEY, 
House of Representatives, Washington, D. C. 


Str: The Veterans’ Administration’s program of providing medical care to vet- 
erans with non-service-connected disabilities will destroy the private practice of 
medicine. 

Give free governmental service to these veterans and their dependents and be- 
fore long it is only logical that free clothing, food, and housing will be demanded. 
There are 20,000,000 veterans. With the law for universal military training, over 
one-half of the population may be veterans some day. 

If the funds for taking care of veterans with non-service-connected disabilities 
and building veterans’ hospitals can be funneled back to the State and local com- 
munities, less expensive and better medical care can be given to these veterans 
with non-service-connected disabilities. 

Very truly yours, 
Luoien M. Pascucor, M. D 
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RICHARDSON AND ASKINS CLINIC, 
Dumas, Tex., July 11, 1958. 
Hon. B. W. KEARNEY, 
United States Representative, 
Chairman, Hospital Subcommittee, 
House Veterans Affairs Committee, 
House Office Building, Washington, D. C. 

Dear Str: It is our considered and honest opinion that your committee should 
take steps to eliminate the special privilege medical care for veterans with non- 
service-connected disability or illness. 

We are veterans and physicians and believe that we have considered this 
problem from both angles. We feel that continuation of the present VA medical 
program is the first big step toward socialized medicine and ultimately is the 
destruction of our entire system of free enterprise. 

Sincerely, 
Dr. J. R. ASKINS, Jr. 
Dr. O. J. RicHArDson 


Dumas, Tex., July 11, 1958 
Hon. B. W. KEARNEY, 
United States Representative, 
Chairman, Hospital Subcommittee, 
House Veterans Affairs Committee, 
House Office Building, Washington, D. C. 

Dear Sir: The entire membership of the Moore County Medical Society and 
hospital staff would like to go on record with your committee as being whole- 
heartedly against continuation of the present Veterans’ Administration policy 
regarding medical care for veterans with non-service-connected illness or dis 
ability. 

Kach member of the society is a veteran. Each one of us is engaged in the 
practice of general medicine and surgery in Dumas, Tex. We have all seen 
patients, who are veterans with illnesses which could in no way be considered 
caused or aggravated by service in the Armed Forces and who are financially 
able to pay for their medical care, leave our office and receive treatment in a 
VA hospital at Government expense. 

We do not believe that these men are entitled to medical care at the taxpayers’ 
expense any more than millions of other good citizens who have contributed to 
the safety and welfare of our country in other ways. 

It is our opinion that any reasonably intelligent and honest American can see 
the disastrous end the continuation of such a program will bring. The present 
program is the toehold the Socialist and Communist desire. 

Extension of the program, as desired by some veterans’ groups, would be the 
big step toward the destruction of our entire system of free enterprise. When 
the private practice of medicine is destroyed, all industry and private business 
will soon follow. 

Knowing this, we do not see how you can do anything other than recommend 
to the Congress that medical services under the Veterans’ Administration be 
limited to those veterans with service-connected illness or disability. 

Sincerely, 
J. R. Askrns, M.D., 
Secretary for the Moore County Medical Society and Hospital Staff. 


MIAMI, FLia., July 14, 1958. 
Hon. B. W. KEARNEY, 
United States Representative, Chairman, Hospital Subcommittee, 
House Veterans’ Affairs Committee, 
House Office Building, Washington, D.C. 


DEAR REPRESENTATIVE KEARNEY: The local neuropsychiatric group was recently 
asked to assume that a neuropsychiatric institution was going to be built in 
Florida by the Veterans’ Administration. This being the case, Were we in 
favor of locating it in Miami? This being the case, our committee voted that 
the institution should be located in Miami. However, I am writing this letter to 
you since our group discussed the fact that the veterans’ hospitals already have 
more beds than they can staff and our group is definitely against any further 
expansion of the veterans hospitalization program. For the life of me, I cannot 
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see why in our present exigency the Veterans’ Administration continues to build 
hospitals when they do not have staff to keep half of the available beds open. 
For my part, it is a species of insanity. 
With kindest regards, I am, 
Sincerely, 
James L. ANDERSON, M. D. 


San Francisco, July 15, 1953. 
Hon. B. W. KEARNEY, 
United States Representative, 
House Office Building, Washington, D. C. 
DeaR Sik: We must go far in caring for service-caused illness and perhaps 
nelude catastrophic nonservice when local care is not available. Do not favor 
jing so far in caring for nonservice illness as to open the door to socialized 
edicine and its attendant evils. 
Very truly yours, 


FRANCIS WILLIAMS, M. D. 


ASSOCIATED ANESTHESIOLOGISTS, 
Seattle, Wash., July 10, 1953. 
m. B. W. KEARNEY, 
United States Representative, Chairman, Hospital Subcommittee, 
Veterans Affairs Committee, House Office Building, Washington, D. C. 
DEAR HONORABLE KEARNEY: As a veteran and a physician I am writing to pro- 
est the present policy of the Veterans’ Administration concerning eligibility of 
eterans to VA hospitals with non-service-connected disabilities. I’m sure you 
know the arguments, the VA hospitals must be maintained for service-connected 
disability only. If the physician veteran, taxpayer, is to support this program 
even tuberculosis and neuropsychiatric disorders must be excluded. I can only 
recognize the present VA policy as a means of bringing State medicine to our 
country through the back door. 
Sincerely, 
C. P. WANGEMAN, M.D. 


Hype Park, N. Y., July 16, 1958. 
Representative B. W. KEARNEY, 
Chairman, Subcommittee on Hospitals, 
Washington, D.C. 


DeAR REPRESENTATIVE KEARNEY AND COMMITTEE: Supplementing my letter of 
July 1, 1953, I am enclosing a clipping from my local newspaper which I feel 
I must answer in a brief reply to your committee. 

The AMA should start cleaning their own house before trying to clean others. 
\ statement in the Washington Post a short time ago by Dr. Paul R. Hawley, 
director of the American College of Surgeons, that the public would be shocked 
at the amount of unnecessary surgery performed in the United States and other 
unethical practices unbecoming to any profession is proof of the same. They are 
making their living and a darn good one at that off the poor and unfortunate 
people. They’re not satisfied with the fine meal that is being served them, they 
have got to have the crumbs under the table (the crumbs being our disabled 
veterans). I could tell you more but you probably know how hard a time every- 
body has to meet doctors’ and hospitals’ bills. 

I believe that all our disabled veterans are deserving of the help that our 
Government has given them, so don’t let the AMA, who in my estimation are the 
strongest and most powerful union in our country, make you think otherwise. 

Thanking you, I remain. 

Sincerely yours, 
Watson D. ELLSwortTH. 


AMA Sreks END To HOSPITALIZATION ON NON-SERVICE-CON NECTED AILMENTS 


WasHINcTON.—Curtailment of free hospitalization and medical treatment for 
veterans whose ailments are not connected with their military service was urged 
today by the American Medical Association. 

Dr. Walter B. Martin, president-elect of AMA, said in a statement prepared 
for a House Veterans’ Subcommittee that Congress should cut down on practices 
of the Veterans’ Administration which he said encourage benefits for nonservice- 
connected cases. 
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“There is considerable doubt that Congress ever intended that the medica] 
program of the Veterans’ Administration should develop to its present size,” 
his statement said. 

“If present policies are continued, the Federal hospital system devoted to 
veterans care will have to undergo further expansion. 

“The ever-increasing number of veterans and the gradual shift in their age 
distribution to higher age level with corresponding increase in chronic disabilities 
make this expansion inevitable.” 

The committee is considering proposals to limit privileges not accorded vet- 
erans for treatment of nonservice-connected disabilities, and to charge them 
according to their ability to pay. 


Houston, Tex., July 15, 1958. 
Hon. B. W. KeARNEY, 


United States Representative, 
Washington, D. 0. 


Dear Sir: I would like to urge you and your committee to give serious thought 
to curtailing the medical care given veterans in veterans’ hospitals for non- 
service-connected disabilities and illnesses. We have a veterans’ hospital here 
in Houston. I have had a number of patients who were able to pay a private 
physician, who told me that they could go to the veterans’ hospital and have the 
work done for nothing. These patients had conditions such as infected tonsils 
needing a tonsillectomy, deformed nose and septum needing correction, and 
acute antrum infections needing treatment. 

I feel that this is state medicine pure and simple, and if continued with the 
number of veterans will lead to the socialization of medicine. 

Sincerely, 
J. Cuas. Dickson, M.D. 


Beaumont, Tex., July 15, 1953. 
Hon. B. W. KEARNEY, 


Chairman, Hospital Subcommittee, 
House Office Building, Washington, D. C. 


DeAR MR. KeaRNEY: As a veteran of World War I, may I respectfully urge 
you and the members of your subcommittee to work toward the end that only 
service-connected disabilities be cared for in veterans’ hospitals. 

Respectfully, 


Watter D. Brown. 


McKeesport, Pa., July 16, 1958. 
Hon. B. W. KEARNEY, 
Chairman, Hospital Subcommittee, House Veterans’ Affairs Committee, 
House Office Building, Washington, D. C. 

Dear Sirk: Please continue to investigate into the abuse of non-service-con- 
nected disabilities in the Veterans’ Administration. 

Having spent 5 years in the service and being a member of the American 
Legion, Amvets, and other veteran societies, I feel I can speak freely my thoughts 
on this subject, and I believe that they are the thoughts of many others. Just 
because I was once in the service of our country, I do not believe that I, nor 
any of my companions, are entitled to complete free medical coverage for all 
that may happen to me throughout my life. We should go to the limit to care 
for the veterans who incur disabilities while in the service, but for those who 
demand treatment for civilian disabilities, I think it is time to call a halt. 

In our town I can name you many people with ample means, including a 
plumber, a member of our city council, and an ex-police chief who received care 
in a Pittsburgh Veterans’ Administration Hespital for conditions that had no 
relation to war service. 

Taxes have reached the saturation point for all, and definite thought must 
be given by everyone to cut down expenses of this type. Should this treatment 
of unnecessary cases continue, we shall definitely drift into a socialism program, 
as approximately 80,000 new veterans are being added each month. 

Thanking you for any consideration you may give this, 

Very truly yours, 
E. A. Ritrennovusse, M. D. 
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Los ANGELES, CauiF., July 14, 1953. 
Representative B. W. KEeaRNEy, 
Hospitals Subcommittee, House Veterans’ Affairs Committee, 
House of Representatives, Washington, D. C. 

Dear Sir: Congress has been trying to limit Government expenditures in order 
to eventually reduce taxes. It would seem, then, that it would be only consistent 
to give medical care to veterans with service-connected disabilities only. If the 
veterans of World War I and World War II and the war in Korea can be hos- 
pitalized for nonservice-connected disabilities it would cost billions of dollars for 
new hospitals and adequate personnel. In most States nonveteran facilities are 
provided for hardship cases. If the plan is expanded to include medical care for 
all veterans, the next step will be to include their families, and the third step to 
give medical care to peacetime veterans. This would obviously lead to the back 
door of socialized medicine. 

Thank you for your consideration on this important question. 

Sincerely yours, 
George W. CALDWELL, M. D. 


New Beprorp, Mass., July 15, 1953. 
Hon. B. W. KEARNEY, 
The House of Representatives, Washington, D. C. 
My Dear CONGRESSMAN: Please record me as one who wishes you would vote 
against the VA medical care for nonservice-connected patients, 
Very truly yours, 
G. W. 8. Jones, M. D. 


MEMPHIS, TENN., July 16, 19538. 
Hon. B. W. KEARNEY, 
Chairman, Hospitals Subcommittee of the House Veterans’ Affairs Committee, 
House Office Building, Washington, D. C. 


Dear Sik: I am writing to you to express my opinion on the policy of the Vet- 
erans’ Administration hospitals in admitting patients with non-service-connected 
disabilities without investigation of their financial status. 

I know of several patients who have been treated at Kennedy Veterans Hos- 
pital who oculd have well-afforded private medical care, and I have heard about 
numerous other cases. I am certain that the privilege of signing the ‘“pauper’s 
oath” is being greatly abused. 

I feel that if a patient knew in advance that his financial status was going to 
be investigated, then many of them would never go to a VA hospital in the first 
place because they would know that they would not be admitted. 

If this procedure is not feasible, then I think the VA should abolish altogether 
the policy of admitting patients with non-service-connected disabilities. They 
could then be cared for by private hospitals or by State and local charity 
institutions. 

This would then make more beds available in VA hospitals for service-connected 
disabilities and the cry of “bed shortage’ would be hushed. Further, it would 
abolish the need for construction of any more VA hospitals and consequently save 
the taxpayers billions of dollars.. In addition, the number of employees in the 
Veterans’ Administration could be reduced with further saving of money. This 
would also serve the purpose of reducing the shortage of nurses and interns in 
civilian hospitals. This would save more money since the salaries paid to nurses 
and interns by the VA are way out of proportion to the salaries paid by civilian 
hospitals. 

The policy of providing free medical care at Government expense for all vet- 
erans regardless of financial need is nothing short of socialized medicine on 4 
limited scale and I wish to go on record as being vehemently opposed to it. 

I hope that you will exercise your influence as chairman of the Hospitals Sub- 
committee of the House Veterans’ Affairs Committee to put a stop to the VA’s 
policy of providing medical care to veterans with nonservice-connected disabilities 
on the indiscriminate basis on which it has been rendered in the past. 

Respectfully yours, 
ALPHONSE H. Meyer, Jr., M. D. 
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Burrawo, N. Y., July 16, 1953. 
Hon. B. W. KEARNEY, 


United States Representative, 
House Office Building, Washington, D. C. 


Dear Mr. Kearney: As a veteran of World War I, I feel that I have every 
right to express my disapproval of the present Veterans’ Administration that wil] 
accept for medical care veterans with non-service-connected disabilities. No 
one can deny the responsibility of the Government to give the finest medical care 
in the best hospitals to veterans who have incurred diseases, or have been wound- 
ed or injured while serving their country. However, to continue to give special 
privileged medical care to the far larger group of veterans whose disabilities 
have no relationship whatsoever to their military service is to just continue 
a form of socialized medicine to which all thinking citizens must be unalterably 
opposed. Failure to correct these abuses would, if the proposed law for uni- 
versal military training be passed, classify practically every able-bodied male 
as a veteran and therefore entitled to receive VA care. No one can deny that 
this is simply socialized medicine, carrying with it all of the disadvantages of 
socialized medicine at a cost of billions of dollars to our overburdened and weary 
taxpaying citizens. 

I trust that you and your committee will keenly study this grave problem, 
and will promptly initiate and institute appropriate measures that will close 
this door to socialized medicine in order to preserve for our citizens the finest 
medical care available in the world today. 

Respectfully yours, 
HERBERT Burwie, M. D. 


OAKLAND, Catir., July 15, 1953. 
Hon. B. W. KEARNEY, 
United States Representative, Chairman of the Hospitals Subcommittee, 
House Veterans’ Affairs Committee, House Office Building, Washington, 
D.C. 

Deak Sir: May I please add my voice to those who are trying to get non- 
service-connected disabilities of veterans removed from the Veterans’ Adminis- 
tration. Judging from my own observations in my own practice, there is flag- 
rant abuse of this policy here in my own city. As the veteran group of World 
War II grows older and with veterans being added daily from Korea, the prob- 
lem is going to become increasingly serious and expensive. This misuse of the 
veteran’s medical program should have been stopped long ago. 

Yours truly, 
F rep D. FisHer, M. D. 


NorFoik, VA., July 17, 1958. 
Hon. B. W. Kearney, 
United States Representative, Chairman of Hospital Subcommittee, House 
Veterans’ Affairs Committee, House Office Building, Washington, D. C. 

Dear Sir: Although your committee met first on July 8, 1953, you are un- 
doubtedly still hearing from interested parties in reference to the terrible waste 
in furnishing free hospitalization to non-service-connected disabled veterans. 

In my community there is a veterans’ hospital located at Kechoughtan, Va., 
which is located across Hampton Roads from Norfolk. Throughout the whole 
Hampton Roads area it is well known that if a man does not want to pay for 
his hospitalization that the hospital committeeman of the Veterans of Foreign 
Wars or the American Legion will be happy to arrange it for him. These people 
tell their friends that the doctor can arrange it so much easier than they can, 
but they are able to do it for them. When I have been squeezed by my patients 
into arranging same I have been struck by the utter disregard on any sensible 
determination of a patient’s ability to pay before he enters the veterans’ hospital. 
I have been appalled by the lack of regard for other expense. I question the 
practice of recording each incoming telephone conversation from out of town 
and each of the instances of which I am speaking, I was aware that ‘it would 
be quite easy to transfer the charges to the Veterans’ Administration. I suppose 
I am one of the few who does not expect Veterans’ Administration care simply 
because I myself have been in the armed services for a sufficient length of time 
to get it. 

Perhaps you will be interested in a documented case. On approximately 
February 10, 1953, the Veterans’ Administration admitted at the request 
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of the local American Legion headquarters for domiciliary care for a postopera- 
tive esophogeal fistula following a laryngectomy. At the time I felt that this 
could have been handled easily in the patient’s home, a minimum amount of 
trouble and a minimum expense to the patient and his family. But regardless 
of this, the family through the American Legion arranged that this man who 
had had 6 months’ service in World War I got free hospitalization for approxi- 
mately 4 weeks at the Government’s expense for a condition which had occurred 
only 6 months before. This man makes $100 a week. 

In a time when taxes seem to climb higher this flagrant waste of taxpayers’ 
money seems incredible. Please be a great statesman and not so great a politi- 
cian and give the citizens a chance to reduce giveaway in government. 

Yours very truly, 
NEIL CALLAHAN, M. D. 

Mr. Sartor. This morning we have as our witness a re presentative 
of the American Medical Association, Dr. Walter B. Martin. I un- 
derstand he is president-elect of the American Medical Association. 

Dr. Martin, we welcome you to hear your testimony and we will 
ask you at this time to present your statement. 


STATEMENT OF DR. WALTER B. MARTIN, PRESIDENT-ELECT, 
AMERICAN MEDICAL ASSOCIATION, ACCOMPANIED BY C. JOSEPH 
STETLER, SECRETARY OF THE COMMITTEE ON LEGISLATION, 
AMERICAN MEDICAL ASSOCIATION 


Mr. Martin. Mr. Chairman and members of the committee, I am 
very happy to be here and very appreciative of the honor and oppor- 
tunity. 

Mr. Chairman, I am Dr. Walter B. Martin, of Norfolk, Va., where 
I am engaged in the active practice of medicine. I am preside nt-elect 
and a member of the board of trustees of the American Medical Asso- 
ciation and am appearing here today as a representative of that asso- 
ciation relative to the hospitalization entitlement of veterans. I am 
accompanied by Mr. C. Joseph Stetler, secretary of the committee on 
legislation of the American Medical Association. 

At the outset I should like to state that in addition to being a physi- 
cian I am also a veteran, having served in both World War I and 
World War II. I can assure you that I am appreciative of the con- 
tribution made by men in uniform to their country and the problems, 
medical and otherwise, which arise during and as a result of their 
service. 

In your letter inviting us to testify, certain questions were presented 
which indicate that the committee is interested primarily in hospitali- 
zation and medical benefits for veterans whose disabilities have no 
connection with their military service. I shall merely state, therefore, 
with respect to the care of veterans with service-connected disabilities, 
that the American Medical Association is and always has been in com- 
plete accord with the overwhelming sentiment of the American people 
that the Federal Government has a duty to care for any man who has 
become physically or mentally handicapped as a result of military 
service. 

Inasmuch as your committee has — background and statisti- 
cal information with respect to the eligibility and number of veterans 
with non-service-connected disabilities who are receiving hospitaliza- 
tion and medical care from Veterans’ Administration, I shall refer 
to these factors only in general terms. I would, however, like to refer 
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briefly to the history and extent of the interest of organized medicine 
in this matter. 

Since 1925 when the house of delgates of the American Medical] 
Association registered opposition to the medical provisions of section 
202 of the World War Veterans’ Act of 1924, the association has been 
in close and constant touch with the medical activities of the Veterans’ 
Administration. On more than 30 occasions since that date our house 
of delegates and the board of trustees have considered various aspects 
of the program. The most recent action of the association, which I 
shall discuss later, was taken by the house of delegates on June 3 of this 
year, on the basis ‘of an exhaustive 1- year study conducted by a special 
committee appointed in December 1951. In accordance with the 
request in your letter of June 22 I have supplied the clerk of the com- 
mittee with sufficient copies of that report for distribution. 

In its deliberations and study of this subject, the association has 
worked closely with allied hes lth associations and with major veterans 
organizations and has considered seriously the views and proposals 
of each group. Although much discussion has been devoted to the 

validity of quoted statistics and to the efficiency of the Veterans’ 
Administration in the operation of the medica] program, it is the 
belief of the American Medical Association that the really basic ques- 
tions involved have been ignored. 

We feel that the Congress itself should decide several questions. 
First, whether existing legislation providing hospitalization and med- 
ical care for veterans with non-service-connected disabilities is sound. 
Second, whether the Federal Government should continue to engage in 
a large medical care program in competition with State, local, and 
private medical institutions. And third, whether the ever-increasing 
cost of such a program is a proper burden to impose on the taxpayers 
of this country. We further feel that consideration of these prob- 
lems must be predicated upon a concern for the health and welfare 
of the entire population and not for just a particular segment. 

It is the recommendation of the association that legislation be en- 
acted limiting medical care and hospitalization benefits for veterans 
in Veterans’ Administration and other Federal hospitals to the follow- 
ing two categories : 

(a) Veterans with peacetime or wartime service whose disabilities 
or diseases are service-incurred or aggravated ; and 

(6) Within the limits of existing ‘facilities, to veterans with war- 
time service suffering from tuberculosis or psychiatric or neurological 
disorders of non-service-connected origin, who are unable to defray 
the expenses of necessary hospitalization. 

The association recommends that the provision of medical care and 
hospitalization in Veterans’ Administration hospitals for the remain- 
ing groups of veterans with non-service-connected disabilities be dis- 
continued and that the responsibility for the care of such veterans 
revert to the individual, or in the case of indigent veterans, to the 
community. 

The recommendation of the association with respect to the treatment 
of veterans with tuberculosis and neuropsychiatric disorders of non- 
service-connected origin is a temporary one which is believed necessary 
at this time because of the inadequacy of local facilities designed to 
provide treatment for all such cases. It is believed, however, that the 
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entire question of whether the care of these patients is a local or Fed- 
eral responsibility must be reanalyzed by the Congress. The rapidly 
expanding veteran population and the need for facilities for the 
remainder of our citizens afflicted with these diseases suggests that 
community facilities must be developed under State or local admin- 
istration for the benefit of all. Preferential treatment for veterans 
with these non-service-connected disabilities cannot be continued in- 
definitely, in view of the detrimental effect on the health and economy 
of the entire Nation. 

\lthough the initial motivation for the medical program of the 
Veterans’ Administration was the desire to provide care for veterans 
who had become disabled in the course of service to their country, it 
isnow clear that, through congressional acts and administrative inter- 
pretations and happenstance, the program has expanded rapidly, pri- 
marily during recent years, for the purpose of providing care to 
veterans whose disabilities have no relationship to military service. 

While there may have been sound reasons for originally extending 
medical care to veterans with non-service-connected disabilities, there 
is considerable doubt that the Congress ever intended that the medical 
program of the Veterans’ Administration should develop to its present 

In addition, and of even greater importance, is the obvious fact 
that if present policies are continued, the Federal hospital system de- 
voted to veterans’ care will have to undergo considerable further 
expansion. The ever-increasing number of veterans and the gradual 
shift in their age distribution to higher age levels with a correspond- 
ing increase in chronic disabilities make this expansion inevitable. 

It is interesting to note that there are about 20 million veterans at 
the present time with an annual increase of approximately 1 million. 
Of this total, approximately 15 million are veterans of World War II, 
whose average age is about 33 years, compared with 59 years for 
World War I veterans, and 76 years for Spanish-American War vet- 
erans. The Veterans’ Administration has reported that at the turn 
of the century there will be almost as many World War II veterans 
alive (3,404,000) as there are World War I veterans alive today. The 
average age of the World War II veterans then, however, will be 
nearly 78. 

Before discussing some of the overall effects of the present medical 
care program for veterans, I would like to comment on the specific 
questions presented in your letter of June 22. You inquire particularly 
concerning contract hospitalization, the establishment of standards 
for determining eligibility for hospitalization in non-service-connected 
cases, and whether the possession of health insurance should be a bar 
to hospitalization in such cases. Although detailed recommendations 
have not been formulated with respect to all of these questions, I 
should like to present the general thinking of the association. 

With respect to contract hospitalization, I am sure it is clear from 
the above that we would be opposed to the use of this medium to 
extend the present medical program of the Veterans’ Administration. 
If, however, such a device could be employed within the framework 
of our recommendations as outlined above with a resulting more 
efficient utilization of existing Federal and civilian health facilities, 
we would favor it. 
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Inasmuch as we have not studied the various administrative methods 
for determining “inability to pay” I will refrain from making any 
specific recommendations in this area. 

The last point dealing with the admission of veterans with non- 
service-connected disabilities into Veterans’ Administration facilities 
if they are covered by health insurance is one on which we have taken a 
definite stand. It is our belief that the institution of such a procedure 
through legislation would, in effect, amount to a standing offer on the 
part of the Federal Government to pay part of the cost of hospitaliza- 
tion and medical care for every veteran suffering from a non-service- 
connected condition. Such a provision could logically be interpreted 
as permitting the admission of veterans to Veterans’ Administration 
facilities irrespective of their financial status, provided that a portion 
of the cost of such care could be recovered. 

I would like to say at this point that the average stay of general 
medical and surgical cases in the general hospitals of the Veterans’ 
Administration is about 30 days. The average stay in a civilian hos- 
pital is less than 7 days. Insurance premiums are Pra on the 7-day 
standard, and if the insurance companies have to pay on the 30-day 
basis, it would wreck them, or force them to raise their rates, which 
would affect the cost of that insurance to every other civilian who 
bought insurance. 

At the present time, administrative regulations are in effect in the 
Veterans’ Administration which permit the hospitalization of veterans 
with prepaid health insurance and the collection of the benefits of such 
poliices by the Veterans’ Administration. 

It is our belief that such a practice is a departure from the original 
theory of the Cengress in providing hospitalization for veterans with 
non-service-connected disabilities. If such a veteran has the ability to 
pay for his own hospitalization and medical care through insurance or 
other assets, it was not intended that he be admitted to a Veterans’ 
Administration hospital. 

Any complete consideration of the potentialities of the Veterans’ 
Administration medical program necessitates a recognition of medical 
manpower problems, in general, and of the combined effect of the 
various governmental medical programs on the health of the Nation. 

Of all of the many important problems that exist in this period of 
limited mobilization there is none more difficult of analysis and final 
solution than that of manpower. While it is true that today we have 
more physicians per thousand population than any other major coun- 
try, that the ratio is steadily increasing and that the productivity of 
the individual practitioner also is constantly increasing, nevertheless 
the medical manpower situation will be rendered critical if the present 
rapid uncoordinated expansion of Government medical services is 
allowed to continue. 

As the Federal Government siphons off the medical and allied 
health personnel needed to meet its continually expanding require- 
ments, the talent available for the civilian population diminishes. 
This creates an artificial shortage of doctors and other health person- 
nel for the rest of the population. As a result, we continually hear 
that a shortage of doctors exists. Yet in 1940, before the war, no one 
maintained that there was such a shortage. In fact, there was a short- 
age of patients. Many young and well-trained doctors were finding it 
difficult to establish practices. In 1940 there were 169,628 physicians 
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in the United States. By 1952 the number had increased to 216,200, a 
gain of 46,572. Thus, although the population of the country had 
increased by 20 percent the physician population had increased by 28 
percent, 

With respect to the impact of the medical program of the Veterans’ 
Administration on civilian health facilities, it should also be noted 
that this country has developed a gigantic voluntary hospital medical 
training program that centers around the medical schools and volun- 
tary teaching hospitals. This system is partly supported through the 
Hill-Burton Act and by various grants to medical schools for re- 
search. In addition, however, the Federal Government maintains five 
major medical training activities for interns and residents under the 
Veterans’ Administration, the Army, Navy, Air Force, and the United 
States Public Health Service. These medical services were designed 
originally to meet the needs of certain groups. However, their activi- 
ties have been gradually expanded by drawing into their sphere a 
constantly increasing number of civilians who previously were cared 
for by private civilian medicine. Where Seema these services relied 
on civilian training programs to provide skilled specialists, they have 
now embarked on training programs of their own. In order to qual- 
ify for resident and intern training, it is necessary for service hos- 
pitals to provide diversified clinical material. As a consequence there 
has been increasing pressure to draw into these hospitals non-service- 
connected general medical and surgical cases from among the veteran 
population as well as dependents of service personnel. 

As a result, Government hospitals are in competition with civilian 
hospitals not only for staff personnel but also for patients. Although 
the Federal Government, aided by State and local subdivisions, is 
spending millions of dollars under the Hill-Burton Act to help con- 
struct civilian hospitals, it is becoming increasingly difficult for them 
to operate at a reasonable cost because patients and health personnel 
are being diverted into hospitals wholly supported by the Federal 
Government. This policy is producing a wasteful duplication of 
hospital facilities and an unwarranted dispersion of health personnel 
which not only threatens our great voluntary civilian teaching pro- 
gram but causes a continual increase in the cost of hospital and med- 
ical care for persons who must pay their own way. 

In its testimony before Congress, and at other times, the American 
Medical Association has repeatedly pointed out the wastefulness in- 
herent in the present uncoordinated system for providing medical care 
and hospital benefits by the Federal Government. The house of dele- 
gates and the board of trustees of the association have, on several 
occasions, reiterated the belief that one of the ways to institute gov- 
ernmental economy in the use of funds and medical manpower is to 
establish a Federal board to allocate the number of beds required by 
the several Federal hospital services; to insure joint planning in the 
field of civilian and Federal hospital construction; and to determine 
the need for and location of proposed new hospitals in the United 
States. 

In summation, I would like to say that in arriving at its recom- 
mendations in the field of veterans’ medical care, the American Medi- 
cal Association has made an earnest effort to properly respect and 
have a sympathetic concern for all interests involved. Some will 
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point out that the hospital costs of indigent veterans with non-service- 
connected conditions will be the taxpayer’s responsibility in any event, 
either through the use of State or Federal funds. 

We believe that a careful review of the facts will prove that the 
wisest eventual course will dictate that responsibility for the care of 
veterans with disabilities having no relationship to military service 
should revert to the individual and to the State and local communities 
where it rightfully belongs. 

The gradual expansion and intervention of the Federal Govern- 
ment into the affairs of local governments and individuals during the 
past decade has apparently confused some people as to the proper re- 
sponsibilities of each. Continued Federal encroachment into private 
affairs cannot be advocated logically and consistently by those who, 
at the same time, voice their opposition to socialism. It is time to 
reorient our thinking and to recognize the dangers which threaten 
the foundations of our basic philosophy before we reach the point of 
no return in terms of collective soc daliatic planning. It would be un- 
fortunate indeed, if, in our efforts to reward patriotism, we were re- 
sponsible for the creation of a system of Government medicine, against 
the will of the majority, which would result in inevitable deteriora- 
tion in the quality of medical care for veterans and nonveterans alike. 

The American Medical Association discerns in this situation an ur- 
gent present need for a courageous stand and for the formalization of 
a legislative program limiting the activities of the Federal Govern- 
ment in the field of veterans’ medical care. This is a most propitious 
time for creative legislative thinking and action in the solution of the 
important problems involved. 

In conclusion, I would like to stress again the fact that the recom- 
mendations which we have made do not suggest any limitation or 
impairment of the hospitalization or medical care now available to 
veterans who have become handicapped as a result of military service. 
We are in complete accord with that program. 

I would also like to thank the committee on my own behalf and on 
behalf of the American Medical Association for the opportunity to 
present our views and recommendations on this extremely important 
subject. 

Mr. Saytor. Thank you, Dr. Martin, for your statement. 

Now, I am going to ask just a few questions and leave the rest up to 
the other members. 

Doctor, I gather from your statement that the American Medical 
Association is in complete accord with Congress at the present time 
that there is a duty upon the peoples of the United States to furnish 
hospitalization for all service-connected veterans. 

Dr. Martin. Absolutely. 

Mr. Sartor. Now, Dr. Martin, what if they take into any one of 
the veterans’ hospitals a man with a service-connected disability and 
in the course of the examination they find that he has a non-service- 
connected disability ¢ é 

I would like to break that down into two classes. First, I would 
like to ask your opinion as to whether or not you feel that he should 
be treated in a veterans’ hospital if his non-service-connected dis- 
ability could increase, or further aggravate his service-connected dis- 
ability ? 

Dr. Marry. I think the answer to that is “Yes.” 
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Mr. Sartor. Suppose that the non-service-connected disability by 
all of the present standards of medicine could in no wise either affect 
favorably or unfavorably his service-connected disability, do you 
think that he should be treated for that non-service-connected dis- 
ibility while he is in the hospital ? 

Dr. Martin. I think to some extent that is a matter of commonsense 
interpretation. If a man has a minor service-connected disability 
which in no way will impair his usefulness, and if he has a major 
non-service-connected disability, then I do not think that he should 
receive treatment. 

Mr. Sayxtor. The next thing that I have noticed in your statement 
is that for the NP’s and the TB’s and the chronic cases, whether serv- 
ice-connected or non-service-connected, do you think that they should 
be treated ? 

Dr. Martin. We do not include the chronics. We include the NP’s 
and the TB’s because they form a special group of long-term illness. 
A TB case has a public health aspect and should be, from the stand- 
point of the public interest, hospitalized somewhere. The same thing 
is true to a considerable extent with the psychotic. Since there are not 
sufficient local facilities in all parts of the country to properly take 
care of them, we would include those in that group. 

We think that the chronic cases, that is, the non-TB and the non- 
sychiatric cases are properly the responsibility of the State or the 
ocal community; not of the Federal Government. 

Mr. Sartor. Now we come to the non-service-connected case which 
is, according to all the standards at the present time, unable to pay. 
What is the ) position of your organization with regard to that group? 

Dr. Martin. We do not feel that a veteran, per se, who has suffered 
no disability by reason of his service in the Armed Forces, who has 
come out well and whole, has any more demand on the F ederal Gov- 
ernment than any other citizen. He has discharged the normal obliga- 
tion of a man to bear arms in the defense of his country. He should 
do that as a part of his citizenship, and by virtue of it. Unless his 
service has resulted in some disability, we do not feel that he has any 
call on the Federal Government. We think that if he is indigent 
he is a community responsibility. 

Mr. Sartor. Doctor, do you know that the present budget for the 
Veterans’ Administration calls for the use of 114,315 beds. From all 
the testimony that we have had before this committee the last year, the 
highest percent that is involved in that class of cases is 5 percent, the 
lowest is 214 percent, and of those, some have been challenged who 
have said that they did not have the ability to pay. 

Certainly, from 214 to 5 percent of the 114,315 beds that are in the 
hospitals does not create in my mind a problem which the American 
Medical Association apparently sees in this program. 

Dr. Martin. Mr. Chairman, the principal group in controversy are 
the general medical and surgical cases, 87.4 percent of those cases 
are non-service-connected, and I am quoting from the statistics of 
the Veterans’ Bureau, not my own. Also, the cost of hospitalizing 
the NP and the TB, or a neuropsychiatric « case is very much less. 
In 1950 general medical and surgical cases stayed in an average of 
30 days at a cost of about $17 per ds ry. Sixty percent of all the medical 
costs of the veterans in the veterans hospitals fall in this general med- 
ical and surgical group; 87.4 percent of the 60 percent is in the non- 
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service-connected group. It just depends upon how you analyze these 
figures. 

I can submit to the committee later on an analysis which will be 
completely factual covering that particular point. 

Mrs. Rogers. Medicine, of course, is not an exact science, is it? 

Dr. Martin. No, I am sorry to say that it is not. 

Mrs. Rogers. Do you not think it is a good plan to have a veteran 
hospitalized in a veterans’ hospital until they can determine what his 
disability is, whether service connected or not? Recently I tried to get 
assistance for a veteran in the way of medical care. The man could 
not get a civilian doctor and the two services disagreed. One service 
said that there is nothing the matter with him at all, and the other 
service said that he had something else the matter with him. Dr. 
Rogers still thinks he has a heart condition. I think if a man could 
be hospitalized in a Veterans’ Administration hospital until it is 
ascertained what is the matter with him, it would be fairer to him. 

Dr. Martin. Of course, the science of medicine is no more exact 
in a hospital for veterans than in any other hospital. 

Mrs. Rogers. If they were hospitalized in a veterans’ hospital, they 
would be where more effort ae be made to diagnose the difficulty, 
to see whether it was service connected or not, and then they could 
decide later on exactly what to do. 

Dr. Martin. That would be on the assumption that the veteran 
hospital is a better hospital than the average civilian hospital. 

Mrs. Rocers. If a man could not afford to pay for his hospital care 
at the time would it not seem fair to give him the benefit of a veteran’s 
hospital? Some of your civilian hospitals do not have the research 
facilities that the veteran hospitals have. 

Dr. Martin. It is a more expensive process, because the general 
medical and surgical case, as I stated, stays in the hospital 30 days 
where the average stay in a civilian hospital is less than 7 days. By 
and large, it is my opinion that the average level of service is as 
good in a civilian hospital as it is in a veteran hospital, and it is as good 
in the best civilian hospital as in the best Veterans’ Administration 
hospital. 

Mrs. Rogers. Is it not true that in some of these civilian hospitals 
they do not have much in the way of research facilities? 

Dr. Martin. No, I do not think that is true. The situation of civil- 
ian hospitals is very good, and under the Hill-Burton Act numerous 
hospitals are being built in the small communities. As a consequence 
access to such hospitals is becoming more and more available. 

Now, here is the point: If we build those civilian hospitals and 
export their patients somewhere else, they cannot survive and cannot 
provide the quality of service that all of the people should have. 

Mrs. Rogers. Do you not feel that the veterans who have served 
us—particularly the ones that were in service a long time and came 
out without any special examination, or did not ask for it, or did not 
have a very good examination—are entitled to hospitalization in vet- 
erans hospitals until it is proven that they are not service-connected ? 
Do you not think the public thinks that ? 

Dr. Martin. Actually you would hospitalize a man very rarely 
to make a disability determination. If he is in the obscure class whose 
disease or disability cannot readily be determined, he is probably not 
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very sick. Those people could be examined very readily on an out- 
patient or dispensary basis. 

Mrs. Rogers. Is it not true, particularly in the evening or night, 
is very difficult to get a civilian doctor to go to a patient? 

Dr. Martin. Yes. One reason is that they are being absorbed 
the Federal service at a greater and greater rate. 

Mrs. Rocers. It seems to me for that reason the veteran should be 
hospitalized anyway. 

Mr. Evans. Dr. Martin, I thought that I rather observed a conflict 
in your statement. At the very outset on page 1 you state that it is 
the view of the American Medical Association, and alw ays has been, 
that the care of any man who has become physically or mentally handi- 
capped is the responsibility of the Federal Government. 

You say on the first page that it is the view of the American Medi- 
cal Association and always has been that it is the responsibility of 
the Federal Government to take care of these men, and then later on 
in your statement you say that you think it is the responsibility of 
the State and the local communities. Do not these statements repre- 
sent a conflict in your testimony ? 

Dr. Martin. No, sir. I do not think there is any conflict. I stated 
in reference to the veteran who has suffered any disability, physical 
or mental, as a result of his service, that he was the responsibility 
of the Federal Government. But that the nonservice case, whether 
he was indigent or not, was the responsibility of the local community. 

Mr. Evins. If a man serves his country he does not have anything 
to say whether he goes overseas or not. When he is called into the 
Army he is in the service of the Nation, and it is the view of the 
American Medical Association that if he incurs a disability then it 
is the Federal Government’s responsibility to take care of him, but 
if he serves his country and does not incur disability, at the time, but 
is later disabled with tuberculosis or a chronic disease, then he is the 
responsibility of the county and the State. Is that the view of the 
American Medical Association ? 

Dr. Marrrn. Yes. In answering this question it depends upon 
whether you believe that a veteran, per se, because of his having been 
in the service, has a permanent lien on the Federal Government, or 
whether you think he has simply discharged his normal duty as a 
citizen. 

Mr. Evins. From that line of reasoning there might be a veteran 
who had a bad arm, or a bad tooth, which is service connected, and he 
would be the responsibility of the Federal Government. Another 
veteran might have TB or a chronic disabling disease although not 
service connected, and his case would not be the responsibility of the 
Federal Government, but it would be the responsibility of the county. 
Could you not envision in those circumstances that in some States, say, 
the wealthy States, they might be able to provide hospitalization and 
medical care, and in other States they could not or would not do so; 
therefore, there would be discrimination in the treatment and care of 
disabled veterans. Secondly, you would find some that would be 
cared for and others that would be neglected under such a circum- 
stance. 

Dr. Martin. That is the reason we stated in the case of the TB and 
the NP, in view of the fact that in certain areas facilities are not ade- 
quate, that we felt that such cases must temporarily be charges of the 
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Federal Government. We feel, however, that such a policy ought to 
be reexamined from time to time and that facilities adequate to take 
care of veterans as well as the rest of the population should be devel. 
oped on a local and State basis. 

Mr. Evins, You feel there would be no discrimination in the treat- 
ment of the men who fought for their country under such a recom- 
mended system? Do you think that the veterans of this Nation who 
fought for our country under such a system would be properly cared 
for in the event they were sick, broke, and had no place to go 

Dr. Marry. The degree of care varies in different places, as you 
know. I think the concern of the doctors is with the total] health of 
all the people. We see no reason why a veteran who, we will say, has 
served his country but has been run over and had his leg broken as the 
result of carelessness in crossing the streets should then be entitled to 
Federal medical care. 

We think that all such people should be taken care of. We think it 
is most desirable to develop to the maximum local facilities to take 
care of the total population, and we think that when you drain off the 
medical personnel, the nurses and the technicians, into a constantly 
growing Federal system you are destroying the ar of devel- 
oping a proper medical system on the local level that will take care 
of all the citizens. 

Mr. Evins. To get back to your original statement, I will say that 
it has been the historic policy of our Government from the very begin- 
ning, until only recently when we have had this criticism about 
breaking up the veterans’ hospital program, that it has been the 
responsibility of the Federal Government and not the communities and 
the States to care for the men who fought for their country when in 
need. That is a basic benefit which the men who have fought for our 
Nation have always regarded they had, and it is a policy that the 
country has historically followed. The very conservative thinking of 
the country has pursued such a policy. Former President Hoover has 
so recommended and former President Coolidge,:and on back. It is 
only very recently that there has been some recommendation for a 
change in policy of care for disabled and needy veterans of the Nation. 

Former President Truman, I think, recommended something in 
line with what I gather may be recommended here, that we might 
have an over-all medical service for veterans and nonveterans alike, 
blanket the veterans into a social-security program of some sort. I 
do not follow that concept by Mr. Truman, or the American Medical 
Association either, of deeiiving veterans and nonveterans in the 
same group so far as medical care is concerned. 

We have a population of 156 million in the Nation and 20 million 
veterans. in your statement reference was made to a “large” medical 
care program, but you omitted that and changed the word to 
“gigantic.” 

Dr. Martin. I am sorry. I did not mean to do that. 

Mr. Evins. I do not consider it gigantic in view of the number of 
veterans and the largeness of our country. , 

As the chairman has pointed out, the percentage of difficulty we are 
running into here is relatively small. 

Now, I would like to ask a question regarding the Hill-Burton 
hospital program. I have been interested in that and have presented 
it to this committee from time to time. I am sure that you know 
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Dr. Shoulders of ‘Tennessee, former president of the American Med- 
ical Association. Dr. Shoulders has presented to this committee 
what is known the the Tennessee plan for Medical Care of Veterans. 
It has not been received with much favor, I will say, by the Veterans’ 
Administration, or this committee. I am sure that you are familiar 
with his idea, because basically it is presented here in your statement— 
the use of Hill-Burton hospitals in our smaller communities for 
veterans. 

There are many places where a veteran would have to catch a train, 
bus, or be carried to a distinct point to be hospitalized. Now, we 
have built Hill-Burton hospitals in a number of communities. You 
would favor, would you not, the care of disabled veterans, or other 
veterans, if they are to be cared for under a Federal program, in local 
Hill-Burton hospitals with the Federal Government reimbursing the 
local hospitals for that care, in order that these local hospitals, now 
that they are built, might be sustained? In other words, would your 
association recommend incorporating into the veteran medical care 
program the use of Hill-Burton hospitals? 

Dr. Martin. On a contractual basis? 

Mr. Evins. Yes, on a contractual basis. 

Dr. Martrn. We have referred to that in our statement here. It 
would depend upon how it was set up and how it would be financed. 
I would not be willing to answer yes or no to that question without 
a definite outline, or blueprint. I would have to have more detail 
than we have this morning. 

I pointed out in connection with the nonservice cases that it was 
very detrimental to the local hospitals to have those patients exported 
from the community because it would deplete the resources of the 
hospitals. Whether such a program could be worked out in the case 
where the Federal Government is clearly responsible, i. e., the service- 
connected case, I do not know. 

Mr. Evtns. As far as the service-connected cases are conc erned, you 
indicate probably you would favor the treatment of veterans in local 
Hill-Burton hospitals on a contract basis? 

Dr. Martin. The service-connected case, but not on the basis of 
Federal participation. 

Mr. Evins. What about the veteran with ability to pay whose 
case is nonservice connected? How would you have him treated ? 

Dr. Marttn. We have recommended that the non-TB and the non- 
NP cases should be treated in the same way that any other citizen of 
the community is treated who has a disability and is unable to pay for 
it. 

Mr. Evins. I know doctors in many instances when they encounter 
such a case, a veteran who has no ability to pay, you will find them 
calling the admitting officer of the veterans’ hospital trying to get 
that particular man into the hospital, the veterans’ hospital. We 
have that occurring today, do we not? 

Dr. Martin. Is ths at your statement, or are you putting that into 
my mouth ? 

Mr. Evrxs. Do you, Dr. Martin, not agree that this is happening 
almost every day? Our doctors trying to help get veteran patients 
admitted to vetreans hospitals? 

Dr. Martin. I do not doubt that it happens sometimes. It is not 
my practice. I certify that a man needs hospital care. I have never 
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requested veterans’ care for him. If there is a facility there, the Red 
Cross or a veteran agency, and if they judge that he properly belongs 
in a veteran hospital, that is where he will go. The doctor’s only busi- 
ness is to certify whether or not a man is sick and whether or not he 
needs hospital care. 

Mr. Evins. You have used the words: “collective socialistic plan- 
ning.” Do you use that language with respect to our veteran hospital 
program ¢ 

Dr. Marin. I use it with respect to the whole Federal system, 
which includes the other branches I named, which are expanding their 
services so that they not only include the 20 million veterans and 
the members of the Armed Forces, but they include the dependents of 
servicemen in the various branches of the service, and the Coast 
Guard. The establishment of these training programs and the nec- 
essity of having a diversified number of patients is contributing to this 
result. 

Mr. Evins. I do not agree that our veterans hospital program is 
socialistic. I do not think that it represents socialistic planning— 
caring for the veterans of this Nation. If there is that implication in 
your language I heartily disagree with it. 

Dr. Martin. Let us see exactly what I said. What page is that on! 

Mr. Evins. The last page of your statement, the third paragraph: 

It is time to reorient our thinking : 

Dr. Martin (reading) : 


It is time to reorient our thinking and to recognize the dangers which threaten 
the foundations of our basic philosophy before we reach the point of no return 
in terms of collective socialistic planning. 

Mr. Evins. Now, you say that that does not apply to the veterans’ 
hospital program, in your view? 

Dr. Martin. It applies to the whole picture of what is going on 
today in the Federal Government in furnishing medical services in 
many fields. Federal medical programs are requiring more and more 
medical personnel to support them. Thus the tendency is toward a 
collective system of medical care that becomes larger and larger. 

Mr. Evins. We read much in the press today, and there have been 
some cases magnified, of improper admission to our Veterans’ Ad- 
ministration hospitals. We will concede that there may be some illegal 
or improper admissions, of some veterans who may have had sub- 
stantial income or some ability to pay. 

I have a letter here from the Solicitor of the Veterans’ Administra- 
tion, Mr. Odom, in which he states: 

In conferences held with the American Legion rehabilitation committee at 
the Statler Hotel last spring, which was attended by representatives of the 
American Medical Association, the American Dental Association, and repre- 
sentatives of other governmental agencies, I made a categorical statement that 
I will present to the appropriate officials of the Department of Justice any case 
referred to me by anyone wherein a prima facie case can be shown of fraud for 
improper admission : 

He made that challenge to the American Dental and the American 
Medical Associations, and yet, apparently, he goes on to say there have 
been no cases referred to him, even prima facie cases of fraud. I 
think that we have a tendency to play up and magnify a few instances, 
which is having a damaging effect on the overall great veteran medical 
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care program. If you have, as the newly elected president of the 
American Medical Association, evidence of illegal or improper admis- 
sion of veterans with substantial ability to pay, I think it is your duty 
to accept that challenge and refer those cases to the Veterans’ Admin- 
istration so that they can be referred to the Department of Justice 
for appropriate action. 

That statement was made months ago, and yet we continue to hear 
charges of improper admissions. I just wanted to give you that in- 
formation, because this committee is trying to arrive at a solution of 
the problem and we find from all the testimony thus far that the 
number of illegal or improper admissions is negligible, yet we hear 
that the Veterans’ medical care program is a gigantie socialistic pro- 
gram, which I deny. 

Mr. Fretincuuysen. I am sure that we have all been interested in 
what Dr. Martin has had to tellus. I am sure that Dr. Martin realizes 
we are interested in the big problems and the philosophy behind your 
line of thinking as well as the specific problems that we are considering 
in connection with the non-service-connected cases. 

I would like, for my own information, to get a little more specific 
on the overall hospital situation in this country. 

Can you tell us how many hospital beds, roughly, there are in the 
country today ¢ 

Dr. Martin. I could not tell you offhand. My recollection is that 
it is around 1,100,000. 

Mr. Fretincuvysen. Do you have any idea how many of those beds 
are occupied by those men who are mentally ill ? 

Dr. Martin. Presently it is close to half of them. 

Mr. Frevincuuysen. The reason I asked the question is that in yes- 
terday’s New York Herald Tribune there was a brief statement by a 
Dr. Kasak from Milwaukee who said roughly half of the 1,600,000 
hospital beds were occupied by those mentally ill. Would you say 
that, generally speaking, that was probably a correct statement? 

Dr. Martrtn. That includes all the State institutions and is, I be- 
lieve, probably correct. My recollection is that there are about 600,000 
beds in that category. 

Mr. Frecincuvysen. The Veterans’ Administration program is ex- 
pected to handle about 114,000 beds of all categories. 

Dr. Martry. Currently, ves. 

Mr. Fre_incuvysen. So we have some idea of what the relationship 
is of the veterans’ program to the overall national hospitalization 
program ¢ 

Dr. Martin. Yes. 

Mr. Frevincuvysen. You also say this would be a propitious time 
for us to do some creative legislative thinking, and you point out the 
various things you consider wrong and the Federal Government’s par- 
ticipation in medical programs—lack of coordination, duplication of 
facilities, and the lack of economy that results, and so on. Yet, as I 
understand it, the main recommendation you make is that all NP and 
TB cases, whether or not they are service connected, should be handled 
in Veterans’ Administration hospitals; is that correct? 

Dr. Martin. For the present. 

Mr. Frevincnvysen. Is not now as good a time as any to discuss 
whether we think that is a desirable end or whether that is not as de- 
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sirable anend? Perhaps you do not think it is desirable, but is neces- 
sary because there are not adequate facilities outside the Veterans’ 
Administration. 

Dr. Marrtn. Yes. 

Mr. Fretincuuysen. Do you have any idea of how great an increase 
in the existing number of VA beds would be necessary if we did 
broaden it automatically to include all NP and TB cases? 

Dr. Martin. Well, so far as the beds are concerned, they do not play 
such a large part. For example, there are approximately 13,000 beds 
under construction at the present time. Of these over 9,000 are in the 
general medical and surgical group. Apparently therefore the ex- 
pansion of facilities is largely in the general medical and surgical 
group. 

Mr. FretiNcuuysen. Maybe we all look at this problem from a spe- 
cific point of view, but in my district there is a VA hospital at Lyons 
N. J., which has not taken more than one non-service-connected case 
since 1948, which means that large numbers of them—and thousands 
apply—have to go somewhere else. You were recommending that fa- 
cilities should be made available for all those veterans regardless of 
their service connections ¢ 

Dr. Martin. As a matter of fact, there are many areas that have ex- 
cellent institutions and are perfectly able to take care of their own. 

Mr. Frevincuuysen. As a general national problem, I understand 
that these non-service-connected NP cases are not now being taken 
care of by the veteran hospitals because they cannot find places for 
them. 

Dr. Marty. I am not sure that I got that. Did you say that there 
is a large number not being accommodated ? 

Mr. Frectincuuysen. Not being hospitalized in the NP and TB 
groups, non-service-connected. 

Dr. Martin. Our viewpoint is that the non-service-connected type 
of TB case should temporairly be hospitalized in veterans’ hospitals 
because sufficient, local facilities do not exist, and because TB is a 
public health program. 

Mr. Frevincuuysen. TB is a public health problem ? 

Dr. Martin. Yes. 

Mr. Frecincuuysen. You mean that it is a Federal responsibility ’ 

Dr. Martin. No, it is a public-health problem. They should be 
hospitalized somewhere. We have accepted the necessity of their 
being hospitalized in the veterans’ hospitals because of that aspect 
of it. 

Mr. Freiincuvuysen. It seems to be opposed to your basic philos- 
ophy of letting the community do it, in order to avoid the under- 
development of private facilities because there is not room presently 
for the NP and TB cases. Are you not going to arrive at the result 
that you fear, that is, an overdevelopment ‘of the Federal activities and 
a continued underdev elopment of the local facilities? 

Dr. Martin. Our statement was that such care should be provided 
for within the limits of the facilities available, 

Mr. Frevtincuouysen. I do not remember your saying anything 
about “within the limits presently available.” Did your statement 
say that? » Yes, I see it—*within the limits that exist.” Excuse me. 
In other words, you would not take over all the great number of NP 
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r TB cases unless you could make some readjustment then to reduce 
th number of general medical and surgical cases? 

Dr. Martin. That is right. 

Mr. FretincHuysen. Do you have any indication, or figures, as to 
whether there would be any alleviation of the existing problem if you 
did it without expanding facilities? 

Dr. Martin. If the non-service-connected general medical case were 
eliminated ¢ 

Mr. Frenincuuysen. You are not suggesting the general medical 
and surgical cases, I imagine ? 

Dr. Martin. No. The non-service-connected cases are not in the 
general medical and surgical group we think should be hospitalized 
at home. 

Mr. Fretrncuuysen. And you think that the elimination of that 
group in its entirety would provide sufficient additional beds for the 
NP and TB cases? 

Dr. Martin. You would reduce your beds tremendously. 

Mr. Fretrncuuysen. Do you have any figures to indicate specific- 
ally what might happen ? 

Dr. Martin. Yes, these are Veterans’ Bureau statistics: 64,000 out 
of 100,000 are nonservice connected, but that is all nonservice con- 
nected. That includes the TB’s. 

Mr. Frecincuuysen. Primarily the long-term cases, and you are 
not suggesting it is any way we can alleviate that condition? 

Dr. Marrtn. No; but you would get a great relief from the pressure 
for new beds if those cases were eliminated. 

Mr. Fretincuvuysen. You are not suggesting that any substantial 
number of that group could be eliminated, are you ! 

Dr. Martin. No. I am talking about the general medical and sur- 
gical non-service-connected cases. 

Mr. Fretincuuysen. Your position is that you could reduce that 
category and thereby increase the TB and the NP non-service-con- 
nected cases ¢ 

Dr. Martin. That is right. 

Mr. Fre_ineuuysen. I am just wondering whether you would favor 
making a more clear distinction, whether you like the distinction be- 
tween service-connected and nonservice-connected cases. Do you 
think that it is a reasonable one for us to have in the law? 

Dr. Martin. I think that there should be. A determination in any 
individual case is an individual medical problem. 

Mr. Fretincuuysen. When there is a decision made one way or 
the other does it not result in a certain amount of discrimination? 

In the case of an old veteran there is no easy way of telling whether 
or not his case wag actually service-connected or not. If you draw the 
line, you are going to throw someone out who is as equally deserving as 
the obvi ious service-connected case. 

Dr. Martin. The lapse of time might historically make it difficult 
to establish for the older group, but usually they have already passed 
through the mill and their condition was determined at the time they 
served. As time goes on it becomes less and less probable that a 
particular disability is service connected. 

Mr. Fretincuvrsen. Unless we have not solved the problem of the 
younger veterans? 

Dr. Martin. That is right. 
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Mr. Frevincuvysen. If they are aware of the fact that they will 
get considerably more advantages if their disability is service con- 
nected, presumably there will be an attempt made to come under that 
classification. 

Now, just where is the danger of socialized medicine concerned with 
the ability or the nonability of the nonservice-connected case to pay? 

Dr. Martin. That is not a correct statement of what I said. 

Mr. Frevincuvysen. I do not think that I quoted you as saying 
anything. I wonder where the danger exists? ; 

Dr. Martin. The danger is in the whole picture of the expansion of 
the Federal services. The medical service is set up to take care of a 
man who suffered disability in time of war. The services of the Army, 
the Navy, and the Air Force were set up to take care of a group of 
men who, because of their occupation, could not come under general 
medical care. There has been an expansion of that, taking in service- 
connected case and taking in dependents of military personnel in 
areas where ample facilities exist, and the great growth of the Federal 
medical system that has been going on will continue to grow unless 
different policies are established, and that draws away more and more 
patients from localities into Federal hospitals and makes it less pos- 
sible to maintain an adequate service, hospital and otherwise, in com- 
munities for the people as a whole. That is the general argument, the 
basic argument. 

Mr. Frevincuvysen. This particular problem is not an acute aspect 
of that? 

Dr. Martin. No. 

Mrs. Rocers. Dr. Martin, at the present time, the United States has 
45,000 chronic beds; is that correct? 

Dr. Martin. I do not know. 

Mrs. Rocers. I understand the need is for 262,000. We do not have 
adequate facilities for civilian hospitals. 

Dr. Martin. For chronic cases? 

Mrs. Rocers. Yes. 

Dr. Martin. No. 

Mrs. Rogers. The outlook for the veteran is very bad. 

Dr. Martin. The same as for the rest of us. 

Mr. Secrest. I would like to ask a few questions. 

I think your statement is clear as to your position. You oppose 
treatment in veteran hospitals of all non-service-connected veterans 
except temporarily the TB and NP cases? 

Dr. Martin. That is right. 

Mr. Secrest. You exempt them temporarily because there are no 
local facilities to take care of them. 

Dr. Martin. In many areas. 

Mr. Secrest. We are talking about the indigent veterans because 
no other kind under the law can be admitted; is that right? 

Dr. Martin. That is right 

Mr. Secrest. Do you think from your vast experience and from the 
resources that you have of gathering data from over the country, that 
veterans lie about their ability to pay ? 

Dr. Martin. They sign a statement to the effect that they are un- 
able to pay. I think that many of them sign it without entire full 
iaowiaas of the significance of it. I think many of them are told 
they are entitled to it and honestly believe it. 
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Mr. Secrest. You think many of them sign it who could pay 

Dr. Martin. Yes; I think a very considerable number do. 

Mr. Secrest. That is the one question, above all others, this com- 
mittee wants to get into. 

Can you give me the names of one, ten or a thousand veterans who 
have come out of one of these hospitals and who could have paid his 
way somewhere else? That is what we want so that we can investi- 
gate those cases. I assume if you say that many of them did it you 
know who they are. 

Dr. Martin. No; that is not necessarily an assumption. I know 
who some of them are. 

Mr. Secrest. They are the ones that we want. Can you give me 
the names of four that you know personally ? 

Dr. Martin. I can furnish you with them. 

Mr. Secrest. That is what we want to know so we can investigate 
them. 

Dr. Martin. I can furnish you with four names. 

Mr. Secrest. You will furnish us with some of the names? 

Dr. Martin. Yes. 

Mr. Secrest. Good. We will try to investigate everyone of those 
cases. We know what the law is, and if there i is an abuse of it we 
want to know to what extent. There has been testimony here by the 
veterans’ or ganizs tions and the American I egion that some 3, 800 re- 
ported cases have been brought to their attention of alleged abuse. 
They found less than 2 percent could even be questioned as to ability 
to pay. Whatever the facts are, we want them. You will submit 


the names of individuals to our committee that you think have used 
the facilities of these hospitals when they had money to pay for their 
treatment outside? I think the enemies of the great veterans’ pro- 
gram are trying to make a rule of a very few cases of abuse in the 
hospital program. 

Mr. Sxecrest. You have expressed a great interest in the economy 
of the country and you are alarmed at the cost of this veterans’ = 


gram. Naturally, we are all interested in reasonable economy. You 
would say that in general the treatment of the veterans is a cost of 
war, would you not? 

Dr. Martin. Yes. 

Mr. Secrest. Whether you agree as to who is treated or not, every 
treatment is a cost of war? 

Dr. Martin. That is right. 

Mr. Secrest. You are interested in keeping the cost of war down 
to a minimum ? 

Dr. Martin. Yes. 

Mr. Sxcrest. Would you agree that the national debt is the cost 
of war primarily? 

Dr. Martin. I think it has resulted an effect of war. 

Mr. Secrest. And the interest on the debt is a cost of war? 

Dr. Martin. Yes. 

Mr. Secrest. You are aware of the fact that within the last 2 or 3 
months—there is no political significance in this statement I make— 
that my reason of refunding the interest over a long-term period at 
an increased interest rate the additional cost per year wilt be $525 
million. Has your association protested that increase of the cost 
of war? 

86102—58——51 
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Dr. Martin. I do not know of any reason why we should. It is not 
a matter as to which we have any technical knowledge. 

Mr. Sn REST. You have only an interest in reducing the veterans 
program? Your group is not interested in the welfare of the country 
as a whole and the cost of government as a whole? 

Dr. Martin. I think that you are wrong in assuming that. We 
have no technical knowledge of the problem involved. We are not 
financiers. We have some knowledge of medicine and the medical 
care of people and what the cost implies under different circumstances. 

Mr. Frecincuuysen. Off the record. 

(Discussion off the record.) 

Mr. Secrest. I am just bringing out that these are costs of war 
and anyone interested in the cost to the Government should be inter- 
ested in all costs to the Government as they affect them. Veterans are 
only one part of the cost of war. 

Mr. Frevincuuysen. Even if Dr. Martin would agree with you, 
[ do not know how relevant it is to this particular discussion. 

Mr. Secrest. We will find out. I think that it is a cost of war. If 
we are going to holler because the veterans cost too much, we should 
likewise be alert to other increases. 

Now, I would like to go to another thing. Foreign aid is a cost 
of war. We help to rehabilitate a country; build their industries 
up so that they can make pottery, glass, watches, and ship them back 
and put a lot of people here out of work. We have spent every year 
since the war more money on the Marshall plan and foreign aid than 
the whole veteran program. Has your organization taken any cog- 
nizance of this great outpouring of American taxpayers’ dollars into 
the cost of war all over the world ¢ 

Dr. Martin. I certainly am concerned about it as a citizen and as 
a taxpayer. It is no proper responsibility of the American Medical 
Association. 

Mr. Secrest. I think the cost of war is a proper responsibility of 
everyone. 

Dr. Marri. Certainly the responsibility of everyone as a citizen. 
It is not the responsibility of the American Medical Association as an 
association. 

Mr. Secrest. On the question of what is socialism—and I speak to 
you as one who has made many a speech against socialized medicine 
and making any citizen go to a doctor that he does not want to go 
to—but when you talk about “continued veteran encroachment into 
private affairs cannot be advocated logically and consistently by those 
: ho at the same time voice their opposition to soci ilism,” it is a good 
bit of whose ox is gored. That was said by nearly every banker in the 
country, with respect to guaranteeing bank deposits. In 1933 I made 
personal contact with every banker in my district. I found 3 who 
would even tolerate the idea and 36 thought it was downright socialism. 

The same thing is true with sending money down to Texas for the 
drought. I voted for these things myself. But it is government get- 
ting into local business. The State of Texas never did a thing down 
there, never called their legislature together to take care of a single 
one of those problems. The Federal Government did. 

The Hill-Burton Act, that is using Federal money to go back into 
communities. 1 have one of the finest hospitals in the country built 
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under the provisions of that act and I am for it. But it is still taking 
Federal money for one community, not the country as a whole. 

I got letters, so did many other Members of Congr ess, with respect 
to training doctors at Government expense, giving them draft exemp- 
tion until ‘they are trained. I know we had to do it or you would not 
have any doctors. But there are a very good many young fellows in 
the trenches and many others who are br illiant young men who do not 
think that is a fair program. I think of 1 medical ‘school where 700 

applied and only 100 could be admitted. 

Are you doing anything to try to see that some of these able young 
men could be trained as doctors, increase the tr aining program ? 

Dr. Martin. If we want to get into the broad question of medical 
facilities, I am glad to stay here all day, Mr. Chairman, and discuss 
this very thing. 

As a matter of fact, in your specific questions, the Federal Govern- 
ment is not training men now. They did during the war when they 
established the V-12 and doctor service. That no longer exists. 
Those men are paying the obligation now in the Federal medical 
services, 

I don’t get the point of this discussion. 

Mr. Secrest. You say in your testimony that the Veterans’ Admin- 
istration is raiding the field of doctors and that there is a shortage. 
Are you doing anything i in the way of training to fill that gap and 
meet that shortage if the Veterans’ Administration continues to raid? 

Dr. Martin. I have pointed out that the supply of doctors has in- 
creased 28 percent since 1940; the population has increased 20 oor 

Mr. Secrest. My own town, and many others around me, have no 
doctor, and any one of them would be glad to offer any kind of 
inducement to get one, and they are towns totaling six to eight 
thousand population. 

Dr. Martin. The supply is increasing, and increasing each year, 
and increasing 2 percent faster than the population. But the going 
into the Federal services of a large number of men has created an 
artificial shortage. That is one reason. 

Another reason is the question of distribution, and I do not know 
of any way of curing it, the tendency of doctors to go into cities and 
settle around large institutions where they like to have the facilities 
that they have been trained to use. 

Now, they may have done a great deal in replacement and dispers- 
ing of doctors in different States by inducing them to settle in rural 
areas, in small towns. The various States are giving scholarships that 
require a man to settle in a rural community, - we will say, for 1 year 
~ of each year that he has received aid on a State sc holarship basis. 

I could give you very many instances if the committee had time to 
listen to it. 

Mr. Secrest. It is a wonderful effort and you are to be commended 
for it 

That is all I have to say, except I shall be interested in investigating 
these names. 

Mr. Lona. May I have a question or two? 

Mr. Sartor. You will, Doctor, as long as we alternate, so that each 
side has an equal opportunity to ask the doctor. 


Mr. Mailliard ? 





2440 HOSPITAL CARE AND OUTPATIENT DENTAL TREATMENT 


Mr. Matuiarp. Yes, Mr. Chairman; I missed a good part of this 
testimony, being on another committee. A couple of questions oc- 
curred to me through the questions of the others. 

It seems to me this ability-to-pay question has been brushed over 
rather lightly. I would think that, in trying to find a sensible answer, 
it is the problem that the American Medical Association, of all the or- 
ganizations in the country, ought to have more knowledge as to hos- 
pital costs and costs of medical care, and give us some assistance in 
trying to determine if we should impose standards in the law; what 
kind of standards they should be, and what would be appropriate. 

The question was raised here, I think, by Mr. Secrest as to did you 
think that a lot of veterans who were able to pay were signing a state- 
ment that they could not pay. You said “Yes.” You thought a great 
many were. 

Could you give us any idea as to how you determined as to whether 
he could pay or not ? 

Dr. Martry. I haven’t any proper way of telling except an indi- 
vidual I would know personally in my own community. 

Mr. Mati1arp. But, just taking a hypothetical case, what would 
you judge it on; his net worth, income, or would you consider family 
responsibilities or the strain on whatever income he had? 

his making a statement that a lot of veterans are signing the 
pauper’s oath improperly is meaningless, it seems to me, unless you 
have some standards on which to judge. 

Dr. Martin. Maybe I could give you an example. 

In my own community, we have a central admitting agency for the 
hospital. Anyone who feels they need hospital care and can’t pay for 
it 

Mr. Mari1arp. This is the county hospital? 

Dr. Martin. The city. 

Then the central agency investigates that situation. They know 
what the size of the family is, what his income is, whether he owns 
real estate, what taxes he pays, where he works, and all that. And, 
on the basis of what would be a reasonable allowance for food and 
shelter and the usual things that go into supporting a family, they 
decide whether he is able to pay, or not pay. 

If he is unable to pay, he is hospitalized just the same and the joint 
State and city fund prov ides the hospitalization of the medically 
indigent. 

Now, about 50 percent of those people are on the rolls of the relief 
agencies. About 50 percent are not on the relief rolls in that they are 
medically indigent in that they cannot pay this additional cost of 
hospital and medical care, because they are limited. 

It is an individual proposition that can only be determined on a 
local basis, and that is the reason that I feel that any attempt to set 
up standards on a Federal basis is almost impossible. 

Mr. Matiuiarp. Doctor, I recognize you have expressed the philos- 

ophy that we should eliminate general medical and surgical non-serv- 
ice-connected cases from this program. 

Dr. Martin. That is right. 

Mr. Maruuiarp. Let us, just for the sake of discussion, assume that 
we will not do that; that the philosophy has been established many 
years back; and let us, just for the sake of argument, assume that that 
is a firm policy 
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Let me say this: This is my own feeling: that our country as a 
whole has established a philosophy that no citizen who is sick, broke, 
and no place to go, is to be refused to get proper medical care. The 
question then comes, whom is he to get it from, the county, State, or 
Federal Government ? 

[ think we have adopted the philosophy, right or wrong, that in the 
case of a veteran he is a Federal responsibility; a nonveteran is the 
responsibility of a lower echelon of government. 

Assuming that it is not the desire of Congress to change that phi- 
losophy, would the American Medical Association be in a position to 
assist us in writing the kind of law that will stop abuses of the intent, 
if there are such abuses? Or do you just take the position that you 
do not like the philosophy; therefore, you cannot help us in that re- 
gard ? 

Dr. Martrxn. We don’t like the philosophy; that is true. On the 
other hand, it is very difficult to visualize how, on the Federal level— 
now, the main reason we think these people ought to revert to the 
community as a community responsibility is because the program that 
I mentioned for determining whether they were properly subjects of 
public responsibility can be determined on the local level without too 
much cost, without too much difficulty. 

On the Federal level, it seems to be almost impossible that any law 
could be set up that would not entail such great expense to make it 
reasonably secure agaisnt being abused and, at the same time, make 
t reasonably certain that the individual would not be injured by 
reason of not being recognized as an indigent. 

Mr. Saytor. Mr. Mailliard, will you yield right there? 

Mr. MarLutarp. Yes. 

Mr. Sartor. Doctor, it has been brought out in the hearings before 
that every non-service-connected veterans that goes to a Veterans’ 
Administration hospital, and is admitted, fills out what is known as 
. P-10 form. Now, one of those questions which have come up is to 
ask the individual whether or not he is able to pay. It has been the 
interpretation of the department if he states that he does not have 
the ability to pay, and signs the oath that is attached to it, that there is 
nothing that the Veterans’ Administration can do under the present 
law to prosecute that individual unless it is proved to be an actual case 
of fraud. 

What this committee has in mind is that it does not believe that the 
present policy of caring for non-service-connected indigent cases is 
wrong. Assuming, therefore, that it is not wrong, we want to give 
to the Veterans’ Administration every means possible to see to it 
that those who are able to pay will not get into a Veterans’ Adminis- 
tration hospital for non-service-connected. cases. 

Therefore, we are trying to determine what additional help we 
should give the Veterans’ Administration or what additional ques- 
tions they should ask of any prospective patient to determine his 
ability to pay. 

[ believe that the question Mr. Mailliard is asking is right along that 
line. I think your organization should be of tremendous assistance, 
not only to this committee but to the veterans’ organizations and to 
the Veterans’ Administration, in setting up what you, as doctors, feel 
should be the criteria to determine a man’s ability to pay. 
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If your organization is just going to take the position that they are 
opposed to all non-service-connected cases, then there is not much 
testimony that you have to offer that can be of assistance. I certainly 
do not believe, not knowing you personally, but knowing many mem- 
bers of your organization, that absolute opposition to ‘admission of 
all non-service-connected cases except TB and NP cases represents 
the thinking of the rank and file, because the rank and file of your 
organization realize there is a problem. They realize that there are 
not enough hospital beds to take care of the people of the United 
States. 

We are probably short 800,000 beds in the United States, and when 
that 800,000 beds comes into existence, then we may have a different 
approach to this problem, providing our population levels off. But, 
in the meantime, there is a definite problem. 

And we want to look after the taxpayer; we want to look after the 
tax dollar, but we also want to do it in a humanitarian manner. We 
do not want to say just that “You cannot get into a hospital because 
you are nonservice connected.” 

In that questionable group that abuse their veterans’ privileges 
which runs from 21% to 5 percent at the present time, based on hospital 
beds, what standards could you give us that we should ask of the 
prospective patient that could eliminate any fraud in the Federal 
Government ¢ 

Dr. Martin. I would like to make another comment, which bears 
on the same thing. 

In the first place, whether a man is admitted to indigency or not, 
is very greatly different to me in different parts of the country and 
the circumstances under which he lives. Therefore, I do not believe— 
and I am expressing now my personal opinion—that it is possible, 
on the Federal level, to set up any standards that will be applicable in 
Arizona and Maine and Florida and Minnesota, or in the rural areas 
or in the cities. That is an almost impossible undertaking. 

I think that if some punitive measure were authorized in the bill 
and certain cases prosecuted, I think that would have a great de- 
terrent effect. There is no question about that—it would have a 
deterrent effect on the out-and-out chiselers. 

I think some of it is due to lack of information or misinformation 
that is given the veteran as to what he is entitled to. Many of them 
honestly think that no matter what their income is, that they are 
entitled to it, and they sign the form stating that because they think 
that is a matter of form. 

I think education of the veterans themselves as to what their en- 
titlements are would help, and I think a punitive measure in a few 

cases that were : saverthinl would help that information and education 
campaign a great deal. 

But I doubt, whether Federal Government by law, could set up 
any standards that would be just to every one; that in certain areas 
would not react unjustly to the veterans and in certain areas unjustly 
to the taxpayers, because those standards vary so much. 

That is the reason we think it ought to be determined on a local 
level. 

Mr. Sartor. Doctor, it actually comes down, does it not, to a ques- 
tion—ben ause most of it, as you have indicated, grows out of the gen- 
eral medical and surgical patient—as to what a man’s assets should 
be in order to determine whether or not he can pay for the average of 
30 days’ hospitalization ? 
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Dr. Martin. As I have told you before, in the division hospital, the 
average is about 7 days. And in the Federal hospital the average is 
a little over 30 days. 

Mr. Savor. I realize that there is that difference of twenty-some 
days in the stay. But do you not feel that it would be possible to ar- 
rive at a fair standard as to what a man should have, or what his 
assets should be, if he is going to take this average 30 days? Maybe it 
is too long, and we are not defending the relative merits of that. 
That may ‘be another matter to get into. 

What we are looking for is what a man’s financial assets should be 
to determine whether or not he should be admitted as a charity patient, 
or as a patient without pay into a veterans’ hospital for 30 days. 

Dr. Martin. I can only repeat myself on that. It is that variation 
in what constitutes medical indigency, if you want to use that form, or 
inability of a man to pay, which is over and above what we ordinarilly 
call indigency, because that is added to the total cost, is such a variable 
factor in different parts of the country and different conditions that 
I know of no way that you could set a standard that would not err 
in one way or the other on the Federal level. 

Does that answer that at all? 

Mr. Saywor. No, sir. 

Mr. Tracur. Will the gentleman yield for one question ? 

Mr. Maruuiarp. Yes. 

Mr. Tracur. Doctor, would you recommend setting up a screening 
agency at a local level at some time? 

Dr. Marttn. The localities have screening agencies. It is cer- 
tainly true in my community. 

This isa problem, you see, of all the people who are sick and unable 
to pay, not Just the veterans. 

Mr. Tracue. I realize that. 

Dr. Martin. We have to deal with that problem and do deal with 
it on the local level. 

Mr. Teacur. If you accept it as being true that the Federal Gov- 
ernment is going to continue to the extent of taking care of non- 
service connected, do you suggest we try to set up some kind of screen- 
ing, or try to use the existing one on the local level ? 

Dr. Martin. I think if you are going to adopt that philosophy that 
the veteran is special group and you have to make special provisions 
for him, then the place to determine his ability to pay would be on 
the local level. 

Mr. Tracur. Then you would suggest that we try to work out some 
kind of screening agency on a local level ? 

Dr. Martin. If it is the purpose of continuing the present policy; 
yes. 

Mrs. Rocrrs. Would the gentleman yield for one brief question? 

Mr. Mariurarp. Yes. 

Mrs. Rogers. I wonder if the doctor could furnish the subcommit- 
tee a statement as to what those requirements are, as to what the 
screening is? 

Dr. Marri. On a local level it varies in different communities 
because of the difference in cost of living, and the different costs of 
hospital care; different factors that enter into the cost of medical] 
care. I cannot speak for all of them. I know what ours are. 
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Mrs. Rogers. Could the gentleman request that that be furnished 
the committee ¢ 

Mr. Saywor. Doctor, it would be of tremendous help to us if your 
association has those figures available if they could submit them, 
even though they do vary; whatever information your association 
has with regard to the requirements in various States. 

Dr. Martin. I think our council on medical advices could probably 
give you some data on that. It would not be complete for the entire 
country, of course, but it would tell you what the trends are in dif- 
ferent places. 

Mr. Marmu1Arp. Dr. Martin, I think it would be tremendously val- 
uable to us—again going back to my original statement to you—at 
least I feel that there is a reasonable assumption that this committee 
is not going to hastily change a long established policy. 

Now, the day may come when the medical circumstances in this 
country would permit us to do that. I doubt if very many of us are 
convinced that we could do it now. 

Therefore, it does seem to me that your association might well per- 
form a very valuable service by giving some thought to this question, 
assuming we are not going to change the basic policy, as to how we 
can improve the actual operation of the system. That certainly 
would be one. 

Give us some kind of not necessarily the detailed information from 
various localities, but how would you go about, in any locality, setting 
up a system which would in effect be a satisfactory screening system, 
if that is desirable? 

I also say that one suggestion that has been made earlier in these 
hearings that that perhaps has not been the right approach. Maybe 
the approach as a deterrent to a violation of the spirit of the law, if, 
in addition to the blanket statement that he was unable to pay, the 
veteran would be required to reveal some factual information. Not 
that we would set up standards as to what his net worth should or 
should not be, or what his income should or should not be; but merely 
requiring him to reveal certain information, in itself, would be a 
deterrent, because if he had substantial wealth and substantial income, 
on the face of it it would be rather absurd for him to say he could 
not pay. And men of substantial and some wealth would certainly 
be very reluctant to sign first the factual information as to what his 
net worth and income actually were, and then say, = can’t pay.” 

If the two were way out of line he would just say, “I am sorry, but 
I cannot sign it,” because there could be rather serious consequences. 

In other words, recognizing the difficulty that you said which would 
apply, the suggestion that has been made in these hearings, this other 
approach might be better, merely to require setting down over the 
man’s signature, information whereby if he clearly would be able to 
pay it would be so absurd on the face of it, that most people would not 
sign it. 

Dr. Martry. Then it would be your idea to go back and check the 
authenticity of those statements in certain cases ? 

Mr. Mar1arp. I think that would be a possibility. But I am ask- 
ing for suggestions from your association, which is in every part of 
the country, and certainly dealing with, on a local level as you pointed 
out, the cities and counties. 
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It seems to me all the groups that we could count on, the collective 
experience of your aici benehied would be almost as valuable as any- 
thing we could have. 

Dr. Martin. We would be glad in the association to use all of our 
sources to give you whi atever information we can get on that par- 
ticular thing. 

We have a council on medical service, and it has a subcommittee 
on indigent medical care which has studied that problem for some 
time, and we probably have some information in the general field 
that you are talking about. 

Mr. Maru1arp. I should think you would because from your organ- 
ization and a lot of its members has come some of the most violent 
criticism and the statements in various parts of the country that 
this—well, I have seen such words as “racket” and a lot of other 
things—and it comes to a very substantial extent from your own 
veople. 

I should think that instead of that destructive criticism, if they 
could give us some suggestion as to how to correct the situation, it 
might be more profitable to everybody. 

That is all, Mr. Chairman. 

Mr. Saynor. Mrs. Kee? 

Mrs. Ker. I am glad to hear the statement of the president-elect 
of the American Medical Association, Mr. Chairman, and we are 
always glad to afford an opportunity for all people to state their views 
before this committee. However, I wish to say that I cannot share the 
position which has advocated here this morning. 

I think that the Veterans’ Administration hospital program is 
working well and has been a great credit to this country in the care 
of its veterans. As a practical matter we must take care of the tuber- 
cular, the neuropsychiatric, and the chronic patient, and I see little 
merit at this late date in endeavoring to return all of the care to the 
individual home communities. I am against any program which is 
advocated by any group which would in any way deteriorate the care 
which veterans are entitled to for their disabilities. The hospitaliza- 
tion program is a great program and I think we should all devote our 
efforts to maintain it at this high level. 

Mr. Sartor. Dr. Long? 

Mr. Lone. I am concerned with service connected and nonservice 
connected. 

I think, however, you have testified that you are in favor of treating 
non-service-connected veterans in a veterans’ hospital 

Dr. Martin. Broadly speaking, we have made certain exceptions to 
certain groups at the present time. 

Mr. Lona. I understand you said tubereulars and some others. But 
that is only on a temporary basis. 

Dr. Martin. We hope. 

Mr. Lona. Doctor, how would you establish when a man came out 
of the service, whether that mental condition might be the cause of 
future trouble or not ? 

Dr. Marttn. I would say in every case—maybe I did not under- 
stand what you said. 

Mr. Lona. I will just give you a point. 

Many of the authorities say that although a man could be traitable 
if he was suffering with a mental disease for a number of years, yet it 
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could not be found in a diagnosis. Then how would you handle that 
patient? Would you know about him ? 

Dr. Martin. In what respect ? 

Mr. Lona. In other words, I want to know how you are going to 
establish a service and non-service-connected man after he has fought 
in the war? 

Dr. Martin. The lawmakers have made certain definitions, that if 
it appears in a certain length of time it is assumed to be. 

Mr. Lone. How many years would you say ¢ 

Dr. Martin. It depends on the disease. 

Mr. Lone. I would say mental. 

Dr. Marri. That depends on the individual case and the history 
of the individual man. It is a medical problem that has to be 
determined. 

Mr. Lona. There was nothing showing when he came out. 

Dr. Martin. People all the time when into the war and they were 
doing all right, but 3 years later they developed mental conditions 
also. It has to be determined on the total evidence of a total indi- 
vidual group of doctors who examined him, or individual doctor. 

Mr. Lone. Doctor, I am concerned a little about the conversation 
that goes around in Congress. I notice here that you have opened 
that up, too. 

You say it creates an artificial shortage of doctors. What do you 
mean by artificial shortage of doctors? 

Dr. Martin. I mean that they have been drawn into the services. 

Originally medical services were established to take care of those 
individuals in those services who could not be, by reason of their 
occupation, taken care of by individual medicine. Now, with the 
growth of non-service-connected and with the dependents of military 
personnel and the development of five training programs, it is made 
necessary to draw more and more doctors and nurses and technicians 
into the Federal hospitals and has depleted the resources, both in 
personnel and in patients, of the hospitals all over the country that 
still have to take care of the civilian population. 

Mr. Lone. Doctor, I notice that most of your testimony goes to 
non-service-connected veterans. Does not your organization take into 
consideration that that is just a fraction of the ‘expenditure of the 
veterans’ hospitals, and that, as doctors, you should be interested in 
the overall picture of the management of a hospital and give us some 
information here as to the abuses, if any, and the manner in which 
a hospité al should be handled ? 

Do you not think it would help this committee if you went into 
the fact of whether they were overstaffed, or understaffed, or whether 
certain bookkeepers could be done without, or certain other expenses 
of the hospital th: at was a waste of any kind; do you not think that 
the American Medical Association is concerned with something else 
besides the aspect of non-service-connected veterans? 

Dr. Martin. As I pointed out, it wasn’t printed in my statement, 
but I called attention to the fact that the nonservice case as a general 
medical and critical category, is responsible for over 50 percent of all 
the medical costs of all the veterans’ hospitals. 

Mr. Lone. I am just wondering, Doctor. You give us advice on 
this one subject. I just wonder why you do not advise us on some of 
the other aspects ? 
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Dr. Martin. You asked me in reference to the cost. I told you what 
the facts are there. What other particular 

Mr. Lone. The number of doctors and hospital maintenance and 
soon. That is what this committee want to get into. 

Mr. Teacur. Will the gentleman yield there? 

Mr. Lone. Yes, 

Mr. Tracur. Do you believe it is a waste of doctors to have doctors 
managing hospitals, Dr. Martin ? 

Dr. Martin. Not necessarily. It depends on the circumstances of a 
particular hospital. 

Mr. Tracur. Are we not generally coming, in our civilian hospitals, 
to management by persons other than doctors? 

Dr. Martin. To a considerable extent. It depends on the situation 
as to whether doctor managers are professional hospital managers who 
have gone to a training school. 

In your letter to us, we were specifically asked to concentrate on the 
question of hospitalization rather than on the operation of the medical 
department. We were not requested by your committee to go into the 
operation factor in hospitals. 

Mr. Lone. I notice you say here, too, that in fact there is a shortage 
of patients instead of a shortage of doctors. 

Dr. Martin. That was in 1940. 

Mr. Lona. I wonder, as it has been charged in the Congress hereto- 
fore, if that fact that there is a shortage of patients might not have 
influenced the decision of the ADA in recommending that non-service- 
connected people not be permitted into the hospitals? 

Dr. Martin. You are mentioning the ADA. 

Mr. Lona. All right, I will say the Medical Association. 

Dr. Martin. You are referring to the AMA ? 

Mr. Lone. Yes, sir. 

Dr. Martin. We called attention to the fact that in 1940 there were 
169,000 doctors, and now there are about 216,000. At that time there 
was no shortage of doctors; actually there was a shortage of patients 
in the sense that many young doctors going out had some difficulty 
getting a start in practice. Now, that was 13 years ago. Don’t mix 
that up with the present time. 

At the present time, in spite of the fact that there are 216,000 doc- 
tors, that the doctor population has increased 28 percent as against 20 
percent in the general population, there is a shortage of doctors in 
many areas. 

That is in spite of the fact, also, that there have been more tech- 
nicians, more nurses, better roads so that a doctor can cover more terri- 
tory and all the mechanical facilities for furnishing medical services 
are improved. Now, why is that? 

Partly because there is too much concentration of doctors in your 
urban areas, and we are trying to correct that, and it is not altogether 
possible to correct. 

It is partly because more and more doctors and nurses and tech- 
nicians and medical personnel of all kinds are being drawn into the 
Federal medical services. 

I think that should be taken into consideration on the broad general 
way of what you are doing to the medical care of the people, not 
what you are doing to the doctors. I am not concerned with that at 
all, but what you are doing with the medical care of all the people 
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when you have a selected group of individuals who should be able to 
take care of themselves, or, if they are not able to take care of them- 
selves, should be taken care of on a local level, and not further build 
up a tremendous Federal service. 

Mr. Lone. Let me give you another charge that has frequently been 
made among Congressmen who are talking. I am just giving you an 
opportunity to answer some questions that have been asked me. | 
thought maybe you might want to know them, too. 

Members of CG ongress have told me that the reason that they thought 
that the medics wanted to eliminate the tuberculars, that they did not 

care to treat those, that the hard cases they are willing to let the hos- 
pitals care for, but that they wanted nonservice connected fellows left 
out so that he would have to come to them for treatment, and they 

would escape handling the hard and impossible cases, but that they 
would get the easy ones. by hat would you say to that? 

Mr. Saytor. Mr. Long, I think you can go one step further. I heard 
someone say the other day that all they wanted to turn over to the 
Veterans’ Administration was the skin and bones, that all the fat had 
been taken out by the American Medical Association. 

Mr. Lone. I am glad you mentioned that, Mr. Chairman; that is 
what we are after. 

Dr. Martin. Gentlemen, I am glad to speak to that. I am not 
responsible for all the irresponsible statements that have been made 
before this committee. But the American Medical Association, and 
1 say this honestly, is not concerned about the economic aspect of this 
as far as it affects the doctors; is not concerned in trying to escape from 
its responsibilities for treating any sick man. I would resent that 
statement by whoever made it as completely and absolutely untrue. 

We are concerned with the total medical picture in this country and 
the total medical care of the American people. And we have some 
very definite convictions that the dispersion of our medical resources 
in the way it is being done now is harmful to the welfare of the Ameri- 
can people and not to ourselves. 

As far as the treatment of tuberculosis is concerned, the veteran 
problem in tuberculosis is only a small part of it. We have thousands 
and thousands of tubercular cases we take care of in hospitals or in 
sanitariums, or wherever they are. 

We are not dodging our responsibilities in any way, and that is a 
completely untrue statement. 

Mr. Lone. Doctor, may I make this statement: These are not ques- 
tions that I personally am posing. 

Dr. Martin. I understand that. 

Mr. Lone. These are questions that the members of Congress may be 
concerned with, just like, as the Chairman told you there, one other 
thing that I had neglected to remember. And all the things I have 
asked you about have been brought to the attention of the members 
of Congress not only of the committee, but many others have had 
similar ‘charges. 

What we are trying to d» is to work out a program ‘that will be 
satisfactory to all, save th. taxpayers money, and then not do an 
injustice to anybody else. 

One final question that hs worried me is this affidavit. I will tell 
you I do not think we could «ford to go into these hospitals and estab- 
lish an inquisitory body of any kind to go out and go behind the affi- 
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davit. This thought has occurred to me and I want to ask you the 
same question I have asked others. 

Do you think it would be possible to prepare an affidavit and make 
t sufficiently strong and make the patients understand it well enough, 
if we are to have non-service-connected people in the hospital, and let 
him know that case might. be turned over to the district attorney or to 
the Federal courts for prosecution if he swore falsely? Do you think 
that would help the situation ? 

Dr. Martin. That is hardly a medical question. It is more a ques- 
tion for a lawyer, I think. 

Mr. Lone. That isright. No; it is a question for all of us. 

Dr. Martin. I would give you as my opinion that that might have 
some deterring effect. I do not think it would cure the problem. 

Mr. Lone. That is all, thank you. 

Mr. Sayior. Doctor, there is just one further question that I would 
like to ask for your comments. 

You have referred twice here in your testimony to the difference 
between the stay in a veterans’ hospital and the stay in a private 
hospital, indicating that the average stay in a civilian hospital is 7 
days and that the average stay in a veterans’ hospital is slightly in 
excess of 30 days for a general medical and surgical case. 

Now, am I correct that in most of the cases that go into a private 
hospital you go in under the care of a personal physician, that. the 
doctor has made the diagnosis and you go there for just one thing 
and that is treatment of what the doctor has predetermined to be the 
reason for your hospitalization ¢ 

When you go to the veterans’ hospital, you go to a completely new 
set. of doctors, and they have in many cases never seen you before. It 
is necessary for the doctors then to give a complete physical examina- 
tion and take whatever tests are necessary. So that the very nature of 
the treatment in a veterans’ hospital would necessitate some explana- 
tion of the difference between 7 and 30 days. 

Dr. Marttn. There is some virtue in that idea. But suppose you 
take the cases that we admit to our hospitals as indigent cases. They 
come under the staff doctors. They come in as the ones we adjudge 
medically indigent, and go in and are taken care of without any 
medical charge or hospital charge. They belong in the same category 
of the case that you are talking about. And they average not more 
than a day longer than the overall average for the hospital. 

Now, that is a comparable group. 

Mr. Secrest. Will the gentleman yield? 

Mr. Sayvor. Yes. 

Mr. Secrest. I think there is something that accounts for that extra 
30 days. Every veteran that goes into that hospital is a potential 
compensation case, and many of them have applications pending when 
they go into that hospital for treatment of a long, service-connected 
disability. So the Veterans’ Administration gives a more complete 
and a longer check of many things besides the appendix they might 
have taken out in order to protect themselves and the taxpayer and 
the veteran by having on record the facts concerning that general 
physical condition. 

I think if every private hospital in the country had every one of 
their patients in the position that they could apply to that hospital for 
a pension if something else were found wrong later, that there would 
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be a lot more complete examination; they would be detained there 
much longer, to be sure that when they let them out that they had al! 
the facts concerning them to guard against that future possibility and 
also to develop evidence to support a veteran’s claim. t 

Dr. Martin. Don’t misunderstand me. In making this statement 
I was stating a fact and not accusing the medical service of the vet- 
erans’ hospital as being indolent or sluggish, or lazy. But it is in- 
herent in some of the things that have been brought out here, inherent 
in hospitalization in a Federal hospital. 

Now, that is comparable to a man who is carrying insurance in a 
commercial company, and he claims disability, and goes to a private 
physician to determine whether he is disabled or not. Often he is re 
ferred to a physician by the insurance company. If he is sick and 
requires hospitalization, his sickness ought to be treated in the hos- 
pital. The rest of the problem can much more be economically carried 
out on some other basis. 

If a man comes to me from the insurance company and determines 
his disability, unless he is so sick that he cannot come to the office, he 
is handled on an out-patient basis, and there isn’t any hospital charge. 

Mr. Evins. It is my information also that the reason for the stay 
is that the veterans’ hospitals have great numbers of older men who 
are in there perhaps until death, and also they have a great number 
of NP cases that cannot be cared for, these mental cases, overnight. 
They stay for many months. 

Dr. Martin. That is taken into consideration because this figure of 
30 days only applies to the general medical and surgical case, and you 
can break that down by World War I and World War II, and you are 
dealing with an average age group in the thirties in World War II; 
you are not in the old-age group. 

Mr. Evins. I think your figures include consideration of some addi- 
tional factors. 

Dr. Martin. Well, you have those figures. 

Mr. Mamuiarp. Mr. Chairman, may I make a comment on that? 

Mr. Sartor. Mr. Mailliard? 

Mr. Marui1arp. I am not familiar with the operation of a veterans 
hospital, but it is my understanding that in many cases a general 
medical and surgical patient may be technically admitted to the 
hospital and subject to clinical tests and so on, and actually be out 
walling around and so on until the time comes for the operation 
or treatment to be performed. So that he will be carried on the rolls 
of the veterans hospital maybe for a matter of a week or two, purely 
technically. He is not occupying a bed. 

Dr. Martin. This figure that you have in the report, of the cost 
of general medical and surgical cases on both the per diem and over- 
all cost covers all that, whether they are in the hospital or out. 

Mr. Mariurarp. Do you mean this 30-day figure is an average stay, 
they have excluded those who are technically admitted but not actual- 
ly hospitalized? I would be surprised if that were the ease, because 
once they are on the rolls they are going to be carried. 

Dr. Martin. I mean the cost figure in dealing, of what the cost of 
taking care of these, it averages out. 

Mr. Mar1arp. We were not talking about the cost; we were talk- 
ing about lengths of stay. It may be somewhat fictitious, it seems 
to me. 
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Dr. Martin. Yes, but here is the point: On an absolute figure, if 
a veteran stays in a hospital for 30 deve at cost of $15 per day, that 
is something like $450 it costs to hospitalize that man. I don’t care 
how much he runs around. That average is arrived at by the total 
cost of operating. 

Mr. Mariirarp. How does it compare with your private hospital ? 

Dr. Martin. Average of 7 days, it varies in different hospitals. 
I would say it would run from $15 to $20 a day. Seven times twenty 
we will say would be $200. 

Mr. Sartor. Doctor, on behalf of the committee I would like to 
thank you for appearing and testifying this morning. 

Dr. Martin. I want to thank the committee very much, Mr. Chair- 
man. And if any of these questions come up, if you will give us a 
memorandum, we will give you every resource we have in the AMA to 
give you whatever information is possible for us to give you. 

We are anxious to have a solution to this and our only desire is 
to help you to do it. . 

Mr. Sartor. Thank you, sir. 

Mr. Evins. Mr. Chairman, I ask unanimous consent that there be 
inserted in the record at this point a statement by Dr. H. H. Shoulders, 
a distinguished physician of my State. 


A STATEMENT CONCERNING THE PRESENT VA ProGRAM oF Meproat Care: Its 
IMPACT ON OUR CIVILIAN SYSTEM OF MEDICAL CARE AND A PROPOSED NEw Pro- 
GRAM—THE TENNESSEE PLAN, ny H. H. SHoutpmrs, M. D., F. A. C. S., CHAIRMAN, 
COMMITTEE ON VETERANS’ AFFAIRS, TENNESSEE STATE MEDICAL ASSOCIATION 


1, There are now 20 million plus American veterans. The number will increase 
by several millions in the next few years. Veterans constitute a very large frac- 
tion of the adult male population of the Nation. 

2. Under existing laws and administrative practices, every veteran who needs 
hospitalization for any condition, whether service-connected or not, and who will 
sign Form 10—P-10 before a notary, is eligible for admission to a VA hospital 
provided a bed is available. 

3. Under these laws and administrative practices, the obligation of the Govern- 
ment to the veteran for this free service does not exist if a vacant bed does not 
exist in a VA hospital. That is, insofar as nonservice-connected disabilities are 
concerned. 

Service-connected cases are eligible for admission to civilian hospitals at Gov- 
ernment expense under certain conditions and circumstances and provided 
authorization can be obtained. 

4. Recent figures indicate that there are now more than 20,000 veterans await- 
ing hospitalization. Acute emergency cases, of course, cannot wait, therefore 
this particular Government program is of no benefit to veterans who cannot wait, 
nor is it of any benefit to veterans who are unable to travel a long distance to a 
VA hospital. 

5. The law which has created this situation provides that the veteran himself 
determines his eligibility for admission to a VA hospital by signing Form 10—-P-10 
in which he swears that he is unable to pay the cost of the care he needs. This 
particular statement is in fine print. We are informed that veterans sign this 
form without knowing the statement is there. 

The administrative practice is that no veteran has ever been prosecuted for 
misrepresenting the facts as to his ability to pay. 

By this law and this administrative practice, every veteran can make himself 
eligible for admission to a VA hospital for any condition that may arise. The 
so-called veteran lobby has labored to secure additional appropriations for addi- 
tional general and medical and surgical hospitals, in each session of Congress. 
The law and the policy combined serve the purpose of inviting and protecting 
fraud. 

6. According to accurate information from reliable sources, this situation is 
being used for the purpose of expanding this Government system of medical care 
to such proportions that our civilian system will no longer be able to compete and 
will therefore be destroyed by Government encroachment. 
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7. The overall cost of this medical care program amounts to almost $1 billion 
per year. The last Congress reduced the appropriation by $31 million but this 
has created a great furor in many circles. The Congress is being severely 
criticized for this action. ’ 

8. None of the younger Members of the Congress, which include Mr. Evins, are 
in any way responsible for the legislation or these administrative practices above 
referred to. 

9. It is generally agreed that this situation deserves serious attention on the 
part of the public, the veterans at the local level, our congressional representa- 
tives, civilian hospital administrators, as well as the entire medical profession. 


THE TENNESSEE PLAN 


A committee of the Tennessee State Medical Association has given serious 
thought to this matter. We have sought to devise a plan that would not de- 
stroy any benefit designed to serve the needs of veterans who are unable to pay 
for the services they need, but on the contrary, we have sought a plan that would 
serve their needs better at less cost. 

Our position is that the present VA program is— 

1. Unfair to veterans. 

2. Unsuited to their needs. 

3. Very expensive to operate. 

4. Unnecessary under existing hospital conditions as a method of making 
hospital services available to low-income veterans at Government expense. 

5. That it will destroy our civilian system of medical care if carried to its 
logical conclusions under existing legislation and administrative practices, and 

6. That it creates conflicts, duplication, waste and bad relations between 
veterans, local hospitals, and local physicians 

We, therefor, propose a program of medical and hospital benefits for veterans 
which will— 

1. Be fair to veterans. 

2. Be suited to their needs. 

3. Be less expensive to operate. 

4. Enable veterans to secure the services they need at Government expense in 
civilian institutions, for acute nonservice-connected disabilities. 

5. Support rather than destroy our very essential civilian hospitals and 
restore the freedom of action to these veterans, 

6. Remove the conflicts, the duplications, and the waste, and the causes for 
bad relations between veterans, hospitals, and physicians. 

The program proposed is known as The Tennessee plan and reads as follows: 

Part I. That the veterans who require hospitalization for the following types 
of disabilities be eligible to services in veterans’ hospitals: 

(a) Service-connected disabilities. 

(b) Tuberculosis. 

(c) Mental illness. 

(d) Other forms of chronic illness which require hospitalization for more than 
90 days. 

(e) Disabilities in dispute as to whether service connected or not. 

Part II. (a) That a standard medical and hospital insurance policy be made 
available, at Government expense, to every veteran who is unable to pay the 
premium cost of such coverage. 

(b) That the insurance coverage embrace all disabilities which are not 
eligible for admission to a veterans’ hospital, as outlined in part I, excepting 
disabilities which are covered by compensation laws or other forms of public 
liability. 

(c) That the ability to pay for such insurance coverage be determined on the 
basis of the taxable income of the veteran as determined for Federal income tax 
purposes. 

(d) That the Congress of the United States determine the income level at 
which veterans would cease to be eligible for this benefit. 

(e) That the insurance policy be renewable each year on the same basis as 
the original. 

(f) That the Government, through existing agencies, issue checks to eligible 
veterans which are payable only for such insurance coverage, and cashable only 
when signed by the veteran and countersigned by an approved insurance company. 


36102—53 52 
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DISCUSSION OF THE PROGRAM 


Chere is no conflict between our civilian system of medical care and the Gov- 
ernment system with regard to the treatment of the diseases mentioned in part 
of this plan. Furthermore, voluntary health insurance has not progressed to 

point that these conditions can be covered by such insurance. It is, there- 
fore, recommended that veterans with these conditions be eligible for admission 

VA hospitals as now constituted. 

Part II proposes that the Congress define the eligibility of the veteran for this 
benefit on the basis of his taxable income as determined for Federal income-tax 
purposes. It is assumed that the Conzress would define a reasonable limit to 
this eligibility. The same test that is used to determine the liability of veterans 

a Federal tax would be used to determine the eligibility of veterans for a 
Federal benefit. 

It is proposed that the Government forward t» each eligible veteran, a check 
nan amount sufficient to cover the premium cost of an insurance policy with the 
best benefit provisions pertaining to medical and hospital care and that the 
eteran purchase the insurance coverage from any insurance company he may 
select that is operating in his area and that is approved by the VA. 

It is obvious that the veteran would not be subjected to any embarrassing 
means test in connection with this operation. He would simply file an applica- 
tion for the benefit and state under oath the amount of the net taxable income 
that was shown on his income-tax return. 

The administration would be very simple and inexpensive. It would not 
require the creation of a large bureaucracy for the purpose of passing on the 
claims of veterans for the benefit. It would be anchored to a fixed object. If 
fraud is suspected concerning the claim, reference to his income-tax return would 
clear the question, unless he is suspected of having made a false return, in which 
case he certainly would be prosecuted for such a violation of law. 


A COMPARISON OF THE PROPOSED PROGRAM WITH THE PRESENT PROGRAM 


This comparison should be made from several different points of view, as 
follows: 

A. From the point of view of veterans. 

The present program is of unequal benefit to eligible veterans. The advantage 
is in favor of veterans who live in or near the centers of VA hospitals and of 
least value to those living a distance. The proposed program would be of equal 
benefit to every eligible veteran regardless of his place or residence. 

The present program, of course, if of no benefit whatsoever to an eligible 
veteran if a bed is not available in a VA hospital. Under the proposed program, 
the veteran could obtain immediate admission to any of the more than 6,000 
registered civilian hospitals, regardless of where or when the disability might 
arise, 

Under the present program, the veteran is compelled to accept the services of 
the physician selected by the VA authority. Under the proposed program, the 
veteran would be free to select his physician and hospital. 

Under the present program, the veteran who is willing to swear falsely, has 
an advantage over those who will not swear falsely. The dishonest get the 
benefit, the honest, if able, do not. It would put an end to the practice of abuse. 

The efficiency of the service would not be impaired. 

Certainly, our civilian system of medical care is superior to the Government 
system, regardless of what anyone may say. The fact is, the Government system 
draws upon our civilian system for most of the expert services by the employ- 
ment of civilian physicians on a part-time basis to serve in VA hospitals. About 
4,500 are so employed now. 

B. From the point of view of taxpayers. 

The premium cost of the insurance coverage would be far less than the cost 
of building, staffing, equipping, and operating VA hospitals for any given number 
of veterans. 

It is unreasonable to expect taxpayers to aid in financing a civilian hospital 
system under the Hill-Burton program and at the same time finance the cost 
of building and operating VA hospitals for the care of the same acute illnesses 
and injuries. 

C. Civilian hospitals. 
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Payments by insurors to civilian hospitals for services rendered insured veter- 
ans, would contribute to their financial stability and efficiency throughout the 
Nation. 

It would remove the conflicts, the duplication, and the waste that result from 
the operation of two hospital systems for the care of the same types of acute 
conditions. 

D. Concerning insurance programs as a method of financing medical and 
hospital care. 

It would increase the number of people covered by medical and hospital in- 
surance. It would tend to standardize coverage and augment this whole pro- 
gram as a method of financing medical and hospital care. No doubt you are al] 
familiar with the fact that many large companies, such as the Metropolitan Life 
Insurance Co., now write this form of coverage. 

E. Finally, the medical profession. 

The proposed program would enabdle each civilian physician to serve the civil- 
ian veterans who desire his services. 

It has often been pointed out that the unequal distribution of physicians over 
the country is due to the unequal distribution of wealth and ability to pay for 
the services. And this may be true. The proposed program would naturally 
contribute to an equal distribution of the best physicians. The pay for the 
services to insured veterans would be the same everywhere. 

Under present conditions the veteran presents himself to his physician and 
requests an examination for the purpose of enabling his physician to certify to 
the VA that he needs hospitalization. Thus a friend is lost if he refuses. Thus 
strained relations are created. 

F. Finally, the adopted program would remove from the grasp of a so-called 
veteran lobby the power to plan and to exercise control over the medical care 
of veterans whose disabilities are not service connected. 

This program has been approved by the house of delegates of the Tennessee 
State Medical Association, by the Tennessee Hospital Association, and by the 
executive committee of Hospital Advisory Committee of Tennessee under the 
Hill-Burton program. 


Mr. Sayior. The committee stands adjourned until 2 o’clock this 


afternoon at which time we will hear Dr. William B. Walsh, of the 
National Medical Association. We will also hear the American Den- 
tal Association. 

(Whereupon, at 12 o’clock noon the hearing was recessed until 2 
o’clock the same day.) 


AFTERNOON SESSION 


(Whereupon, at 2 p. m., the hearing was reconvened. ) 

Mr. Sartor. The committee will come to order. 

This afternoon we will hear from Dr. William B. Walsh, who is 
the president-elect of the National Medical Veterans Association. 

Dr. Walsh? 


STATEMENT OF DR. WILLIAM B. WALSH, CHEVY CHASE, MD., ON 
BEHALF OF NATIONAL MEDICAL VETERANS SOCIETY 


Dr. Watsu. [am Dr. William B. Walsh of Chevy Chase, Md., and 
a practicing physician in Washington, D.C. I represent here today 
the National Medical Veterans Society, a group composed of 20,000 
veteran physicians residing from coast to coast. I am president-elect 
of this group. 

We are grateful to your chairman for the opportunity to be heard 
and shall confine our comments within the limits set by his corres- 
pondence. We do feel that the entire veterans’ medical. program is 
in need of impartial appraisal, for nothing is so perfect that it cannot 
be improved upon. 
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The hospitalization entitlement of veterans is a problem which 

must be viewed without emotion. It is becoming tiresome to con- 
stantly hear the abuse heaped upon anyone or any group that attempts 
to criticize the present method of determining entitlement. Anyone 
who comments adversely upon the problem of non-service-connected 
entitlement is immediately labeled as antiveteran, selfish, or even 
financed by special interests. You are reminded of bonus marches 
and the like and are warned against accepting the advice of any other 
thee the professional veterans’ groups for fear that this advice would 
be jaundiced. You are repeatedly told that the veteran is eager 
for and entitled to anything he can obtain by legislation. As vet- 
erans ourselves, we resent this type presentation. 

Each of us in our daily practice sees many veteran patients, and 
these men are the salt of the earth. They are anxious for just benefits 
but are equally resentful of those who would destroy the good stand- 
ing of the veteran by a constant reminder to the taxpayer and his 
representatives that the veteran is owed a never ending dole without 
any determination being made as to whether that need is present. 
These men, like ourselves, are Americans first and veterans second. 
We feel it was a privilege to serve this country in war, for we fought 
not only to preserve the liberty of the man at home but our own 
liberty as well. We cannot ask those who remained at home to pay 
the price for our sacrifice forever, for then it is no longer a sacrifice 
on our part. 

We all, veterans and nonveterans alike, willingly and with pride 
are eager to give full aid to those disabled as a result of their service. 
We will never forget those who made the supreme sacrifice. How- 
ever, we cannot remain still while certain abuses of the entitlement 
of veterans are carried on. Weare certain that no veterans’ organiza- 
tion wishes to see the good name of “veteran” detroyed, because of a 
few with no sense of proportion. These sentiments in part form the 
bere for our suggestions. 

We support wholeheartedly the continued hospitalization privi- 
at of all service-connected cases. 

We support the hospitalization privileges of veterans suffering 
with service-connected neuropsychiatric and tubercular ailments. It 
is the feeling in our executive committee that the non-service-connected 
cases in these categories should only be hospitalized under Federal 
auspices when there are no facilities sieaniable in their own State. 
Further, when application for Veterans’ Administration care is made, 
the indigent must be accepted first. This, of course, will require 
investigation of the heretofore sacrosanct “pauper’s oath,” or inabil- 
ity-to-pay statement, but this is an outstanding example of where it 
would be necessary. It is well known that among the 21,000 plus 
non-service- -connected cases awaiting admission to veterans facilities, 
some 10,000 are in the neuropsychiatric ategory. Those who are 
indigent are not only suffering needlessly, but are a danger to other 
since they cannot be supervised or treated. 

An elimination of non-service-connected general medicine and sur- 
gery beds would make additional space available for these patients. 

The States should be stimulated to construct and staff mure facilities 
for these categories. The closer to home the tax dollar is spent, the 
further it will go. It is in hindsight now, but think of what facilities 
could have been constructed had veterans’ bonuses been utilized tur 
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that purpose, as well as the GI insurance dividends. No veteran 
would have denied this sacrifice to his fellow in arms. 

3. The policy to be pursued with connection to the general medical 
and surgical cases is in basic controversy. It has been the technique 
of those in support of a continued policy of hospitalization for these 
patients to belittle this problem. Statistics are provided to conveni- 
ently show that the non-service-connected cases are a vastly smaller 
proportion than they are purported to be by an unbiased analysis. 
We are familiar with the statistical analysis as reported by all groups 
and are convinced more than ever that statistics can be molded to the 
point of view of the statistical analyst. However, it is neither a small 
nor unimportant problem. It must be faced by this committee and by 
the American people now. 

The eligibility of non-service-connected patients for hospitalization 
is based upon Public Law 242, passed on June 7, 1942, known as the 
World War Veterans Act, and reaffirmed in Public Law 141 of March 
28, 1943. I mention this only to stress that the basis for today’s ever- 
growing Federal hospital program was founded on legislation passed 
20 and 30 years ago. It is important therefore to recognize that the 
actions taken by the Congress of today may lay the pattern for the 
Federal program of 1970. Keep in mind also that there are almost 
six times as many total hospital admissions per year now as there were 
in 1936. Should eligibility for hospitalization remain as broad as it 
is now, the burden upon the public would reach fantastic proportions 
by 1970 with our ever-increasing veteran population and the propor- 
tionately greater geriatric eehiones of the aging veteran. 

It is our feeling therefore that : 

(a) No general medical or surgical case which is nonservice con- 
nected should be granted admission to a veterans hospital. There 
would be certain rare exceptions which we will outline, but, in our 
opinion, this should be made an amendment to the law. We find too 
often that unless the definite regulations are set down by law, the 
administrator is submitted to excessive pressure which may ultimately 
result in too elastic an interpretation. 

In this field of medicine there are ample facilities to care for the 
veteran, indigent or otherwise. His care does not suffer, for the same 
people employed in consultant capacities by the Veterans’ Adminis- 
tration are those who in large part care for these people at the com- 
munity level. Provision should be made for emergencies that may 
occur, but even the emergency patient may be returned to community 
responsibility as soon as possible. Further provision may be made for 
those indigent—and these would be few—who cannot be cared for at 
the community level. 

If the community is unable to accept the responsibility then the 
State should absorb it. Only after these channels are explored should 
the Veterans’ Administration be asked to take a hand. This routine 
would give the veterans the same facilities available to all citizens. 
We did not fight a war to create two classes of citizens, but rather to 
preserve our constitutional beliefs that all men are created equal. — 

(b) Despite statements to the contrary, all of us who practice 
medicine are aware of the widespread abuse of elective hospitalization 
in this category of cases. It is routine in some parts of the country. 

(c) We do not feel it is either feasible or desirable to have the 
Government collect any fees for care in this or any other category of 
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case. There seems to be no controversy on this subject among the 
intersted groups, for its dangers and ramifications are self-evident. 

4. We are opposed to contract hospitalization for all non-service- 
connected cases, except if they fall within the neuropsychiatric and 
tuberculosis categories. 

(a) We again risk the displeasure of certain veterans representa- 
tives, but we must mention the Hoover Commission report in part. 
It is not our intention to either support or oppose this report, but we 
feel some merit was included in the recommendation for better cooper- 
ation between the Federal hospital systems. We believe in this field 
some progress had been made, but we feel that any contract or reim- 
bursable beds should be utilized between Government medical services. 
It seems logical that instead of building a new facility, already exist 
ing hospitals could be used. In the last 3 years for example, 5 Public 
Health hospitals have been disposed of as surplus by the Public Hous 
ing Administration. 

a were located in such central areas as Mobile, Ala., Cleveland, 
Ohio, St. Louis, Mo., Portland, Maine, and Fort Stanton, N. Mex. 
In loe a such as these, they would have been readily staffed and 
were certainly available to the Veterans’ Administration before being 
sold as surplus. In fact, it is our understanding that there were V A 
patients in some of these installations who had to be moved elsewhere 
as a aa of their closing. 

. The standards for determining eligibility for hospitalization of 
non-service-connected cases, are a problem only if these cases are to 
continue to be admitted. This, of course, brings us to the so-called 
“pauper’s oath,” or inability-to-pay statement with which you are all 
familiar. As you know, it is not permitted to ask for proof of inabil- 
ity to pay, only a signed statement of inability is required. 

Despite assurances to the contrary, we are all realistic enough to 
know that this privilege of financial self-judgment has been widely 
abused. We cannot understand why some of the veterans’ organiza- 
tions or the Veterans’ Administration resist a change in this policy. 
There is no indigent citizen in this country who is not investigated 
prior to admission to a hospital or immediately thereafter. The emer- 
gency patient is always admitted without question. 

If we feel there is no abuse of the pauper’s oath, certainly we should 
not fear investigation. In one Midwestern State, for example, for the 
cost of $1, a credit bureau analysis is done on each person seeking free 
hospitalization. The average time required is 24 hours, and it is 
said to have never exceeded 72 hours. It would be a relatively simple 
matter for all non-service-connected applicants to fill out a form with 
sufficient information so that the admitting officer could readily deter- 
mine in the great majority of cases the eligibility for admission. 

The form should be made mandatory by law, so that the Veterans’ 
Administrator would be directed to investigate all questionable cases. 
The standard type of social service investigation form in use today, 
as a guide, is a simple one-page document. In addition to routine in- 
formation, it requests the following data: Gross income of applicant; 
listing of cash and property holdings and investment holdings; in- 
comes and property of other members of the immediate family; type 
of employment; probable employability as a result of the present ill- 
ness; amount and kinds of hospitalization and health insurance; name 
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of employer; statement from either the private or clinic physician as 
tw advisability for community care. 

It can be substantiated by the experience of social workers that less 
than 1 percent of our citizens applying for hospitalization with the 
above type of form give misinformation. It is evident therefore that 
the verification of most of the requested facts can be made by tele- 
phone. Certainly this will pose neither an administrative problem nor 
a vast increase in expenditure. 

The holding of hospitalization insurance and/or a private insurance 
contract indicates of itself that the veteran is not totally indigent. 
For purposes of general medical and surgical illnesses, these patients 
should not be permitted to enter a veterans’ hospital. 

5. We do not support the present out-patient dental program. At 
the risk of only shght overstatement, the present program virtually 
guarantees the veteran dental care to the grave. We realize that many 
applications for care are refused, but the present interpretation of 
what will be cared for makes this refusal mandatory. When one 
realizes that 62,000 dentists in private practice are directly partici- 
pating in support of this program, its magnitude becomes obvious. 
This represents three-fourths of the dentists practicing in the country 
who are in part subsidized by the Federal Government. 

It is most difficult for the administrators of the program to deter- 
mine that tooth decay or dental caries is not in some way possibly serv- 
ice connected. Why then don’t we say that the veteran who suffers a 
heart attack 30 years after leaving the service undoubtedly experi- 
enced the beginning of his vascular “degener: ation while in the service ? 
It is just as possible, but what an awkward position it would be to 
maintain. Each man who is discharged from service has his teeth 
examined, It is our feeling that if there is evidence of decay, the 
teeth should be repaired at that time. If he chooses to waive this 
privilege, he should then be given a limited period of time, say 1 year, 
in which to have the affected tooth or teeth only repaired. If, through 
his own negiect, further dental defects occur, ‘the Government should 
not be held responsible. Any Government program which requires 
even the part-time services of better than three-fourths of the mem- 
bers of a single profession is distinctly out of proportion. 

In conclusion, we submit that we have given our opinions as Ameri- 

cans, veterans, and physicians. As Americans, we feel every Govern- 
ment program should be conducted for the good of all of our citizens, 
not only a portion. We know all of the people wish the veteran to 
be granted his ever-deserved benefit. We know, too, that we want only 
one class of citizen in this country. 

As veterans, we are militantly in favor of every justifiable benefit 
for the veteran. We do not support any benefit to which we believe 
the veteran is not entitled. Together with the other veterans’ organ- 
izations, we are anxious to support and improve in every way possible 
the veterans’ hospital program. This is a basically good program, 
and we must aid the medical administrator by providing him with 
laws and assistance that may make his job easier. He is the guiding 
light of the veterans’ medical program, but his first duty is to the 
American people as a whole. He has given them admirable service 
throughout his life, we must make it possible for him to successfully 
continue this service. 
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\s physicians, we know well the great benefits of this program, but 

: also have a better ability to detect its abuses than does the layman. 
M iny of us have even cooperated i in these abuses. However, as phy- 

‘jans—and half of the practicing physicians today are veterans of 
the Second World War—we wish to offer our aid to this committee 

any way that we may be of service. We, too, have served and 
fought for our country. The preservation of our liberty and our way 
of life is as dear to us as to any other veteran. It is with this spirit 
that we offered this testimony today. 

Mr. Sayror. Dr. Walsh, I might say that there is no doubt as to 
the position of the National Medical’ Veterans Association. They 
have been very positive in their statement. 

I think, for the record, it might be beneficial to the committee for 
me to ask you questions regarding your association. 

When was your association formed ? 

ae Watsu. This association, Mr. Saylor, was formed only last fall. 
Actually, it has been in existence since 1946. The chapters have exist- 
ed independently, and last fall we simply decided to get together. We 
felt that we could do something and we wanted to be w orking together 
throughout the country; and that is when we did. 

Mr. Sayror. Can you tell this committee why your organization 

s formed? 

Dr. Warsn. Yes, I think so. 

We felt that there were certain factors, both in medicine and in the 

gislative outlook, which required that we organize. Outstanding, 
of course, was the doctor draft law, and we partic ipated in that testi- 
mony. 

We felt also that we could associate ourselves only in that legisla- 
tion which affected us directly as physician veterans, not getting in- 
volved in all the legislation which comes be fore this committee. 

We have restricted ourselves to veterans’ affairs, to civil defense, 
in which field we think we have something to contribute, most of us 
having been in combat and so on and have handled large amounts of 
casualties. And we have felt also that, of course, in the field of the 
doctor draft legislation, we wanted to have an opinion, at least, for 
the record. 

Mr. Sartor. When you call yourselves the National Medical Vet- 
erans Association, do you confine yourselves merely to medical doc- 
tors, or is your organization broad enough to include other groups, 
h as, the dentists, chiropr actors, neuropaths, osteopaths ! 

Dr. Wausn. No, Mr. Saylor. Weare organized on a national basis, 
which is subdivided on a State basis. 

For example, among the 11 Western States, dentists are participat- 
ing in those groups. But that is by the decision of the local board. 
Now, outside of those States, we do not have any dental members. 
And those men, those dentists who do participate, participate in every- 
thing with the exception that they cannot hold office, and they partici- 
pate willingly. 

Mr. Sayror. You say that you first came into the national picture 
with regard to the doctor’s draft. Did your organization take a 
position on that? 

Dr. Warsu. It certainly did. 

Mr. Sartor. Tell us whether you were for or against it. 
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Dr. Wausu. We supported the doctor draft as being a distastef,| 
but necessary thing. We suggested several amendments to it, most 
of which were accepted because they were based on good reason, | 
think, and good logic. And I think the committees both in the Senate 
and the House went along with it. 

Mr. Savior. Do you feel that veteran doctors and dentists should be 
given preference in appointments to positions in veterans’ hospitals’ 

Dr. Wausu. Not entirely. That would depend upon the commun- 
ity. We have felt that the Dean’s committees are being run for the 
benefit of the service of the veteran in his hospital. If, as was brought 
out at the appropriations committee hearings, it is required to aid 
the medical school facilities by having those members consult for the 
benefit of everyone concerned, we are all for it. We don’t care wheth- 
er he is a veteran or not, if he gives good service. 

Mr. Sartor. You stated here that your organization had made some 
survey ‘of the hospitals, and, in particular, I think you have directed 
your remarks to the G. M. and S. Hospitals. 

Dr. Watsu. Primarily, yes, I think so. 

Mr. Sartor. Your organization, I take it, has no doubt in their 
minds that as far as service-connected veterans are concerned, they 
should be given hospitalization ? 

Dr. WaALsH. Rhodlakely: And I don’t think that indigency should 
play a part in those cases. It makes no difference. 

Mr. Saytor. You might answer this question, doctor. If a service- 
connected veteran is in the hospiti il, and in the course of examination 
they determine that he is suffering from certain non-service-connected 
disabilities, first, which might contribute toward his service connec 
tion, should that nonservice connection be treated ? 

Dr. Watsu. I think it would be very difficult to establish one policy. 
I think each case would have to be judged individually. If the non- 
service-connected illness directly aggravated the service-connected 
illness, I think you would have one thing. 

On the other hand, if you have a non-service-connected illness which 
occurs in a veteran who is in the hospital and it would not be any 
danger to that veteran and he could afford hospitalization, I feel, first 
of all, that he is probably keeping some other veteran out who may 
need that bed, and if he can afford hospitalization or has insurance of 
some kind, and there would be no injury to his health and no harm to 
the veteran in transferring him to a non-Government installation, we 
feel that he should be transferred. 

We do not feel that because we went to war, this country has got to 
get on its knees to us for the rest of our lives. I do not think that 
any real veteran feels that way. It is beyond me to think that they 
do. I see them in the office every day, and I asked them the question 
because I am interested, and these veterans are not interested in going 
to a veterans’ hospital, by and large. 

However, I might mention here, I have just peculiarly, and by 
peculiar and fortunate coincidence, perhaps, had a patient this week 
who has coronary occlusion. He owns his own home and car and his 
wife works for the Government and he works for the Government. He 
didn’t want to go to the veterans’ hospital. He is perfectly happy at 
home. Yet a veteran, a member of one of the veterans’ organizations, 
called on him at his home and suggested that he go to the veterans’ 
hospital, asked him if he didn’t remember he had a pain in his chest in 
1942; maybe they could even get him a pension. 

Fortunately he was a good veteran. This other man had been in 
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the hospital for 60 days, and had complete upper and lower plates 
to show for it. He said that he was not interested and he put him 
out. 

That was a perfect example this week, and that is just one. 

Mr. Saytor. You say you have made a survey of this hospital. 
What did you find as a result of this survey ? 

Dr. Watsu. It is not finished. As a matter of fact, we undertook 
the survey when Mr. Kearney in his letter asked if we could or would 
make a study and appreciate any information we could get. 

However, we have obtained some answers, and I have here, for 
example, which I am perfectly willing to turn over to the clerk, a list 
of names in one midwestern city, which were not taken, mind you, 
from the records. These records were not investigated at the veterans’ 
hospital, This was just recalled to mind by a group of doctors in an 
office, of their own patients. One of them included a non-service- 
connected Secdheaatiiees for example, and the man is an attorney 
general for the State. He was certainly not indigent and he certainly 
signed the oath and he got in. 

In addition to which, I heard Mr. Secrest asking for names this 
morning. We have names, and you are very free to have them. 

[ do not know whether these can be substantiated, mind you. They 
were sent tous. I will give them to the clerk. He can have the names 
and the city and date of their time in the hospital. And they could be 
readily investigated. This is just a fraction, mind you, and there are 
about 40 names on here, 30 of which are in the last 6 months. 

(A total of 27 names were submitted by Dr. Walsh—2 are reported to be 
deceased, 2 others had no record of ever having been registered at the hospital 
given, and 1 could not be located. The results of the General Accounting Office 
nvestigation will be found at appendix A at the end of hearings. Only 2 of the 
cases appear to be able to pay for hospitalization, and further investigation has 
been ordered in these 2 instances. ) 

Mr. Secrest. I think that is one of the finest things that has been 
done for our committee. We will go into every one of them. The 
truth is the greatest safeguard the veterans’ program can have. 

Dr. Wausu. I might add some of these are doctors, some are law- 
yers, some are judges. 

Mr. Secrest. Of course, I can sympathize with the attorney general. 
The poorest class of peope are politicians. They smoke big cigars 
and so on, but most of them have holes in their socks. 

Dr. Watsu. The thing I was trying to get at is: I noticed this morn- 
ing when you asked the question of Dr. Martin, do we think veterans 
do not tell the truth. Of course, we think they tell the truth, but 
this inability-to-pay statement has been so abused, it is considered by 
most veterans as part of a formality to get into the hospital. And 
when a patient comes to us in the office and says: “I was in the service 
for 4 years and I want to go to the veterans’ hospital, will you sign 
these papers for me?” What are you going to do? You virtually 
have to sign the papers, and not get into an argument because he will 
find a doctor who will sign it. 

We have cooperated in the abuse because we have been too weak to 
refuse to sign the paper. 

Mr. Evins. All you do is certify he is in need of medical care. 

Dr. Watsn. That is right. Then he signs his inability-to-pay oath. 

And I am sure that despite the efforts of some of these organizations 
to assure the veteran that he is supposed to be telling the truth, I do 
not think it is stressed to any great degree because these men would 
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not intentionally take something that they were not given to believe 
they were entitled to receive. 

That is what we veterans are opposed to, this constant propaganda 
that these men are fed. 

Mr. Sartor. I just want to ask 1 or 2 questions, and then we will 
turn the doctor over for further questions by the committee. 

Doctor, I appreciate your having handed to the committee this 
listing of which you say are those who have received treatment in vio- 
lation of the oath. 

Dr. Watsu. I do not say they have. I say they have been submitted 
to me as alleged to have. 

Mr. Sayvor. As alleged to have received treatment. 

Mr. Lone. May I interrupt for 1 word, just to make 1 comment’ 

I have had hundreds of those submitted to me and I have never 
found a man yet that one of those was true. 

Mr. Secrest. May I suggest that we do not publish these names un- 
til we investigate? We have had some committees in the past submit 
a list of names and say they belong to this, that, or the other, and it 
is hard to prove a man innocent after, by implication, he is deemed 
guilty. 

If the man is guilty I have no objection to telling the world. 

Dr. Watsu. That is right; I have no way of saying whether they 
are guilty or not. 

Mr. Sartor. The general accounting office has indicated to the 
staff of our committee that any names which are submitted to them, 
they will be only too glad to have investigated. 

Mrs. Rocrrs. May I make a suggestion at that point, Mr. Chair- 
man ? 

Mr. Sartor. Yes. 

Mrs. Rogers. I think that, under the circumstances, it is pretty 
unfair, because as you said, Mr. Witness, most of these men do not 
realize it is unfair doing what they do. 

Dr. Wausu. That is right. 

Mrs. Rogers. I do not think it is fair at this time to publish the 
names. 

Dr. Watsu. I do not want to publish their names. 

Mrs. Rogers. It is unfortunate. We do not want to be FBI agents. 

Mr. Sartor. He does not accuse them. 

Mrs. Rocers. I do not think we should make them public. 

Dr. Watsu. No; I think I should ask for them back. 

Mrs. Rogers. You know it’s awful. 

Dr. Wausu. Mrs. Rogers, we are not interested in exposing those 
names. We are only interested in proving, or not, whether the prin- 
ciple involved is true. That is all. 

I do not care about the names, that is over and done with. Those 
men are fixed up and fine. We do not want to do it again. 

Mr. Sayxor. Dr. Walsh, do you believe that if some of the ques- 
tions which you have shown on the forms used by the Georgetown 
University Medical Center were added to the P-10 veterans’ form, 
that they would deter veterans who were able to pay, from applying, 
first, for admission to veterans’ hospitals, and, secondly, it would 
render to the Administrator or the officer in charge of admissions suf- 
ficient information to determine almost at a glance whether or not 
the person was able to pay? 
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a Watsu. I think definitely so, Mr. Saylor. 

I spoke with the woman in ¢ har ge of this de partment at Georgetown 

at some extent, and she tells me that it takes them on an aver “age of 

nly 20 minutes to verify and make decisions on these forms, on this 

amotifit of information, as to whether an indigent patient is entitled 
to house or charity care. 

Most of the information can be verified by telephone. And we 
ourselves have seen, occasionally you will have a patient in a hospital 
who will tell you he is in bad financial straits. You will have it ar- 
ranged to have him turned over to the house service, so they will be 
under the care of the house staff and will not have to pay their 
hospitalization. 

When it comes to sickness forms, it is surprising how many of them 
discover property which they never realized they owned, which would 
make them ineligible. 

However, I think it would be hard to make a national decision, but 
I think each local veterans’ admitting officer, knowing the circum- 
stances in his own town, using this as a model, could almost tell at a 
glance whether a man is deserving of the care, or whether perhaps, 
sup posing his income is $50,000 a year like we read of one case in the 
pea is true, I will concede that possibly his debts were $250,000, 
but that would be right here for the man to look at, and at least he 
could make an initial judgment as to whether the case should be in- 
vestigated or not. 

I don’t think the veteran will tell a lie. I think he will tell the 
whl and this will show him that you mean to find the truth and that 


you meau business. You want to give him hospitalization if he 
needs it, but you do not want to give him anything that he does not 
deserve. 

Mr. SayLor. Without objection, these two forms submitted by Dr. 
Walsh will be inserted at this point in the record. 

(The forms referred to are as follows:) 


GEORGETOWN UNIVERSITY HosPITaAL OUTPATIENT DEPARTMENT—HOSPITALIZATION 
REQUEST 


Patient’s Name 

BA alihishccicirnaeceinendegimeipdsejatquniniahionnddinteatiioiel ‘ : 
pi SAE 

Relative or Friend 

QR iat in comes hentai bed nba hcigieatthlandiéibipdbins Tel 

Responsible Party 

Occupation Employer__-_ 4 

NN ale ba arcade Seinen Sohne rsa sini sbadeg de ee A eat eS SNS od a 
Disposition : 


SON a Lai icenn ti clindicihecheetnephin aceebehcgiasanisa tk neia Aliant ga dittaate ecciegess cane in hinasuntigsontgins yas 


TYPE OF OPERATION 


Treatment or Studies 
Hospitalization for minimum of 
Subsequent hospitalization (is) (is not) indicated, Patient will probably be 
employable in_ week(s). Remarks:_....____ 
Signed: . Approved: 
(Referring Physician) (Chief Resident) 
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GEORGETOWN UNIVERSITY MeEpIcaL CENTER 


OUTPATIENT DEPARTMENT 


Date CBtale iia sito. iooBtetie cbc ets Record No, ~-.------~. 
Name _...--.... Age _... Birth Sex .... Race ._...M S W D Sep 
Address __- Telephone Since Previously 

Since ____ : DING csintninieeenek Verified 

Religion — Birthplace Nearest Relative 

Referred by —_- 


| Employ- Gross | Monthly 
| Employer ment | Salary per | net 
| length } annum income 


Occupa- 


Wage-earning family members 
tion 


Income verified__ ~Other income Total family income____.__per month 
Number of dependents__ ._.Type of tenure ...Property ownership 
Auto ownership__-_ Insurance and benefits._.._._._Eligibility and fee__ 


. Amount | Monthly N | Comments and supple- 
For owed payment fonth | mental information 


Indebtedness 


Rent 
Food 
Liabilities 
Insurance 
Other 


Total 


Mrs. Rocers. I cid not hear all of your testimony. 

Mr. Sartor. Madame Chairman? 

Mrs. Rocers. I did not hear all your testimony, Doctor. Do you 
advise legislation ? 

Dr. Watsu. We advise that legislation of this type be added ; that is, 
the inability-to-pay oath, whether this be put on the P-10 or where 
it is put—that this be filled out. We are not interested in prosecution 
or anything else. I do not think the man will tell an untruth. I think 
if you have this down that you will solve a lot of problems. That is 
all he has to do: fill it out and let your admitting officer decide. If 
we are wrong, nothing has been lost; 5 minutes, perhaps. 

Mrs. Rocrrs. I have a question, but I do not want to take up the 
time of the subcommittee. I am only a member ex officio. 

Dr. Wausu. If we are correct, we will save the Government an 
apprecis able amount of money. 

Mr. Sayrvor. Mr. Evins? 

Mr. Evins. As 1 gather from your testimony, Dr. Walsh, you do 
not favor the admission into veterans’ hospitals of veterans with non- 
service-connected disabilities. Is that your position? ~ 

Dr. Watsu. In principle, that is right. 

Mr. Evrns. Then there would be no necessity for this questionnaire, 
would there? 

Dr. Wautsu. That is correct. But I do not anticipate that would be 
done. That is apropos the statement this morning. 
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Mr. Evins. You prefer first that we do not offer hospitalization to 
veterans with nonservice-connected disabilities, regardless of their 
ability or inability to pay for needed medical care. 

Dr. Watsu. As a policy, I want to be on record for our group to 
think that is wrong and it is impr oper. And I think if you want to 
circumvent a ste 

Mr. Evins. If they are to be admitted, you think this additional 
information would be helpful ? 

Dr. Watsn. I think it would be helpful for everyone concerned. 

Mr. Evins. You stated earlier about treating veterans, and you 
know that our doctors do treat veterans, as there are more than 20 mil- 
lion in the Nation today. 

Dr. Wats. That is right. 

Mr. Evins. You help get civilians into hospitals every day, do you 
not, nonveteran hos Pa 

Dr. Wausu. Surely 

Mr. Evins. You help some get into veterans’ hospitals, do you not? 

Dr. Watsn. Absolutely. 

Mr. Evins. Do you not think it incumbent upon you as a good 
citizen and a veteran as you are, in view of the very strong statement 
that you have made here today, to acquaint these patients with the 
difficulties of the situation we face. I understood you brushed it off, 
not preferring to acquaint them with the facts of the situation we face 
on hospitalization. 

Dr. Wats. On the contrary, I became quite militant since I became 
quite interested in this, and I told him quite flatly, just as I told this 
patient this week, how very sincerely I felt about it. 

Mr. Evins. In view of the fact that we have the so-called oath of 
inability to pay, and you know in this particular case that you were 
speaking to the man who was employed by the Government and his 
wife employed by the Government, if he had applied for admission 
to the veterans’ hospital he probably would not have been admitted 
anyway. 

Dr. Watsu. I sincerely could not dispute that question, except that 
this veterans’ organization representative assured me he would. I do 
not know that he was officially representing the organization or not. 
But he simply did assure him that he would get in. 

Mr. Evtns. You speak here as if the veteran is owed a never-ending 
dole. I do not know of anybody that is advocating that. 

Dr. Wats. We use the term “dole” to stress the point of the fact 
that your non-service-connection can become broader; in addition to 
which—if you stop to realize also that, on the Reserve Act now, en 
listed reservists and officer reservists, for example, where their entire 
families are entitled to care from the military if they are retired. 

Now, what is to stop the veterans’ groups from saying: “Well, if 
that is good for one set of veterans, why is it not good for the next?” 
That is a possibility we should also foresee. 

Mr. Evrvs. I think it is an unfortunate use of language, using 
“dole” in connection with hospitalization of ill and indigent veterans. 

Dr. Watsu. I will accept that. It was a bad word to use, but it 
was used for force. 

Mr. Evins. You stated that, in connection with service-connected 
neuropsychiatric and tubercular ailments, you support the hospitali- 
zation privileges ? 
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Dr. Watsn. Yes, sir. 

Mr. Evins. Then you mention that it should be left up to the local 
community. Do you think here in the District of Columbia, with the 
present form of government which we have and which exists here in 
the Government, that if we did not have the Federal Government tak- 
ing some steps to care for needy veterans, that veterans would be 
taken care of here locally ? 

Dr. Watsu. Absolutely not. 

But I am very happy that you asked the question because I noticed 
the other day what Mr. MeCurdy brought out about the Hill-Burton 
program. Now, the Hill-Burton money is not being held back by the 
Public Health Service for neurophychiatric and tuberculous patient 
hospitals. The States are simply not asking for it, and I think it 
would be well if in some way we could stimulate the States to ask for 
it. 

They are asking for money for general medical and surgical cases on 
the basis that they want to benefit the whole population of the State. 

As long as you want to assume the responsibility for the Federal 
Government of constantly taking care of these patients, they will 
never build those facilities. The Government is offering to subsidize 
those facilities for them, and yet I do not recall the figures Mr. Mc- 
Curdy used, but I know they were correct on that point; that under 
20 percent of the NP and tuberculous—— 

Mr. Evins. The Nation already has a well established great veter- 
ans’ hospital program as you have recognized. 

Dr. Watsu. That is right. 

Mr. Evins. And now you say stop it, but let us start another State 
and county program and get money from the Federal Government 
for this local medical program. 

Dr. Watsu. That is not my point here. I say in principle they are 
a State responsibility first. 

Mr. Evins. There exists a difference of opinion on this point. 

Dr. Wausu. I am giving my opinion. 

That is because they are not service connected. The State, after all, 
should care for its own. It wants its own oil, it wants everything 
else ; it should take its own indigents. 

Mr. Evrns. When you fought as a veteran, Dr. Walsh, I am sure 
you must have been in the Medical Corps; did you fight for the District 
of Columbia, or Maryland, or Virginia, or the United States, or just 
whom did you fight for ? 

Dr. Watsu. I fought for this country and the liberty that goes to 
all citizens of this country. 

Mr. Evins. And you think if you were sick and broke now and had 
nowhere to go, it would only be the District of Columbia that should 
take care of your needs? 

Dr. Watsu. I say that if I am broke or—which I hope I will never 
be, and I doubt if too many veterans are—but I think the District of 
Columbia, if that were my residence, is the place to which I should 
turn. If the District of Columbia cannot take care of me, then I 
should turn to the Federal Government. 

But I say that I turn to the District of Columbia who persistentl 
and consistently evade its responsibility, because they know I will 
never turn to them as a veteran. And I say why should the citizen 
who did not fight—what about the patient who perhaps was 4—F and 
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could not get into the service and was indigent because he was 4-F, 
why should the Federal Government not be providing him with care ¢ 

Mr. Evins. He is not a veteran. 

Dr. Wausu. But he is a citizen. 

Mr. Evins. We have our State and county wards and other type of 
hospitals, 

Dr. Wausu. That is what I mean, Mr. Evins. I feel he is a citizen 
asmuch as I am. 

Mr. Evins. If you would classify the veteran and nonveteran in 
the same category——— 

Dr. Wausu. As citizens on non-service-connected cases, absolutely. 
We are all Americans. It does not make any difference whether we 
are veterans or not. 

Mr. Evins. You spoke about the States being encouraged to con- 
struct more hospitals and build more staffs and suggested that if vet- 
erans bonuses had been utilized we would possibly have had more 
hospitals. 

Dr. Watsu. I do not say I oppose veterans bonuses, either. I went 
into service in New York State. I have yet to apply for my bonus 
and never took it. That was $400 per veteran, roughly a million men. 
To the veteran who got that $400, I think had he been asked or told 
that the $400 bonus was to be used for hospital facilities and con- 
struction, he would have been only too happy to give it up for that 
purpose, for veterans’ facilities. 

Mr. Evins. You favor a local decision for each veteran as to any 
benefits. 

Dr. Watsu. That is right. I think as much as possible the non- 
service-connected veteran is a local problem. He is not a Federal 
problem. 

Mr. Evins. Then you would also include another category, of 
exceptions I believe, of emergency cases / 

Dr. Watsu. Yes, sir. I think as far as emergencies are concerned, 
not only veterans’ hospitals but any hospital takes the emergency 
cases. 

Mr. Evins. Then you would exclude emergency cases and say such 
cases are not community responsibilities ? 

Dr. Wausu. If he is non-service-connected, he should be moved, 
so that when a service case needs that bed it is available. 

Mr. Evins. If there are no facilities in the community ? 

Dr. Warsu. Then leave him in the veterans’ hospital. 

That is what I keep referring to, that it is community responsibility 
only first, but the Federal Government is there to back him up if he 
does not have it. 

Mr. Evins. Some citizens look upon it in the reverse order, that it 
is a Federal responsibility primarily. 

Dr. WatsH. But I think it is our fault. That is what I am getting 

It is our fault entirely begayse we have led them into believing 


Mr. Evins. It has been the historic policy of our country since 
the very beginning of our country. 

Dr. Watsu. Nonservice connection has not been. 

Mr. Evins. Now, you state here on page 4, that, “We do not feel 
it is either feasible or desirable to have the Government collect any 
fees,” and so forth. 
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Then a little bit later on, you recommend tightening up the insur- 
ance provisions. Those statements appear to be inconsistent. 

Dr. Wausn. Where do I say that? 

Mr. Evins. On page 4 you say, “We do not believe it is feasible 
or desirable to have the Government collect any fees” and so forth, 

Dr. Was. That is right. The statement I made is that if a 
man—— 

Mr. Evins. Yes, Ae say health insurance should be authorized. 

Dr. Watsn. No; I don’t say that, Mr. Congressman. I say that 
if he has insurance, that the holding hospitalization insurance and 
so on or a private insurance contract indicates of itself that the vet- 
eran is not indigent. By “indigent” I mean totally indigent, “For 
purposes of general medical and surgical illnesses, these patients 
should not be ‘permitted to enter a veterans’ hospital.” 

Mr. Evins. Doctor, you favor veterans having insurance and using 
that insurance, but the Government should not 

Dr. Watsu. I tell you what we do with many patients. We have 
many patients—and all doctors, I might add treat roughly about 
30 percent of their patients on a charity basis. We don’t bill these 
patients, But we have patients with large families, and even though 
they make an appreciable income today, “they have no money for the 
doctor, but they do carry insurance. Many times we hospitalize 
those patients because their insurance contract covers their hospital- 
ization. We don’t bill them. 

And in other cases where they are relatively indigent and it is a long 
term thing, a chronic illness, a hospital will take over patients like 
that many times, and a hospital is enabled to collect from the insurance 
companies because that is in their already existing insurance contract, 
that the insurance company will pay. 

Mr. Evrns. I believe the Veterans’ Administration has collected a 
million and a half dollars in the last few years from insurance com- 
panies. You would do away with that? 

Dr. Watsu. I would, because Dr. Boone said that was about to be 
done away with in the February hearings—and Mrs. Rogers can cor- 
rect me if I am wrong—he said they ran into a great deal of trouble 
and just about dec ided they would not do it. 

Mr. Evrys. That is one thing the committee thought perhaps could 
be t ightened up a little, but you recommend relaxing it. 

Dr. Wausu. I do not, sir. I don’t say relax them. I say if they 
have that insurance they go to a private hospital; they don’t go to a 
veterans’ hospital. 

Mr. Evins. Let us take the case of a veteran who has private insur- 
ance—he exhausts its full entitlement. He may then spend money out 
of his own pocket, and then 6 months later or a year tries to get him- 
self admitted to a VA hospital. 

And yet if he fills in the form, “Do you have insurance,” he will 
check yes—although he has previously exhausted any hospital cover- 
age under the policy. 

Dr. Watsn. He will say, “yes, I have insurance, but it is exhausted 
and it is no longer applicable.” 

And I don’t send a skin and bones man there, either. This man will 
get the best of care, but if he is going to be a chronic long-term patient 
and he has utilized his insurance, he is entitled to go to a veterans’ 
hospital. 
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Mr. Evins. I am glad to hear you say that. If he has exhausted it 
and used it, you would add another category of admitting him ‘ 

Dr. Watsn. Absolutely. 

Mr. Evins. You state here that you are unable to understand why 
the Veterans’ Administration resists a change in policy. I do not 
know what their position is in the matter, but I have a letter here in 
which the solicitor of the VA, Judge Odom, points out the historic 
development of the hospital care-free program, and prior to the time 
that we had the so-called pauper’s oath, the Veterans’ Administration 
had authority to investigate their ability to pay. 

It was because of many difficulties that the Congress later changed 
this law to simplify it. The VA at one time had the authority to go 
behind and to investigate and this is what they stated : 

It is largely to overcome this administrative difficulty that Public Law 2 was 
amended. It would be no small or simple job to prescribe governing criteria, and 
it would involve an unusual amount of administrative work, unless indeed the 
findings of the Commission were confined to emergency cases. 

What I am trying to point out is that at one time the Veterans’ 
Administration had authority to investigate cases for admission, but 
it was so costly that Congress later prescribed the oath just as we have 
it today. 

Dr. WatsH. That was 30 years ago, and I think the ability of social 
service has progressed just like ev erything else in this country. And 
we find that what may have involved great difficulty 30 years ago 
involves a matter of minutes, and by telephone. 

That seems to be a great refuge of Government administrators, when 
they don’t agree they write you a letter and say it is administratively 
impossible. 

Mr. Evins. Let me emphasize that when a Government Bureau will 
most always call for more help and more money, it will definitely open 
up an administrative problem. 

Dr. Watsn. I think you are right. 

But simply because 30 years ago they didn’t like it, I don’t feel it 
means we should not try it again. 

Mr. Evins. Dr. Walsh, would you close the dental-care program 
for veterans except for 1 year following discharge? 

Dr. Watsu. Yes; I think so. 

And I tell you again, as I put in here, I think it is awfully difficult. 
I remember reading some of Dr. Long’s testimony, for example, in 
the appropriation hearings. And when you stop to think, again, even 
here, I think your problem gets back to a definition of s service-connec- 
tion. Dr. Long brought out there that it cost the Government $20 to 
process the application, then $20 more for the initial examination, 
with some 300,000 to 600,000 applications a year, that in itself is 
tremendous. 

And the reason for that again is that the definition of service-con 
nection on a dental defect, L think, is almost insurmountable, unless 
you put a time limit on it. I mean if a man has a bad tooth in 
1942 

Mr. Evrns. Your organization’s position is that you would limit 
dental care to patients within 1 year following discharge 

Dr. Wausu. Yes. 

And, again, provided that if no application is put in, for example, 
to the Veterans’ Administration to have that care done and the tooth 

36102—53——53 
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was indicated as being service-connected on their medical discharge 
from the Army, let it be certified right there that it is a bad tooth or 
bad teeth when they are being discharged. They are supposed to be 
examined. We have all been through that examination, and we know 
sometimes we don’t get examined so well. 

But I think it would behoove the Army to examine you well. Then 
if he does not choose to await discharge until the tooth is fixed, which 
is his privilege, then he has the year to get that tooth or teeth fixed. 
But if by his own neglect that tooth has led to the decay of 4 or 5 
neighboring teeth and a great amount of abscesses and one thing and 
another, I certainly don’t think why through his own negligence you 
should take the responsibility of giving him a new denture. 

Mr. Evrns. If a veteran is admitted to a hospital for a service- 
connected malady and it is determined later that he has bad teeth, 
you would have that treated there, would you ? 

Dr. Wats. Absolutely, particularly if the disease concerned is 
possibly a result of the dental problem, such as your arthritis and 
other infections. 

Once again, I don’t see the point, if a man is in the hospital for a 
heart failure, and he doesn’t need his teeth for mastication or any- 
thing else and they are not service-connected, I don’t see why you are 
obligated to fix those teeth. You can fix those if you want to, and if 
you cut your dental program, you will have some dentists available 
because they are willing to do it. But don’t class it as service- 
connected. 

I mean you could stretch your imagination on these dental prob- 
lems. If I had every arthritic put in the hospital to have his teeth 


fixed. the man would be in the ner house. 


Mr. Evins. You have testified earlier regarding the draft law as 
distasteful but necessary. That is the way you view this progrem— 
the VA hospital program—as “distasteful” but necessary 4 

Dr. Watsu. Nothing the veteran is justly deserving of is distaste- 
ful. I think it is fine. I think it is distasteful only when he is told 
he is entitled to many things that he himself feels he is not entitled to. 

Mr. Sayvor. Mr. Mailliard. 

Mr. Maru1arp. I believe you sat in the hearings this morning ? 

Dr. Wausu. Yes; I did, sir. 

Mr. Mariarp. Is there any substantial difference between your 
position and the position of Dr. Martin this morning ? 

Dr. Wausu. I couldn’t hear. Dr. Martin was talking this way, and, 
as you know, he has a very low voice. I could not hear the answers. 

I think there is some difference in our statements and the way we 
arrived at our conclusions. I did not discuss my statement with him 
nor he with me. We arrived at our conclusions separately and indi- 
vidually. 

Mr. Maiu1arp. I am interested to see whether there is any differ- 
ence, because it might open up some points for discussion. I can’t 
see any, so far as his file is concerned. : 

However, I did not get a chance to read further, and I was not here 
at the beginning of the hearing. But it seems to me you both take 
pretty much of the same position, that anything that 1s service con- 
nected is O. K., nonservice connected, which falls under the neuro- 
psychiatric or tubercular category, is O. K., but otherwise you prefer 
to see non-service-connected cases eliminated entirely. 
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Dr. Wausu. I think it is possible that our stands are similar. After 

_we both testified as American citizens. 

Mr. Mat1arp. I am not criticizing, just trying to see if there is 

lifference. 

yr. Wausu. There may be a difference to agree because of the fact 

t we made more of a point even on the NP and tuberculous ailments. 

We think that if the Federal Government advised the States that 

re is a sentiment that these are not primarily a Federal responsi- 

lity if they are nonservice connected, that perh ups when requesting 

Hill-Burton money, they would request it for NP beds instead 
veneral medical and surgical beds. 

Mr. Evins brought up the District of Columbia. We had an exam 

e right here in the District where money was requested for neuro- 
psychiatric wings in one of the hospitals. We were told by the Ad- 

strator, that it had to be medical and surgical, because in his 
opinion that is what was needed. 

[hat was the type of thing. 

Mr. Maiiurarp. I cannot speak of the national average on it, but in 
my own State I think probably that is not applicable. We built quite 
. few Hill-Burton hospitals, G. M. and 8S. hospitals, in inaccessible 
areas, Where it was not served within any reasonable distance of time. 

On the other hand, we also spent more money since the end of the 
war on mental hospitals than we have spent in the previous hundred 
years’ history of the States, and still we have about 5,000 veteran 
patients in our State mental hospitals because there are insufficient 
veterans’ facilities, and a tremendous waiting list of nonveteran cases 
It is a case of taking the priority cases. 

In other words, the overall problem is just too big for both the local, 
State, and Federal facilities. 

Dr. Waxsu. I think that actually your State of California has set 
a commendable example, which, unfortunately, has not been followed 
by other States. 

Also, I think it is true, in California, Mr. Mailliard, that so many 
citizens have come there since the war that you probably have a dis- 
proportionate amount of the burden in the State. I think that is true 
in your State. 

Mr. Martu1arp. That could be correct. But in spite of almost super- 
human efforts, we are not even scratching the surface of the problem. 

Dr. WaxsuH. I wish the other States would do the same as your Sta 
It has done a fine job. 

Mr. Maru1arp. But still we think it is completely beyond our 
capacity, without the construction of veterans’ hospitals, particularly 
NP hospitals, i in addition to the facilities we have there now. Or we 
are putting the solution of our problem maybe 40 or 50 years away, 
and that is ; unacceptable. 

Dr. Wausu. I agree a hundred percent with you. 

Granted, I have not investigated these things. I am in private 
practice, and I don’t have the time to investigate deeply many of these 
things. But I was talking with the Hospital Division of the Public 
Health Service. These hospitals for example, have an average capac- 
ity of 400 beds. 

There is the Fort Stanton Hospital in New Mexico, with 40 or 60 
percent Veterans’ Administration tuberculous patients in it, and they 
had to move out. The State of New Mexico did take that hospital, but 
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certainly I think it is a good idea to make it routine for the Government 
that the Government agencies are first offered the opportunity to take 
that hospital rather than build a new one. 

And our need is now. I should think that it would have been feasible 
to, instead of allotting money for building funds, to take over that 
hospital. 

Mr. Marixtarp. Doctor, may I suggest that that is somewhat con. 
tradictory to the theory you have announced. That is one way to get 
the States to perform some of the functions you are so anxious to have 
them do. 

I do not know that this is true, but I imagine it is, that the VA felt 
that that was not the location in which their TB load fell most heavily, 
If we can get these buildings to be operated so that the operating ex. 
pense is on a local government, it seems to me that is a policy like you 
are advocating. 

Dr. Watsu. That is right. 

But that is only one taken by the State. The one in Alabama was 
sold to a medical group who are running it in conjunction with pri- 

vate practice as a clinic. 

Mr. Maruiarp. Was it ever a tubercular hospital ? 

Mr. Evins. That is free enterprise. 

Mr. Mariii1arp. That is even better. 

Dr. Watsu. What I mean is that this was taken over by a group 
of private physicians to run. 

Mr. Mariuiarp. What is wrong with that? 

Dr. Watsu. If you don’t have beds, why give them away as sur- 
plus property ¢ 

Mr. Maruiarp. A lot depends on where they are and what type 
of construction and whether it is suitable for Government operation 
and whether it is not. I do not think you can make a broad state- 
ment like that without looking at every case. 

Dr. Wausn. Exactly. 

Mr. Maitu1arp. There may be a very good reason why it is not a 
good hospital for the Veterans’ Administration. 

Dr. Watsu. I brought these up only to get some comment on them 
because why were they good for VA patients before they were sold 
and not good afterwards? 

Mr. Mariarp. Let me suggest that perhaps the load in that area 
is insufficient to justify the operation of the hospital. 

I think you are jumping at conclusions. 

Dr. Watsu. No. 

Let me tell you that the only fact I have is that the Public Health 
official with whom I spoke suid that the reason those hospitals were 
declared surplus was that there was a budget cut. The VA pulled 
the patients out because they were reimburs: able beds. 

I should think that if they were in a facility available as reimburse- 
able beds, they were in a facility available as otherwise. 

In other words, the implication by the Public Health Officer was 
that the majority patient load consisted of VA patients in these hos- 
pitals. The Public Health Service did not have patients in the hos- 
pitals. They had some patients, but not many. 

Mr. Martr1arp. I think those figures could be verified. 

Dr. Watsn. I agree with you. 
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Mr. Marurzarp. In most cases where the Veterans’ Administration 
has looked at these various hospitals that might become available, I 
think that either the Public Health hospitals or service hospitals, the 
Army and Navy hospitals, there has been a pretty good reason why 
they felt they were not suitable for the Veterans’ Administration. 

Dr. Wats. I agree with you. 

Then we go back to Miles City, Mont. That was put up 350 miles 
from a railroad station. 

Mr. Marm1arp. I do not think anyone would question that. Those 
things do happen. 

But getting at the problem again, I cannot see why we are not 
mi aking progress in the line you express, when for whatever reason 
we give up a hospital it is operated then either by private enterprise 
or by a subdivision of Government. ‘4t seems to me we are still meet- 
ing the overall need. 

Dr. Wausn. Certainly. I will accept that point. I think it is a 
good point. 

Mr. Mari1arp. Then I will say there really is not any substantial 
difference in the policy that you have enunciated and that of the AMA, 
except that you Lave’ gone into the possibility that if your policy is 


not accepted, that there are other things you would like to express an 
opinion on. 

Dr. WausH. Yes. We felt we had to be realistic about it. 

Mr. Marurtarp. Inc identally, I think that is helpful, and I think 
you might go a bit further in some positive recommendations. You 
moved fast here and got something from Georgetown University 
Hospital. I would think that the medical profession could be very 


helpful in giving us the benefit of their experience in various other 
similar activities as to what might be required in order to be effective. 

You doctors are all working i in your own communities taking care 
of medically indigent patients of one kind or another in various facili- 
ties. I just believe that is about the most helpful thing that you could 
do for us. 

Dr. Watsu. I might suggest that most of these forms in essence are 
adopted from what the National Social Hospital Workers have done. 
They have a convention every year just like everyone else, where they 
discuss these things. I think it might behoove this committee to benefit 
from their experience and actually ask them to appear with these 
forms. 

You will find that sectionally, where the decisions are based on the 
neome groups in the sections, that the type of questions throughout 
the country is essentially the same, although the standards for each 
locality are somewhat different. 

Mr. Maitu1arp. Do you happen to know whether they use standard 
credit-bureau ratings ¢ 

Dr. Waxsu. In some States they do. In the State of Kansas they 
do. Instead of going through all this it costs them a dollar, and they 
get a credit-bureau rating in the State on every patient who applies 
for free hospitalization. They have told us that it takes usually under 
24 hours. In no case has it exceeded 72 hours. And it cost $1. 

Mr. Mamutarpv. Do you think that is fairly a general practice, or is 
t unusual ¢ 
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Dr. Watsu. I think it may be considered a general practice because 
in those States where there is a shortage, for example, of the experi- 
enced social workers, it is perhaps a more equitable way, because that 
is one of the difficulties with this type of form, which is that the 
person judging the information has got to know what he is doing. | 
think you have to face that as a defect. In your admitting officers, you 
know, some officers just as in civilian hospitals, just don’t have it. 

Mr. Mari1arp. Do you feel that regardless of checking credit 
ratings and everything, that the mere fact of putting down this infor- 
mation and, at the same time, having it certified that, in his own 
opinion, he is unable to pay, eliminates the more flagrant violations? 

Dr. Watsu. It would, because it would indicate, as I said before, 
that you really want to know that he is unable to pay. You are not 
humiliating him in any way; you are asking him the facts. 

And, as I say, it has been the experience in the city with all the 
hospitals here that less than 1 percent of misinformation has been 
supplied on these forms. And they are substantially the same for all 
the hospitals. 

Mr. Mariur1arp. That is all, Mr. Chairman. 

Mr. Sartor. Mr. Secrest. 

Mr. Secrest. I have not much in the way of questioning, but I do 
want to take exception to one statement that I do not think you in- 
tended to imply as much as you said. 

There is, in my opinion, a difference between a veteran who has a 
non-service-connected disability and a civilian who never had service. 

I can give you a perfect example, I think, of a young boy back home 
whose back was injured in the war. He had 5 days’ hospital treat- 
ment for it; which, for some reason, was not ever recorded. He ap- 
plied for service connection for his back. In July 1950 it was turned 
down completely. This morning I got notice that the Appeals Board 
had approved it 3 years later. 

Now, there is no question that the fellow who was not in the service 
at all would have no claim to any kind of service connection, but every 
non-service-connected veteran has some potential of service-connecting 
a disease which may occur as a result of an accident which might 
have occurred while he was in the service. 

So there is a constant moving both ways. Those who have service 
connection, very often, in a constant flow, are being examined. They 
say, “You are cured now,” and they go over into the non-service-con- 
nected group. And you have many who have nonservice connection 
that become service connected. 

I had one fellow with service connection 20 years after the war, who 
had made application for tuberculosis, and it took 20 years to find 
2 men who were with him when he was gassed in France. It took 20 
years. 

So there is that difference. 

Dr. WatsH. Both of the cases you cite are service connected. 

Mr. Secrest. One was not for 20 years. . 

Dr. Wausu. But that was an error in judgment on the part of the 
oflicers judging the case, particularly the back case. 

Mr. Secrest. There was a lack of obtainable evidence, not error in 
judgment. 

Dr. Wausu. I think if there is a case like that, the error should 
always be made in favor of the veteran. 
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Mr. Secrest. I do not think there was any error on anyone’s 
part. There was just evidence that they could not find earlier. But 
this veteran who had the tuberculosis was in the Veterans’ Hospital 
5 times in 1 year for hemorrhage, taken there each time in an ambu- 
lance as an emergency case on the advice of his doctor. The hospital 
was a hundred miles away. 

The tubercular case would be all right, but the fellow with the back 
case could never get hospitalization. 

Dr. Wausu. Was there a hospital closer than a hundred miles? 

Mr. Secrest. Not a veterans’ hospital. 

Dr. Watsu. Was there any hospital ¢ 

Mr. Secrest. He was taken twice to a private hospital, and having 
no money to pay, the doctors in the hospital were very happy to get 
him moved over to Aspinall to the veterans’ hospital. 

Dr. Waxsun. I think you are right. I agree with you a hundred 
percent. That man had every right. 

And here is the inconsistency to me, that you accept the inability- 
to-pay statement without investigation no matter by whom it is made, 
and yet a man comes in and says, *T was gassed in the war,” and there 
is no statement to that effect, and you refuse to believe him. 

To me, it seems incongruous. Why should you believe inability 
to pay? Why believe that and then not believe he was gassed? 

Mr. Secrest. You say that even with these statements filled out at 
Georgetown Hospital you find 1 percent lie? 

Dr. WatsH. Less than 1 percent. 

Mr. Secrest. We find, from all the testimony we have had here, 
that about 2 percent in the veterans’ hospitals who sign those state- 
ments that can be questioned. Now, they have not been investigated. 
Some of them may lie, some might not. 

But there is every indication that only 2 percent have signed those 
and made an error in their judgment. 

Dr. Wausu. It is our feeling, of course, that it is a much higher 
percentage than 2 percent. 

Mr. Secrest. Of course, we should keep in mind, too, that of the 
non-service-connected cases in all the veterans’ hospitals, as of any 
given day there are only 21 from each county in the United States, 
and the average county 1s 60,000. 

Dr. Watsu. Of nonservice connected ¢ 

Mr. Secrest. Twenty-one from each county of the United States. 
Over half of those are TB and mental cases, which you yourself say 
should stay in there until there are some other facilities available. 

So you have actually 9 or 10 from each county in the United States 
who are in the veterans’ hospitals with non-service-connected dis- 
ability. 

Dr. Watsu. That are in hospitals. 

But let us remember that those statistics are based on the fact that 
there are ninety-nine-thousand-some-odd beds occupied today. Natu- 
rally, 52 percent are chronic cases. But there were almost 600,000 
admissions. 

Mr. Secrest. Countless of those admissions were repeats. 

Dr. Wausu. I am sure of that. 

Mr. Secrest. Some veterans come back every month to check a 
heart condition that is nonservice-connected. 

Dr. Wausu. These are official Government statistics. 
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But I say rather let us base our statistics on the real figure, which 
is what every other hospital in the United States does. They don’t 
at the end of the year base what they got in their hospital on what 
is in there on December 31. They base it on total admissions through 
the year. And that is the real percentage figure. 

en you do that, your non-service-connected figure, I am not 
accepting that it is 88 percent, either, but I mean it does go up con- 
siderably above 2 percent, I am sure. 

Mr. Secrest. It is an average of 21 in each county, not service con- 
nected, in a veterans’ hospital every day of the year, and over half of 
those are mental and tubercular cases. 

Dr. Watsu. I hate to take up too much time, but I again feel this: 
Dr. Martin made a point this morning that I thought was quite im- 
portant, that the average veteran is in the 30-year age group. We are 
living much longer today, 20 years longer, than we did 30 years ago. 
And how many patients do you think are going to have non-service- 
connected when my age group and your age group are 55 and 60 
years old? 

Mr. Evins. Will the gentleman yield? 

Mr. Secrest. Yes. 

Mr. Evins. That is the point I think the doctor is trying to make. 
He is projecting the situation into the future. 

How long are we going to continue the hospital construction pro- 
gram if a veteran thinks he will be admitted if a bed is available? 

Dr. Watsu. Your hospital construction program cannot help but 
double and triple and quadruple unless you take today, or next year, 
or the year after, a more stern stand on nonservice connection. I 
mean there may be some injustice in some cases, I don’t know, but the 
fact remains that you are getting a million veterans a year. We are 
all getting older. 

Mr. Evrxs. You would not object too much so long as we do not 
build additional hospitals ¢ 

Dr. Watsu. I did not say that, either. 

Mr. Evins. I mean so far as projection is concerned. 

Dr. Wausu. I said again it was pointed out in the Appropriations 
Committee hearing, sir, by, I believe, Mr. Teague—or someone was 
asking a question there before the full committee that if the general 
medical and surgical non-service-connected cases were taken out, that 
{here would be ample beds to immediately hospitalize, providing the 
staff were available, but the beds would be available to immediately 
hospitalize the 10,000 NP and tuberculous patients waiting. 

That statement was made at your February hearings, ‘and it. was 
made by having the questions draw that out. 

There are 7,500 psychotics, according to Dr. Tompkins, in that 
10,000 who are waiting. And why should nonservice connected be 
taking up those beds ¢ 

Mr. Evins. There is 2 maximum of 131,000 VA hospital beds 
authorized by Congress. That is the maximum authorized by Con- 
gress. If we go no further than the 131,000 beds, do you think the 
country would be safe 

Dr. Watsu. Providing that in going along you did not inelude 
hospitalization for general medical and surgic: il. “I would much rather 
see you extend your Hill-Burton program to a comparable amount. 
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Mr. Secrest. Is not that a matter of the Veterans’ Administrator 
wanting to convert a thousand beds of G. M. and 8. to NP beds? 

Dr. Watsn. That question, I think, is difficult to answer, Mr. 
Secrest, for this reason, that, first of all, he would have to be able to 
project in advance changing his staff, a different type of social worker, 

different type of physician. 

Secondly, he would have to know whether or not next year he was 
going to have general medical and surgical non-service-connected 
patients come in, because he is exposed to tremendous pressure, as 
you well know, by people all the time. And unless he is protected by 
law, or having it set down definitively, 1 think he is in a devil of a 

osition. I don’t see how the poor man does his job. 

Mr. Secrest. Ten percent, of course, are kept empty all the time as 
a cushion for service connected. They do not want to be in a position 
not to be able to handle the service connected. So the nonservice 
connected are never keeping out the service connected. 

Dr. Watsu. They are keeping out 10,000 psychotics. 

Mr. Secrest. They may be keeping out another class of nonservice 
connected, but they are not keeping out service-connected patients. 

Dr. Watsx. That is right. 

Mr. Srorest. Of course, you have this: As a I recall Dr. Boone’s 
testimony, phychiatrists and people to put in NP hospitals are not 
available. You make practically a jail out of the hospital if you 
throw these people into it without the right kind of treatment. 

And he said definitely until he could have the right kind of staff 
he could not expand in the NP field. 

Dr. WatsH. That is correct. 

But that again—the reason you don’t have an adequate staff is that 
you don’t have adequate hospitals to train people. If you have ade- 
quate neuropsychiatric hospitals you will have adequate amounts of 
neuropsychiatrists. You do not just have the available facilities to 
train them. 

As long as the people evade the responsibility of constructing these 
at the State level, or unless you put a string on your Hill- Burton 
money that a certain percentage of these hospitals must be NP beds, 
you are never going to increase your facilities to train them. 

Mr. Secrest. Of course, that is a practical matter. 

In Ohio we had a general Army hospital, a big one, at Cambridge, 
Ohio, of 2,600 beds. When the war was over we fought very hard and 
long to get the Veterans’ Administration to take it over. For two 
reasons they did not. It was a scattered hospital. They wanted it 
bunched together instead of being scattered over many acres. 

Another thing was the matter of staffing, which all recognized. 

So they sold it to the State for a mental hospital. 

Under Hill-Burton, I know cities right now that want a hospital. 
The State does not have the money to match that Federal money. 
These communities raise it. They go to the State, and there is not 
even enough to begin to build the hospitals we want in Ohio. There 
is not enough money raised or appropriated by the State legislatures 
for State institutions. That is not your fault or mine, but the fact 
remains that we must have VA hospitals if our veterans are to be 
cared for. 

Dr. Watsn. I hate to go back to the Hoover Commission once again, 
but that is again one of the things that the Citizens Committee brought 
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out on the medical end. Why should a military hospital be so con- 
structed, in the first place, like the one at Valley Forge, that when it 
comes to the end of the conflict, it is spread all overt The military 
used it as an NP hospital and put 2,400 NP patients up there. 

The VA probably would say, if they have already not, that it is 
too spread out. 

That is what we are getting at. When the Army builds emergency 
structures, why isn’t there some cohesion between the Federal services 
so that that hospital, when the Army is finished with it, would be 
available to the very men for whom it was constructed ? 

Mr. Secrest. Maybe your group and the AMA could forget us and 
go back to C ‘olumbus or up to Albany and get enough hospitals erected 
in the State so that they could take care of all these NP cases. Most 
of them would like to be close to home. Now they have to go out of 
our State to get into one in many instances. 

If you can get that job done, you would not have any problem here 
with this committee. If every State in the United States could take 
care of the veterans in the community and make them happier, we 
would not have this problem here. 

Dr. Watsu. I think perhaps this committee should be in a position 
to put some strings on that Hill-Burton money to stimulate building 
in the States. I know that the AMA and our group, our group would 
work like the devil to do that. 

Mr. Secrest. I think it would be helpful, but it is not this commit- 
tee’s problem. 

Mrs. Rogers. Would the gentleman yield ? 

Mr. Secrest. Yes. 

Mrs. Rogrrs. What effect do you feel that the removal of these hos- 
pitals to other operation than the Veterans’ Administration would 
have? Whateffect would it have on the training program ¢ 

Dr. Waxsu. I think that in part it may hurt their training program. 
But the prime purpose of the Veterans’ Administration hospitals is 
not to train interns and veterans. It isto treat veterans. 

Mrs. Rogers. They have to train interns and residents in order to 
have them given the proper care. I do think the public will be ex- 
tremely angry if a veteran is not given the proper care. 

Dr. Warsu. Mrs. Rogers, I think it creates a vicious circle. They 
say we must have non- -service-connected cases so that we can better 
train the residents, and we must have the residents to treat the non- 
service-connected cases. 

I would be delighted to see them expand the neuropsychiatric or 
chest-disease program. I think it would be excellent. But I feel their 
prime purpose is not to train the residents. It is a coincident purpose 
now, because you have such a patient load, 88 percent, which are gen- 
eral medical and surgical. 

Mrs. Rogers. In taking care of your NP and tuberculous cases, is it 
not very important to have other nonsurgical cases in order that they 
may have training in that? It plays a very important part in NP 
and TB. 

Dr. Wautsu. Of course. 

I feel that any doctor who goes into the subject of specializing in 
TB would be trained as a doctor first, not as a TB specialist first. 

Secondly, they would have available, as they do now, the broad con- 
sultant program, the same as they operate now, which would facili- 
tate the best of care from outside of the Veterans’ Administration. 


—t-nin a th a ah ae a On 
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Mrs. Rogers. How do you explain the fact that so many veterans 
who can afford to pay go into the Veterans’ Administration hospitals 
Do you feel it is because they get the best care? 

Dr. Wats. I do not, no. I feel that it is because they have been 
impressed with the philosophy that they are entitled to it and it S 
something for nothing. I am not decrying the veteran when I ss 
that. The veteran is a human being just like Iam. I am a veteran. 
I can go, too. But the thing is, in some States it is a laugh, a joke. 
We speak to our doctors from all over in our veterans groups, and it is 
simply a joke. 

We had elected cases being taken 150 and 200 miles for hospitaliza- 
tion for veterans, and passed 10 other hospitals on the way, which I 
think is foolish. 

Mrs. Rocers. You ought to see some of the letters that have come in 
a veterans reg rarding the hospitalization. 

*. WALSH. Mrs. Rogers, I am sure it is, because I think that the 
civilian medical profession, non-Government, is in great part respon- 
sible for the staffing of those hospitals. ‘That is why Il hate to hear 
the AMA for example referred to as after a fast buck and one thing 
and another, because without the members of the AMA the Veterans’ 
Administration hospitals could not exist. I think they do get good 
care, and those who are entitled to it should continue to get it. But 
they get the same care in nonveteran hospitals as in others. We do 
not do as one witness said at your hearing. We also rehabilitate. 

Mr. Sayuor. Mr. Frelinghuysen ¢ 

Mr. Fre~incuuysen. I have been so absorbed in the discussion 
I have forgotten most of the questions I intended to ask. One of the 
problems is really a part of definition, what is a service-connected 
disability, to what extent do we determine ability to pay, and who is 
a medical indigent. Iam inclined to agree with Mr. Secrest, that per- 
haps there is some danger or perhaps some inequity in trying to define 
too fine a distinction between a service- and non-service-connected dis- 
ability. We may end up with something which we do not intend to 
have. I really have one question to ask you, and that is along the lines 
that I asked Dr. Martin this morning, in connection with the total 

number of beds that are available in the program. I think your posi- 
tion and his are similar in that you both feel there should be some 
changes made in the use to which those beds are put. 

But do you feel that it is, in size, a reasonable program now? You 
are not suggesting that there should be, for philosophical or other 
reasons, a sharp reduction in the number of beds, as I understand it? 

Dr. Watsu. No, I am not, sir. I feel that we could not bear to 
reduce the number of beds. I think that is perhaps what Mr. Secrest 
wanted before. At this time, I think if you were to change your policy 
or change the policy by law or direction of the VA you would have 
to wait and see what would happen. In 1933, the economy act, when 
they cut off nonservice connection, there was a drastic drop. Of 
course, you had a much smaller amount of veterans then. In 1923 
when they made the law which gave non-service-connection approval, 
it only jamped—from what, 25,000 to 30,000—because you had a very 
few veterans at that time. 

I think that your present building or construction program would 
probably be equitable from the standpoint of hospitalization, if more 
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stress were put on NP and TB hospitals and on general medical and 
surgical, a change in policy in the administration, not drawing too 
fine a line in the beginning. But you would have enough beds, I 
think. 

Mr. Fretincuvuysen. There are two ways in which you would play 
more stress on NP and TB hospitals. One is by building more of 
those hospitals or by eliminating as you suggest non-service-connected 
and general medical and surgic al cases from existing hospitals. 

As you say, there are those who would favor an expansion of the 
program to the extent that is necessar y to handle the cases which you 
suggest should be handled as a Federal responsibility. The only 
thing I am puzzled about, and I don’t know whether you differ with 
the American Medical Association, is the extent to which it is a F ed- 
eral responsibility and whether we need to have any apprehension 
about the continued expansion of the program. 

In other words, you have suggested that you do not like the lack 
of coordination in the programs and the fact that there are milit: ary 
hospitals and veterans’ hospitals and private hospitals and so on. 

Do you think that is part of our soaihann and maybe we can over- 
emphasize the veterans’ aspect and what we should be doing is look- 
ing at the overall problem and seeing how best it can be handled? 

Dr. Watsu. Yes, I would think that there is a definite danger be- 
cause the change in your building program or projected building pro- 
gram would depend entirely upon your policy of admission, and 
also whether you would take advantage of your prerogative tying 
strings on Hill-Burton money and one thing and another, whether 
you could foresee. In other words, we know that we are going to 
build, maybe, five veteran o- eWr by 1956. If Hill-Burton appli- 
cations were made for four NP hospitals at a State level, you could 
finally get the information from the Veterans’ Administration as to 
what percentage of their patients who are already hospitalized may 
still need hospitalization, for example in the long-term NP cases, who 
would be transferable to those hospitals and then better estimate your 
own needs, 

I do not think you could do anything drastic to your building pro- 
gram until you saw what could result from any possible change over 
polic’ y you might consider. 

Mr. Frenincuuysen. I take it you do not have any reluctance to 
the use of Federal funds to build Hill-Burton hospitals. I imagine 
there are those who would like to see the program curtailed, the 
emergency having been met, now to cut it back. 

You are suggesting if there is a need, that the Federal Govern- 
ment can step in to the extent needed. 

Dr. Watsn. I think on Hill-Burton hospitals it would be all right. 
Our group has not passed an opinion on it. My own personal opinion 
on it is that I would like to see it returned to not taking Hill-Burton 
money if it could possibly be done. Again, I think what happens so 
often is that the Federal Government, with well-intentioned mean- 
ing, offers the money and from that point on it is taken for granted that 
it will be given, and no one entity is to raise money for a hospital any 
more without assuming that at least one-third of it will be built by 
the Federal Government. 

Mr. Frevincuuysen. But in any case you think that kind of a 
programing is better than an expansion of the VA hospitals. 
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Dr. Watsu. It will cost you one-third less, of course, because the 
expenses would be less. 

Mr. Frevincuuysen. That is all. 

Mr. Lone. I would like to explore this affidavit that you discussed a 

le bit further, Doctor. I think maybe we are in agreement par- 
ally on the affidavit that there should be an affidavit. But I don’t 
ik that I agree with you on the way you talk about an affidavit and 
want to tell you why before I ask the question. This plan has been 
d before t hi at you speak of, and it did not work out. Of course, we 
do not want to go into another experiment that might not work out. 
I have had an idea and talked with several of the other Congressmen 
nd some doctors. I just wondered what you might think of the 
lidavit that we speak of inasmuch as they doubt we are going to have 
to have an affidavit. There is no use in saying you are not going to 
treat these non-service-connected people because the Congress is dead- 
bent on treatment. ‘There is no use in you and I arguing that question. 
They are going totreat them. The question is what kind of an affidavit 
can we have without going into a lot of expense, as expressed several 
times by Mr. Saylor and others here. 

Do you think it could be possible that we could have an affidavit and 
make this man sign a strong enough affidavit and call his attention to 
the fact that the Administrator could have the privilege of turning 
this over to the district attorney or to the Federal courts to be prose- 
cuted, do you think that that might serve the purpose as well as the 
affidavit that you speak of ? 

Dr. Watsu. Dr. Long, no. I feel that to threaten the veteran with 
prosecution and imply that it would be fraudulent and so on if he did 
it, would be rather the wrong approach. I think that from the stand- 
point of administerability and expense, as Mr. Saylor has suggested, 
adding something similar to this, whatever the Congress thinks or this 
committee thinks, to the ordinary P-10, I think, at least, and I have 
confidence myself, that you would be surprised at the falloff in general 
medical and surgical non-service-connected cases that you would have 
admitted. If I am wrong, we have lost, really, nothing but adding a 
few lines to the P-10 form which would not involve extra expense. 
As the social workers, if you ask them to testify, will tell you you can 
verify most of this by telephone within 20 minutes. There is no, I 
don’t think, added inconvenience. It would give us the chance to find 
out. whether we are wrong or whether we are right. 

Mr. Lona. I notice that you speak of your organization being about 
a year old. I wonder if you have any dentists that belong to your 
organization. 

Dr. Watsu. Yes, sir; we do have. There are about, actually—I 
don’t have the exact figures—3,000 in the 11 Western States. 

Mr. Lone. If I understood you correctly, you are opposed to all 
outpatient oe care? 

Dr. Watsu. I am opposed to the outpatient dental care program 
for non-service-connected teeth, although I will say this—now, wait. 

Mr. Lone. I am talking about service connected, because we don’t 
have any nonservice outpatient dental care. It is all service con- 
nected. 

Dr. Watsn. That is the part we are opposed to. We feel there 
must be a better definition of when is a tooth service connected or when 


is a denture coming to a veteran. That is the part we would like 
clarified. 
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Mr. Lone. But after that has been established, you would agree 
that there should be an outpatient dental care? 

Dr. Watsu. Absolutely, there must be an outpatient dental pro. 
gram. 

Mr. Lone. Of course, as to the establishment of whether it is service 
connected or nonservice connected, I realize something must be done 
there. But what I am trying to get into the record is what you 
think as to the care for these service-connected people. Do you think 
it is advisable that they have some outhospital care ? 

Mr. Watsu. Yes; and I think it could be smaller and with a time 
limit. Again, I refer to the appropriations hearings and the discus- 
sion I think you had with a doctor at that time, where he pointed out 
that a man had a 90-day limit. 

Mr. Lone. The thought I had was that there would not be any way 
to do all the work for service-connected people in the VA hospitals 
and that to save your life you have to have outpatient care. 

Dr. Watsu. No; but one of the things which I wished to point out 
on that, and again I know I am taking too much time, as that other 
doctor said, they give a man 90 days to complete his dental care. 

Mr. Lone. I might say that I realize there are some changes that 
ought to be made, and I think every dentist in the United States 
realizes that, that there are some abuses and some errors on our part. 
For instance, I think the greatest error we are making at this time is 
the manner in which we examine our patients, before they have the 
work done. You have had some thought on that question. What is 
your thought along the line of the time which should be spent in 
examining them ? 

Dr. Waxtsu. Well, I think that the arguments which you presented 
at those hearings were sound. I mean, I feel it should be in the 
opinion of the examining dentist. For example, whether a complete 
mouth X-ray should be taken. If on leaving the service a man has 
one bad, say, wisdom tooth which should be extracted, I do not see 
why you must spend $20 to X-ray his whole mouth. In other words, 
all that he expects from you is that one tooth taken out. Again, if 
he doesn’t have it taken out within 90 days of going to your office, in- 
stead of dropping him to the bottom of the list and giving that decay 
a chance to spread, I would drop him off the list, because if you drop 
him to the bottom of the list, by the time he gets back you have 5 teeth 
to take care of instead of 1. The Government is paying the bill, and 
I think it is unsound. That is all. 

Mr. Lona. Thank you. That is all. 

Mr. Sayior. Doctor, several questions come to my mind, not with 
regard to your statement, but just for the purpose of clarification. 

Is your association an afliliate in any way of the American Medical 
Association ¢ 

Dr. Wausu. No, sir. We have nothing to do with the American 
Medical Association, with the exception as practicing physicians we 
virtually all pay dues to the AMA and are members of the AMA. 

Mr. Sartor. Must you belong to the AMA to be a member of your 
organization ¢ 

Dr. Watsu. Yes. That was put into our constitution originally 
because we wanted the men to belong to their component medical 
societies. 

We have our meetings, for example. We are not a protectional 
group, we don’t collect a lot of money. We have our meetings in the 





HOSPITAL CARE AND OUTPATIENT DENTAL TREATMENT 2483 


county medical society buildings in many cases, and we are given that 
right by being members of the AMA. Even if we choose to go in and 
start an insurrection against the AMA they have to give us that right 
as members of the AMA. I must say they have never interfered at 
all with us, as far as I know. 

Mr. Sartor. I gather from you that in the 11 Western States, 
dentists belong to your organization. 

Dr. Watsu. That is right. That is a decision of the local State 
groups. be aa 

Mr. Sartor. That is determined not by your national association, 
but by the local State groups? 

Dr. Wats. We give them that privilege; yes. And we give them 
the privilege of accepting World War I veterans and also Korean 
war veterans. ‘That is also in the original constitution. 

Mr. Sayxor. Now, even though dentists do belong to your organi- 
zation in certain States, you do not come here professing to speak for 
the American Dental Association ? 

Dr. Watsu. Of course not. Absolutely not. 

Mr. Sartor. Those are the only questions that I have. 

Mrs. Rogers. May I ask one more question: Do you feel that we 
are gradually becoming sort of medicine minded? Do you feel that 
all of this money through the Hill-Burton Act will mean that we will 
be building hospitals for civilians and for veterans and gradually they 
will be given free care? 

Dr. Wausu. Mrs. Rogers, I don’t think it is the intent of this com- 
mittee, the Congress, or the Veterans’ Administration to promote 
socialized medicine. 

Mrs. Rogers. You mean of your committee ? 

Dr. Wausu. No; of your committee. 

Mrs. Rogers. Oh, yes; we are not doing it. This program for vet- 
erans certainly is not socialized medicine. I think it is just the 
reverse of it. 

Dr. Wausu. No; not at all. There is a difference, I think, between 
social medicine and Government medicine. But I feel that it may 
potentially become a very unfair burden, aside from the fact that the 
socialism danger is there, perhaps, it becomes a very unfair burden on 
the remaining segment of the population, particularly as your veteran 
group grows larger. 

Mrs. Rocrrs. If you take more and more of the civilian population, 
possibly, then it will become more and more of a burden on the people, 
will it not? 

Dr. Wausu. I beg your pardon. 

Mrs. Rogers. It will become more and more a burden on the vet- 
erans if you take more and more of the civilian population into hos- 
pitals, into State hospitals ? 

Dr. Wats. No; | think we are all paying taxes, and we are all 
entitled to the same benefits whether we be veterans or not. 

Mrs. Rogers. You do not think the veterans are entitled to more 
benefits because they fought and kept their country free? As much 
as it is an exact science, it is pretty difficult to tell whether the veteran 
has a service-connected disability or not. 

Dr. Wars. Mrs. Rogers, I think the people at home were just as 
anxious to keep this country free. When we were fighting, we were 


= 


not fighting only for them but for ourselves as well. It did not 
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fall on all of us to go. But I do not like the veterans group making 
it sound as if service for one’s country is a chore, or is something that 
must be constantly revered and repaid by the man who stayed at home, 
Many stayed at home who would like to have gone and who could not go, 

Mr. Secrest. May I inject one thing there. There is some dif- 
ference. It so happens that as a veteran I have never received a 
nickel of any kind, and there are 6 out of 7 veterans in this country 
who have never received any pension or compensation and probably 
never will. Those six veterans are helping to pay the bill for the 
other one-seventh, the same as these civilians. For me, I am happy 
to be able to pay it. 

Dr. Wausu. I am, too. 

Mr. Secrest. So you cannot say that the people who stayed at home 
are paying the burden of taking care of these disabled veterans, be- 

cause there are 6 out of 7 of us veterans helping to pay that bill. 

Dr. Waxusu. I am not talking about the disabled veterans, but the 
nonservice connected. 

Mr. Secrest. I am talking about the nonservice, too, because they 
are in the group that draw the pension, 

Dr. Watsnu. I agree 100 percent with you. But if we continue to 
impress, and I don’t mean the committee or the Congress or the vet- 
erans’ organizations, continue to impress the veteran that he is some- 
thing special, that 6 is going to be reduced to 5, to 4, to 3, and to 1, 
because they exert a tremendous amount of influence. I mean telling 
the veteran what the country owes him. 

Mrs. Rocrrs. So many veterans lost their jobs, their chance to 
advance, and so on. 

Dr. Watsn. Those rights which you have made, Mrs. Rogers, 
through your committee, ‘the GI bill and things of that type, I think 
are a fair thing. 

Mrs. Rogers. That does not give them hospitalization. 

Dr. Watsu. No, but that is a fair thing. Because what you have 
done is to give them a GI bill of rights and 4 years to take advantage 
of them. You give them 4 percent money because during the war 
everybody else got 4 percent money and now they can’t get it so you 
give them the guaranty to get it. But you are lending him the money 
and letting him have his self-respect until he pays it back. 

Mr. Secrest. But that is nothing. There are only three things 
that are permanent in this program which are pensions, compensation, 
and hospitalization. Nothing else can be projected in the future 
because it will die, and much of it already has died. The benefits are 
gone. Nobody can reclaim any of it. The Congress let them die 
feeling that the burden and the responsibility had been met. But 
I take it, from you, and I think you have been a reasonable witness and 
you have made some suggestions that will be helpful, I take it from 
you that the program as it exists today, if you knew we would not 
have a need for more or a demand for more than 114,000 beds, you 
would not be worried about any of this program, the service con- 
nected, nonservice connected or anything else, if you thought we would 
stay static where we are now ¢ 

Dr. Watsu. I don’t think anything can stay static. 

Mr. Secrest. No, but I am assuming you are more fearful of the 
burden to come. 


Dr. Watsu. That is right. 
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Mr. Secrest. You do not think that the burden today where we are 
spending less than $5 billion for everything, out of which come, of 
ourse, the education program which will end some of these days, we 

spending $5 billion and most assuredly are going to vote over there 

today on a bill to spend $5.1 billion in Europe, you don’t think that 

an unbalanced program. The veteran gets less money today than 
lid 5 years ago from the budget. 

W e all realize there are 20 million veterans. We do not know what 

1e demands will be. But I think where you will really meet the crux 

f this program is today. ‘There is room for every service-connected 
veteran in a hospital. He is not shut out. If you did away with 
the other category of non-service-connected veterans, you would have 
half of those beds built and no demand for them. Maybe in 10 years 
from now the service connected will use the whole 114,000 beds. So 
nder existing law, automatically this problem stops unless Congress 
builds more hospit: ils. That is the time, I think, really to decide the 
program, when you face the question of what will we do in the future. 
ut if you said today no non-service-connected veterans could be in 
the hospitals, you would have half of our beds empty tomorrow morn- 
ing. 

Dr. Watsn. That is right. 

Mr. Secrest. You would not want that. 

Dr. Watsu. Why wouldn’t I? 

Mr. Secrest. As long as beds are there, the service connected will 
ome along and use as many as they need. 

Dr. Watsu. Just because you have the beds there does not mean 
that the Federal Government should spend $20 a day. 

Mr. Secrest. You would have staff there, you would have the ad- 
ministrative expenses of the hospitals, all of those things. I contend 
ve should use every bed in every VA hospital because today 21,000 
veterans are waiting to enter a VA hospital. 

Dr. Watsn. The VA says their problem is holding their staff. Let’s 
find out. I think the staff might not be too overburdensome. I think 
n some of their NP hospitals they might want to increase their staff. 

Mr. Secrest. That depends on the locality, of course. 

Dr. Watsu. I would like to see what would happen. I think you 
would find, strangely enough, that they would not be in such bad 
hape. 

Mr. Secrest. I do not think you will find that Congress will ever 
hut down half the VA hospitals in the country. But 1 think the real 
problem will come when we get to the place where the existing 114,000 
eds are all needed by service-connected veterans as eventually when 
hey get older they may; then you will face the problem of what to 
lo with the nonservice connected. 

Dr. Watsu. No, now I don’t agree with you. I didn’t see what you 
ere getting at. No; I feel if you do not face the problem today, 

e responsibility to face it is going to come later and the same answer 

“ill be given. “Why face it now; let’s let George do it 10 years from 
ow, r 

Mr. Secrest. It is not a problem today. 

Dr. Watsn. No: the thing is I don’t think there will be a catastro- 
he if the beds were unoccupied at all. I think they could be kept in 
ood shape. They reopened Valley Forge when the Korean war 
tarted in about 2 weeks, without any problem. 

46102 —53-——5 4 
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Mr. Secrest. If they are injured, somebody has to pay for that 
hospitalization, if they need it, and you say they need it. I cannot 
take a veteran over there and say he is sick. A doctor has to put him 
to bed. So if he needs it and has to go there, somebody has to pay for 
it, do they not¢ That is, if he cannot pay for it? Under the law a 
veteran that can pay cannot be admitted. It was not the intent of the 
law, and no veterans’ organization contends it is. 

Dr. Wausu. No; I think that is right. I feel, however, that it 
would not be bad to discontinue the non-service-connected disabilities. 
I know that Congress will not, but I feel that it would not cause any 
great hardship to the Veterans’ Administration. 

But I do think that if you continue the non-service-connected, you 
are still going to have those 10,000 NP patients that they cannot hos- 
pitalize, so they will have to build more facilities for them. Then 
you are going to have an increasing—— 

Mr. Secrest. We can easily give them a preference by law or other- 
wise, or administratively. 

Dr. Waxsu. That is right. But if you don’t face the issue of stop- 
ping on the beds now, the same argument will hold. You will say, 
Weil, we have just built five more hospitals, so why stop the service- 
connected now? So we will fill those, and then we will worry about 
it.” I would say empty the beds now and grow into them with your 
patients, and then if in 1957 you anticipate because you have an 80- 
percent load that you are going to need veterans’ hospitals in 1960, 
then appropriate money to build. I mean, I think that would be the 
way to do it, but never let yourself get so low that it would be a 
hardship. 

Mr. Secrest. I think from most of our efforts, and I am talking 
practically, there may come two things which would be beneficial. 
One would be the shifting of the burden as to which cases come in 
first, a priority of an NP over some fellow who had a lesser need, or 
an operation that could wait or things of that kind. I think you 
might get some priorities established. I think there might be a pos- 
sibility if all of you who testified in front of this committee tried to 
come up with some suggestion as to how we can reserve these beds as 
they were intended for indigent veterans. 

Dr. WausH. We will be pleased to help in any way we can. 

Mr. Secrest. Those are 2 things that might do some good that 
will come out of these hearings, and I think we should confine our 
efforts toward those 2 ends, because I don’t think as a matter of 
practicality in God’s world there will or should be any more than that 
done. 

Mr. Savior. Dr. Long? 

Mr. Lona. Inasmuch as the doctor is now talking before me, I thank 
you personally for your frank statement, and I think you have been 
bery helpful. 

Dr. Watsu. Thank you, sir. 

Mr. Sartor. I have just been notified that there will be a rollcall 
vote very shortly. The committee will stand adjourned until 10 o’clock 
tomorrow morning. 

(Whereupon, at 3:57 p. m., the committee was recessed, to recon- 
vene at 10 a. m., Tuesday, July 14, 1953.) 
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TUESDAY, JUNE 14, 1953 


House or REPRESENTATIVES, 
SUBCOMMITTEE ON HosprraLs OF THE 
Commirtter on Veterans’ Arrairs, 
Washington, D. C. 

The committee met at 10 a. m., the Honorable John P. Saylor (act- 
ing subcommittee chairman) presiding. 

Mr. Sartor. The committee will come to order. 

We are happy this morning to welcome in the audience a group of 
students from the American U niversity. It is delightful to know that 
you people who are down here furthering your education are taking 
time out to actually see how your Government operates. While we 
cannot permit you to break in and ask any questions, I am sure that the 
staff of this committee stands ready to offer you any assistance at any 
time to explain anything that happens. I certainly hope that when 
you go back to the university and back to your respective communities, 
you will be better informed citizens. 

At this point I would like to insert into the record a copy of an 
article which appeared in the Public Health Report of April 1953, 
titled “Hospital Beds in the United States in 1953,” by John W. 
Cronin, M. D., Maurice E. Odorff, M. A., and Leslie Morgan Abbe, 
BS 

Without objection, it will be inserted in the record at this point. 

(The article referred to is as follows :) 


Hospital Beds in the United States 
in 1953 
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By John W. Cronin, M. D., Maurice E. Odoroff, M. A., and Leslie Morgan 
Abbe, B. 8. 


Dr. Cronin is chief of the Division of Hospital Facilities, Public 
Health Service. Mr. Odoroff is chief and Mr. Abbe is assistant 
chief of the program evaluation and reports branch of the division. 


Hospital beds are symbols of hospital services and are not an end in then- 
selves. They do provide a useful measure of the physical facilities at hand for 
furnishing hospital services. The capacity to provide adequate health care in 
a community or a nation can be gaged substantially by the number of beds 
available, in relation to the number of people living in the area. 

Prior to 1946 the building of new hospitals and hospital additions in the United 
States was sporadic, proceeding slowly in some communities and rapidly in 
others, according to local pressures and means and without regard to any 
general pattern or orderely plan. At the same time many communities and sec- 
tions of the Nation had little or no available hospital care within ready reach, 
The end of World War II made posible a renewed interest in providing for 
many domestic needs. Physical facilities for the Nation's health became one 
aspect of this interest. 

A broad program was launched in 1946 by Federal legislation to assist the 
States to inventory their existing hospitals, to define the total need for hospitals, 
and to map out a construction program to provide needed hospital and health 
center services. Financial assistance was included, both for planning and con- 
struction. This legislation, the Hospital Survey and Construction Act (Public 
Law 725, 79th Cong.) has been popularly known as the Hill-Burton Act. Its 
administration was placed under the Surgeon General of the Public Health 
Service, as a part of the basic Public Health Service Act. 

It required more than a year to develop initial inventories and comprehensive 
plans. Hospital inventories existed, compiled by the American Hospital Asso- 
ciation and the American Medical Association, but the idea of inventory-plus- 
statewide program was entirely new. The first complete set of these compre 
hensive plans reflected the facts as of about January 1, 1948. Today, after 5 
vears of experience on the part of the State hospital agencies, the record has 
been refined and general planning is based upon more intimate knowledge of 
local situations. 

This report appraises the situation nationally and locally, as reflected by the 
current State hospital plans under the Hospital Survey and Construction Act, 
It also comments on the influence of the Hill-Burton program during 5 years 
of operation and refers to current problems relating to standards of need and 
standards for the degree of Federal aid now appropriate. 


WHERE WE ARE NOW 


In the Nation as a whole we now have 1,218,000 existing hospital beds, accord- 
ing to State plan inventories of January 1, 1953. These plans excluded Federal 
beds. This total is 202,000 more than was recorded in the first Hill-Burton 
inventory as of January 1, 1948. Of these, however, 161,000 beds are classified 
by the State agencies as nonacceptable on the basis of fire and health hazards, 
so that our net acceptable plant for all purposes is 1,057,000 beds. Almost one- 
half of this total, or 495,000 beds, is in general hospitals; mental hospitals have 
431,000 beds; tuberculosis hospitals, 86,000 beds; and hospitals for chronic care, 
44,000 beds. 

The Hospital Survey and Construction Act establishes standards of need, 
for planning purposes, in each category of hospital. These standards are limits 
for construction with Federal assistance and do not preclude State planning to 
higher levels if warranted. For most States, however, the standards established 
in the Hill-Burton Act are much beyond the level of existing facilities. By 
these standards about 850,000 additional beds are needed nationally to provide 
adequate hospital care for all the people. Of these, 336,000 are needed in mental 
hospitals, 262,000 in chronic hospitals, 219,000 in general hospitals, and 31,000 
in tuberculosis hospitals. Percentagewise, the Nation has 77 percent of its 
need met in tuberculosis facilities, 69 percent in general hospitals, 56 percent in 
mental hospitals, and 14 percent in chronic hospitals. 

The historical record, by years from 1948 to 1953, for each category appears 
in table 1. By definition under the present regulations, this inventory excludes 
beds for civilians in Federal hospitals. These are chiefly in facilities of the 
Veterans’ Administration, plus a comparatively small number of beds in the 
hospitals operated by the Indian Service and the Public Health Service. 
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During the 5 years for which comprehensive State planning has been carried 
on, considerable net progress has been made in general hospitals: 107,000 addi- 
tional acceptable beds are recorded, a gain of 28 percent. Tuberculosis beds 
have also increased more than 20 percent. Mental and chronic beds, on the 
other hand, while increasing slowly, are not keeping up with growth in popula- 
tion and obsolescence. In both these categories the remaining need is greater 
than in 1948. This constitutes one of the major challenges facing the Nation 
today in meeting the need for adequate hospital services. 

National trends and national totals do not accurately reflect the real picture 
in regard to specific regions of the country. Among the States, wide differences 
exist aS to relative status in providing an adequate hospital plant. Similar 
differences exist among the major socio-economic regions of the Nation. Gener- 
ally speaking, the States with large means have the least unmet need, while 
the least wealthy States have the greatest need. Thus, New York and Con- 
necticut have only about 3.2 beds per 1,000 population still required, for all 
purposes. Mississippi and Alabama each need 8.3 more beds per 1,000 popula- 
tion, while the national average of unmet need is 5.5 beds per 1,000 population. 
Regionally, the greatest unmet need for general hospitals is still in the South- 
eastern States, although substantial progress has been made here during the 
past 5 years. 

Similar contrasts appear for mental hospitals. The unmet need, nationally, 
is still 2.2 beds per 1,000 population. In New England it is only 1 bed per 
1.000, but throughout the Southeastern and Southwestern States this need 
is nearly 3 beds per 1,000. Comparative positions are shown in the maps and 
in table 2. 


TABLE 1.—Civilian hospital beds in the United States and Territories, 1948-53 


Existing beds 


Estimated | | Estimated 
| additional 
|Nonaccept-|——— | beds needed 
| able 2 

| Number 
| 


Hospital category and year 


} Acceptable 
(as of Jan 1) 


| totai beds 
eded 1 
needed | Total 
Percent of | 
total need 


All categories: | 
19% i au | | , 218, 781 | 161, 364 1, 057, 55. 848, 567 
1952 1, 899, j , 193, 836 | 176,013 | 1,017, 3. 6 881, 983 
1951 . — . , 883, , 185, 480 | 175, 56: 1, 009, 53. 6 873, 569 
1950 : , 850, 05: . , 535 | 166, 339 952, 5 | 897, 856 
11mg . , 6 , 025, 179 145, ¢ 879, 896, SO1 
1948 Rided ; . , 016, 712 | 5s 867, 9 | 908, 441 
General hospitals | | 
5 , 493 | . 495, 18! .3 | 219, 22% 
, OR4 9, 750 474, ZA, 3 
, 798 606 469, 4 231, 
3, 814 028 437, ) 244, 
3 , o64 397, 
, 254 388, 
Menta! hospitals 
19f3 — gepeen 766, } 90, 591 431, 
1952 755, 097 te 801 412, 
1951 | 4, 323 3, , 730 | 415, 
1950 725, 203 | 32, 72 399 
1949 ‘ 2, 150 , 304 | 381 
1948 ; 500, : 427, 858 3 


3, 506 
1, 597 
, 604 

513 
2, 906 
3, 007 
10, 949 
14, 865 
16, 572 


14, 077 


4, Odd 


title VI of Public Health Service Act 
sified by State agencies, on the basis of fire and health hazards 


Source. State Plans for Hospital Constru-tion. 





2490 HOSPITAL CARE AND OUTPATIENT DENTAL TREATMENT 


& 
é 


Remaining 


Need 


Hospital 


Beds 


Chronic Disease 


The Hospital Survey and Construction Act requires that a coordinated system 
of general hospitals be planned within each State, under which regional hos- 
pital centers would provide leadership, specialized care, and consultation for 
smaller community hospitals within the region. Under the Hill-Burton program 
the United States is composed of 375 such regions, as defined in present State 
plans. Studies of these regions show that there are actually wide differences 
as to the level of facilities now available in single hospital regions. In Arkansas 
the proportion of acceptable facilities available varies from region to region, from 
about 25 percent of need met to nearly 75 percent. In Florida, it ranges from 
42 percent to 87 percent; in Kansas, from 52 percent to 92 percent; and in Idaho, 
from 45 percent to 96 percent. Obviously, State totals may obscure important 
differences among hospital regions in the present available plant. 

For local communities there are also areas of acute need with little or no 
available hospital plant. A recent check shows 250 hospital areas still without 
any acceptable hospital facilities. These areas include about 3 percent of the 
Nation’s population and require some 13,000 beds to meet standards for general 
hospital care. This study also shows that about 5 percent of the population of the 
Nation live in areas where less than 25 percent of the general hospital facilities 
needed are available. These facts give some indication of the work yet to be 
done. 
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EFFECT OF THE HILL-BURTON PROGRAM 


The act requires a continuous inventory and positive planning of hospital ex- 
pansion in each State. This has greatly stimulated orderly growth of the 
Nation’s facilities for protecting the health of its people. Its direct encourage- 
ment of construction has been substantial, when measured by the dollar volume 
of hospital construction (1,2). During the last 3 years the value of work placed 
on Hill-Burton projects has averaged about one-third of all non-Federal hospital 
construction (see chart). 

A number of additional benefits also have accrued (3). Perhaps the most 
significant, in regard to improving the quality of service, have been the very 
apid increase in State statutes establishing hospital licensing, improved archi- 
tectural design, attracting of physicians to rural communities, and creating 

reater awareness of the problems of adequate care for chronic illness, 

The effect of the hospital survey and construction program is quite significant 

regard to the distribution of projects assisted. This is governed by the statu- 
tory formula for allocation among the States of the annual appropriation and by 
the conditions required as to a graduated scale for matching local funds. In 
each State, the formula for matching is based on population, weighted by its 
financial ability. As a result, the greatest Federal assistance has been given 
in the least wealthy States. The record shows that remaining need is still the 

eatest in these States. 
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TaRBLe 2.—Additional needs for hospital beds in the United States as of Jan. 1. 
1958, according to State hospital plans approved under the Hill-Burton Act 
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Expressed broadly, the Hill-Burton program in 5 years has assisted in build- 
ing about 1 bed per 1,000 population in the neediest States. These are States 
where the remaining additional need is still about 8 beds per 1,000 population. 
\ proportionally lesser volume of assistance—about 0.3 bed per 1,000 population— 
has been accorded States with the least unmet need. In these States the remain- 
ing need is now under 3.5 beds per 1,000 population. Comparative study of the 
relation between remaining need and the degree to which these States are rural 
in character shows that the greatest need occurs in those States which have the 
highest proportion of population living in rural areas. In brief, Hill-Burton aid 
has been distributed to the greatest degree in those States which are least wealthy, 
most rural, and with greatest proportional unmet need, 

Within the several States, distribution of assistance to specific projects has been 
governed by a priority system based on unmet need, as established in the State 
plan. In consequence the stimulus of Federal assistance has encouraged many 
communities where unmet need was the greatest to raise local funds fur match- 
ing Federal grants, in acordance with the intent of the act. Recent studies have 
indicated that 38 percent of all general hospital beds added with Hospital Survey 
and Construction Act assistance have been in places under 10,000 in population; 
$1 percent in places of from 10,000 to 50,000 population; and 31 percent in metro- 
politan cities of over 50,000 population. Nearly 600 new projects have been 
placed in communities which previously had no acceptable hospital. At the 
other end of the scale, 21 teaching facilities at university medical centers have 
been assisted in 18 States. 

Major emphasis has been placed by State agencies on Hill-Burton assistance 
to general hospital projects. As of January 1, 1953, general-hospital beds added 
by approved projects amount to 73,168, of a total of 96,428 beds in all types of 
hospitals. A gradual change in this emphasis for most States appears important, 
if a reasonable balance between categories of facilties is to be attained. 
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The hospital survey and construction program makes funds available not only 
for hospitals but for public health centers. In the Nation to date 377 such pro- 
jects have been approved. The largest number of these, 283, will serve the 
30 million people in the 11 Southeastern States. In this region these projects 
constitute a substantial increase in facilities available for ren medicine 
and extend a means of providing for good health at a very moderate outlay. 
These projects represent a total expenditure of $28 million, or about 2 percent 
of the estimated total cost of $1,588,000,000 for all projects assisted through Janu- 
ary 1, 1953, by Hospital Survey and Construction Act funds. 
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PROBLEMS AHEAD 


After 5 years of active operation of this cooperative Federal-State program, 
problems are emerging which were not at first anticipated. One group of prob- 
lems invilves the technical aspects of setting more precise standards of need : 

1. The standard for tuberculosis beds required, as gradually evolved since 1917, 
is not on a population basis but is related to the mortality rate. The mortality 
rate for tuberculosis continued to decline rapidly and dropped to a rate of 20 
per 100,000 population for 1951. This is in contrast to a rate of 46 in 1940 and 200 
at tle turn of the century. New cases of active tuberculosis, however, continue 
to be d'scovered at a rate which is declining very slightly. It now seems clear that 
new standards based on incidence of active cases should be substituted for the 
present basis of planning under the act. 

2. One of the important innovations in the Hill-Burton inventory is the dis 
tinction made between acceptable and nonacceptable beds. For planning pur 
poses, only acceptable beds are recognized as counting against total need. There 
is still a considerable variation among State plans as to the degree to which 
nonacceptable beds have been identified and taken into account for planning 
As shown by table 1, nonacceptable beds today amount to about 15 percent of 
all existing beds in the Nation. In some States only a few such beds have been 
distinguished. Sometimes this arises from the assumption that facilities 
licensed must be held acceptable, even though there may be substantial public 
hazards existing. For example, Kentucky and Alabama have recorded only 
about 0.25 bed per 1,000 population as unacceptable, while Mississippi, Louisiana, 
and Virginia report 1.5 beds or more per 1,000 population as unacceptable. Three 
States—Georgia, Kansas, and Connecticut—have recently modified their records 
by increasing the designation of unacceptable beds very substantially. There 
is a need for the establishment of practical and comparable minimum standards 
of acceptability. 

3. A third technical problem relates to the role of existing beds for civilians 
in Federal hospitals. Supporters of the viewpoint that these beds should be 
included in State hospital plan inventories are increasing. According to last 
available reports, there are existing about 46,000 such general-hospital beds 
for civilians, 55,000 mental-hospital beds, and 15,000 tuberculosis-hospital beds, 
which are not now recorded in Hill-Burton plans. These are not distributed 
uniformly among the States in relation to the population, and cannot all be 
regarded as reasonably accessible. They still constitute a considerable propor 
tion of the total actual hospital plant. For the present they could probably be 
added to the record without changing the levels of total need, since many States 
find these goals greater than the apparent ability of their people to achieve at 
this time. 

A second group of problems relates to broad policy for standards governing 
the degree of Federal assistance: 

1. The Hospital Survey and Construction Act constitutes a fairly advanced 
form of grant-in-aid principles. It has the practical effect of producing its 
maximum program in States of minimum income and greatest need. Various 
proposals have arisen for modifying this distribution of aid among the States 
and also for requiring State support in addition to local support. 

2. Within most States there are marked differences among hospital areas 
in need and financial resources. The present Hospital Survey and Construction 
Act recognizes this situation. An option is provided which varies the per 
centage of Federal assistance on specific projects, as an alternate to selecting 
a single percentage for all projects in any one State. Interest in using this 
option is inereasing, as it facilitates actual construction in remaining areas 
having acute need and restricted means. 


SUMMARY 


1. The number of existing hospital beds provides a useful measure of the 
hospital services available to a community and to the Nation. 

2. Continuing inventories and comprehensive State plans under the Hospital 
Survey and Construction Act of 1946 define total need for hospital beds and 
indicate a positive construction program. 

3. According to these State plans (which do not include Federal beds) the 
United States on January 1, 1953, had 1,057,000 acceptable hospital beds for 
civilians, or 56 percent of the total need. The existing national plant for each 
category of hospital amounted to the following percentages of total need: 


@ 
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Tuberculosis, 77 percent; general, 69 percent; mental, 56 percent, chronic, 14 
percent, 

4. Marked differences exist among the States and among the broad socioeco- 

nomic regions of the country in the relative number of hospital beds available 
per capita. Present resources, or their lack, are closely related to the economic 
ability of the area. 
5. The Hill-Burton program has had a considerable impact, through 5 years of 
itive operation, in beginning to reduce differences in unmet need for beds— 
locally, by States, and by broad socioeconomic regions. The total dollar value of 
work put in place with Hill-Burton aid has averaged about one-third of all non- 
Federal hospital construction. Its distribution has been both rural and urban. 
Although the actual number of beds for mental and chronic care has increased 
considerably since 1948, growth in population and the need for replacing obsolete 
facilities has increased the net deficit of beds needed in these categories. On the 
other hand, in this period the unmet need for general hospital beds was reduced 
by one-fourth, and for tuberculosis beds by one-half. 

6. Although statewide planning for hospital construction is now accepted prac- 
tice, through the encouragement of the Hill-Burton Act, there are still technical 
problems of defining more precisely the standards of need. Problems also remain, 
as to the appropriate amount and distribution of financial assistance to local 
communities, in order to level out deficits in hospital beds and attain facilities 
for the promotion of adequate health care throughout the Nation. 
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Mr. Sartor. This morning we have before us Mr. Francis Garvey, 
representing the American Dental Association. 
Mr. Garvey, we will be glad to hear you this morning. 
We are sorry that we could not get to Dr. White yesterday. 


STATEMENT OF FRANCIS GARVEY, COUNCIL ON LEGISLATION, 
AMERICAN DENTAL ASSOCIATION, ACCOMPANIED BY B. J. CON- 
WAY, SECRETARY, COUNCIL ON FEDERAL DENTAL SERVICES, 
AMERICAN DENTAL ASSOCIATION 


Mr. Garvey. Mr. Chairman and members of the committee, Dr. 
White was taken ill on the plane coming down to testify and had to 
return to his home, so I am going to testify in his place. 

With me is Mr. Conway of Chicago, LIl., secretary, Council on Fed- 
eral Dental Services. 

Mr. Chairman and members of the committee, the American Dental 
Association, as the representative of 70,000 dentists, is sincerely inter- 
ested in the dental program of the Veterans’ Administration. Various 
aspects of that program have been from time to time considered by 
the association and its several councils and presently, two councils are 
preparing recommendations with respect to changes for the considera- 
tion of the association’s house of delegates in September. Thereafter 
the association hopes to be able to make specific recommendations for 
new legislation to your committee. 


THOUSANDS OF DENTISTS ARE VETERANS 


_ Before taking up some of the specific matters in which you are 
interested, I think that you would like to know that the American 
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Dental Association can appraise the dental program not only from the 
professional viewpoint of dentists but also from the sympathetic view- 
point of veterans. Many of our members over age 50 served in World 
War I, either as dentists or enlisted personnel; some 22,000 of our 
members were dental officers in World War II and many of our newer 
members also served in that war, studying dentistry after discharge 
under the Servicemen’s Readjustment Act sponsored by this commit- 
tee. Presently some 6,000 of our members are on active duty in the 
armed services. 

In the letter of your chairman requesting the association to appear 
at this hearing a number of questions were proposed. It is our in- 
tention to discuss only questions which relate to the dental program; 
however, since we believe that the real problem for consideration is the 
dental program itself and not merely the outpatient phase of it, we 
intend to discuss the nature and background of that program for 
the benefit of the committee. 


LEGISLATIVE HISTORY OF THE PROGRAM 


Some form of dental benefits has been provided to veterans since 
1919. In that year, Treasury Circular 165 directed the Public Health 
Service, then a unit of the Treasury Department and then charged 
with the medical care aspects of the veterans program, to provide den- 
tal care for its beneficiaries including veterans. Such care was to be 
given on an outpatient basis, participating hometown dentists were 
to be used and a fee schedule for operations was set out. This direc- 
tive was expanded in 1920 by Public Health Service Circular 77 
which authorized both treatment for dental disabilities compensable 
in degree and adjunct dental treatment for hospitalized veterans. 
Dental treatment was mentioned in Public Law 47, 67th Congress, 
which established the Veterans’ Bureau. That law required that 
application for treatment be made within 1 year after separation from 
service or date of enactment whichever was later. In 1922, Veterans 
Bureau Regulation No. 17 set out detailed instructions for the 
handling of dental claims, established a rating schedule for such claims 
and applied the 1-year presumptive rule to oral disorders. 

The World War Veterans Act, 1924 (sec. 202, par. 9) again spe- 
cifically authorized the Bureau to provide dental care and for the 
first time also authorized the furnishing of dental prosthetic appli- 
ances. Dental care was mentioned once more in Public Law 628, 
68th Congress, approved March 4, 1925. However, dental benefits 
were repealed with all other benefits by Public Law 2, 73d Congress. 

They were restored by Veterans Regulation No. 7 for service-con- 
nected cases in March 1933. This was supplanted by Veterans 
Regulation No. 7 (a) in July 1933, which regulation remains the 
foundation of the dental program today. Under that regulation— 
The Administrator * * * is authorized in his discretion to furnish to hon- 
orably discharged veterans of any war * * * and to men honorably discharged 
from the * * * Army, Navy, Marine Corps, or Coast Guard for disabilities in- 
curred in line of duty, such * * * dental services as may be found to be reason- 
ably necessary for diseases or injuries incurred or aggravated in the line of 
duty in the active * * * service. Such persons may be furnished with such sup- 
plies, including dental appliances * * * as the Administrator * * * may de- 
termine to be useful and reasonably necessary, which dental appliances * * * 
may be procured * * * either by purchase or manufacture * * *, 
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The 1-year presumptive period for dental diseases was reinstated 
under the authority of Public Law 141, 73d Congress, approved 
March 28, 1934. World War II veterans were brought within the 
scope of hospital and domiciliary care benefits (which include adjunct 
dental service) by Public Law 10, 78th Congress, approved March 
17, 1943. Public Law 16, 78th Congress, shortly thereafter made 
veterans’ benefits, including dental care, available to prevent the inter- 
ruption of a course of vocational rehabilitation training. In 1959, 
Congress, by Public Law 791, 81st Congress, established service 
connection for all disabilities (including dental) of veterans of the 
Spanish-American War, the Philippine Insurrection, and the Boxer 
Rebellion. Public Law 894, 8ist Congress, granted to Korean vet- 
erans benefits similar to those conferred upon World War II veterans 
by Public Law 16, 78th Congress. Public Law 28, 82d Con- 
gress, approved May 11, 1951, extended outpatient and inpatient bene- 
hits, including dental care, to Korean veterans. 


1954 APPROPRIATION ACT RIDER 


On that legislative history rests the Veterans’ Administration den- 
tal program. However, it 1s shortly to be modified again by a rider 
contained in the 1954 Independent Offices Appropriation Act. That 
rider, if enacted into law in the form in which it passed the House of 
Representatives, will eliminate the 1-year prima facie period and 
will require all veterans, who do not have a dental disability at least 
equal to 10 percent of total physical disability, to establish, at time 
of discharge, existence of dental defects for which care is claimed 
and to make application for such care within 1 year after the date of 
enactment of the law or 2 years after date of discharge, whichever 
is later. This rider will amend by implication Public Law 791, 81st 
Congress, and will also require Spanish War veterans to prove service 
connection for dental disabilities. 


SUMMARY OF DENTAL BENEFITS 


There is one other regulation which bears directly upon the scope 
of the problem, but I wiil defer discussion of that until later. At this 
time let me summarize the dental benefits to which a veteran is 
entitled : 

He is entitled to inpatient dental care— 

1. If he is hospitalized for treatment for a service-connected dis- 
ability the cause of which is dental in nature. 

2. If he is hospitalized for a service-connected disability not aris- 
ing from a dental condition but dental care is necessary to cure his 
ailment. (This is known as adjunct care.) 

3. If he is hospitalized for a non-service-connected disability and 
dental care is necessary to complete his treatment. (This is known 
as auxiliary care.) 

4. If he is hospitalized for a long-term illness or if he is a member 
or a domiciliary institution, irrespective of whether the cause for hos- 
pitalization is service connected. (This might be known as domicili- 
ary care.) 

He is entitled to out-patient dental care (which may be given either 
m a Veterans’ Administration installation or by a participating den- 
tist) : 
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1. If he has a service-connected dental disability amounting to 10 
percent of total disability. 

2. If he has a dental disability of less than 10 percent and he can 
establish that such disability occurred in service and was in existence 
at the time of his discharge, and if he applies for treatment within 2 
years of the date of his discharge or 1 year after the enactment of the 
1954 Independent Offices Appropriation Act. 

3. If he is a veteran of the Spanish-American War and is in need 
of dental care. (This, however, may be affected by the 1954 Indepen- 
dent Offices Appropriation Act and in my judgment it probably will.) 

4. If he is receiving outpatient care for some other service- 
connected disability and dental care is indicated as necessary to a cure, 
he may receive it as adjunct care. 

5. If he is pursuing a course of training under either Public Law 
16, 78th Congress, or Public Law 894, 81st Congress, and needs dental 
care to prevent interruption of training—that will be knocked out by 
the Appropriation Committee rider. A veteran is never entitled to 
outpatient care on a non-service-connected basis. 


RECOMMENDATION OF THE ASSOCIATION 


The American Dental Association believes that it is proper and 
necessary to provide what we have termed “domiciliary care” to veter- 
ans hospitalized for long-term illnesses or who are members of domi- 
ciliary institutions since such persons are, in effect, wards of the Gov- 
ernment. It believes also that the so-called adjunct or ancillary care 
should be made available to veterans, when, in the judgment of the 
physician and dentist concerned with the case, such dental care is 
necessary to aid in the improvement of the health of the patient. It 
would likewise approve the granting of adjunct (but not auxiliary) 
care on an outpatient basis. 

However, the association cannot approve the basis upon which 
the present program is administered. This has nothing to do with 
the personnel involved in the program but our disapproval goes to 
the philosophy and scientific basis under which the program is car- 
ried on. 

PHILOSOPHY OF VETERANS’ BENEFITS 


It is the belief of the association that veterans’ benefits fall logically 
into two classes: (a) Those which are given in fulfillment of an obli- 
gation of the people of the country to those members of the population 
who served in the Armed Forces and as a result of that service suffered 
some injury or other disaster for which the country ought to compen- 
sate the serviceman; () those which are given as free gifts of a grate- 
ful people to those of its citizens who served in uniform. 

Most service-connected benefits fall into the first group. Most non- 
service-connected benefits fall into the second group. Now with re- 
spect to the second group: Since benefits under this class are in the 
nature of a continuing gift, the flow of bounty can be withdrawn at 
any time. With respect to the first group, since they are in the nature 
of an obligation, they must be continued. However, it is perfectly 
proper for the obligor—here the Government—to examine at any 
time the nature and extent of its obligation. If it is doing less than 
it ought, then more should be done. If it is doing more than it is 
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obliged to do, then the excess over the obligation falls into the second 
group and may be either continued or withdrawn at the option of the 
giver. 

Within these terms, what is the obligation of the Government to the 
veteran for dental health care. We would say that it—the Govern- 
ment—has an obligation to the individual while he is in service to 
refrain from doing anything which would decrease the state of his 
health below that which existed at the time of his entrance into service, 
and, if the exigencies of service are such that his health is deteriorated, 
then to restore him, insofar as it is possible, to a state of health com- 
parable to that enjoyed by him at the time of induction. This obliga- 
ion the Government has assumed and it atttempts to discharge it 
through the agency of the Veterans’ Administration. 


OPERATING REGULATION OF VA 


The obligation for dental care is discharged under the authority 
of the laws which I have earlier mentioned. However, the day-to-day 
operation is predicated upon the following regulation (regulation 170, 
section 9162) originally adopted in 1927 and still in effect : 

Bach individual missing or defective tooth and each disease of the investing 
tissues will be considered separately and service-connection granted only for the 
specific disability shown by the evidence to have been incurred in, or aggravated 
by service. Teeth extracted subsequent to discharge, due to service-connected 
disability, will be considered as extracted or lost in service. Impacted teeth will 
not be considered as incident to or aggravated by service. [Emphasis supplied. ] 

This regulation directs adjudicating personnel what to consider and 
how to assign service-connection. After adjudication it is the practice 
to allow the professional judgment of the dentist to be the determin- 
ing factor as to the extent of treatment to be given for each disability 
noted. However, it is the practice of the Veterans’ Administration 
to consider that once service-connection is granted for a tooth or for a 
tooth-space that the particular tooth or tooth-space must be cared 
for throughout the life of the veteran. 

In other words each tooth or tooth-space is considered as an entity 
in itself for purposes of service-connection, and treatment is granted 
accordingly. 

The practice based upon this theory is one of the contributing causes 
to the present and prospective high cost of the program. Dentists and 
the American Dental Association consider that the theory is scientifi- 
cally unsound and that the practice goes beyond the obligation of the 
Government to the veteran. ‘To understand this, let me first review 
the method by which adjudication is made and then discuss the nature 
and prevalance of oral disease. 


ADJUDICATION PROCEDURE 


Adjudication is made on the basis of the serviceman’s health 
records, or where they are missing, or incomplete, upon the basis of 
other evidence in support of the claim. The first thing to be con- 
sidered is the state of the mouth at the time of the induction or entry 
into service. This is compared with the chart of the mouth as of the 
time of discharge. If a tooth was indicated as having no fillings or 
cavities at the time of induction but that there are fillings or cavities 
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at the time of discharge that tooth is granted service-connection. If 
a tooth was filled at the time of induction and the record shows sub- 
sequent fillings or treatment that tooth will also be deemed to be 
service-connected. If a cavity was present at the time of entrance 
and is still present, but untreated at the time of discharge no service- 
connection is granted. If a tooth is removed in service which was 
sound at time of entrance, the tooth space will be given service-connec- 
tion. Once service-connection is granted all services necessary to sup- 
port the tooth or tooth space will be given by the Veterans’ Adminis- 
tration which professional judgment indicates to be necessary. _Thus 
a tooth will be refilled if new cavities develop, an artificial tooth will 
be inserted if the tooth is lost and bridges covering missing non-ser- 
vice-connected teeth will be made where such procedure is necessary in 
order to supply an artificial tooth for the service-connected tooth 
space. 


CONTINUING BENEFITS PREDICATED UPON UNSOUND SCIENTIFIC THEORY 


The association considers this philosophy to be unsound unscientifi- 
cally because, so far as anyone can tell, there is nothing peculiar about 
service conditions which will cause an individual to have had more or 
less cavities than he would have had, had he not been in service. At 
the present level of dental knowledge a properly placed filling or other 
restoration is all that can be done fora carious tooth. If, subsequently, 
another cavity appears in the same tooth, in most cases, it will arise 
from a separate cause and cannot be considered as a sequella or result 
of the first cavity. Consequently, the association would consider that 
if a tooth were filled in service and the filling was in place at the time 
of separation, such tooth should not be considered as service-connected 
since all that could possibly be done with respect to the cavity which 
occurred in service had already been done. Similarly, if the record 
shows that cavities are present at the time of separation, and the tooth 
is in such condition that a filling or other restoration can be made, 
then the obligation of the Government should be fulfilled by the ac- 
complishment of that restoration. Again, if extraction is indicated, 
the obligation of the Government should be to supply a satisfactory 
prosthetic appliance. To support the tooth for life, over and above 
these procedures, falls within the class of gift benefits referred to 
earlier. The association firmly believes that the obligation to care for 
one’s health is primarily the obligation of the individual. Conse- 
quently, after the Government has fulfilled its obligation on account 
of disabilities arising in service, we believe that such individual should 
take over for himself. We believe that a satisfactory filling or a 
completed appliance properly installed should fulfill that obligation. 


CLASSIFICATION OF DENTAL DISEASES 


For purposes of this discussion oral disorders may be classified, 
roughly, into three groups: ‘ 

(a) Traumatic injuries, that is those caused by an outside force 
such as might result from a gunshot wound in the jaw or from receiv- 
ing a rifle butt in the face. These are clearly service-connected and 
the necessity for continuing care can easily be determined from the 
nature of the injury itself and from the progress of the patient. 
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(b) Periodontal disease, that is disorders of the gums. Since with 
the exception of specific infections such as Vincent’ s Angina, com- 
monly called trenchmouth, these are rare in the age groups generally 
in service, service-connected for them is relatively rare and, where it 
is granted, the professional judgment of the dentist can readily de- 
termine when the particular disorder is cured so that the Government 
can be discharged from further obligation. 

(c) Caries, that is cavities in the teeth. This is one of the most 
prevalent diseases of mankind since it affects about 95 percent of the 
population. Studies have indicated that tooth decay is a problem 
that begins at birth and continues throughout life—or so long as a 
person has his natural teeth. We can expect that 50 percent of all 
children at the age of 2 2 will have 1 or more carious teeth and that by 
the age of 6 at least : > primary teeth will be affected. Fourteen per- 
cent of all children will develop cavities in their first permanent 
molars and by 16 most children will have at least 7 teeth which are 
decayed, missing, or filled, with 14 tooth surfaces affected. At 50, 
nearly half of the population will be wearing some form of denture 
or will have missing teeth which ought to be replaced artificially. 
From this you can see that the occurrence of caries during the period 
of service is something which probably would have happened to the 
individual even had he never donned a uniform. 

Since caries is the most prevalent of all dental diseases, it follows 
that treatment of this disorder will naturally be one of the great prob- 
lems of the Veterans’ Administration. If the theory that ‘each tooth 
is a service-connected entity is adhered to the development of new 
cavities in teeth will involve expensive, repeat treatment and, if the 
tooth is ultimately lost, will involve its support through prosthetic 
ap pliane es. Further, it le: ids to the care of non-service-connected teeth 
since if 3 teeth in a row are missing and 1 is service connected the only 
way that an appliance for the service-connected tooth can be made 
is to make a bridge for the entire space. 





DENTAL PROBLEMS ARE ACCUMULATIVE 


Since dental disorders are accumulative, and since the affected indi- 
vidual neither dies nor gets well, it can readily be seen that accumu- 
lated neglect, or even some months of delay in treating an early man- 
ifestation of disease can lead to more complicated and expensive 
reatment than would have been required had early treatment been 
given. But because Congress either will not appropriate enough 
money to meet an accumulated backlog, or because it is not made 
available administratively for this program, a natural consequence 
is that treatment cannot be given as needed and additional expense 
results. 

If you weigh these facts which I have presented against the total 
number of veterans theoretically eligible for dental treatment, and 
consider the additional liability assumed under the tooth-entity the- 
ory, you will see that the costs of the program will always be ex- 
tremely great. 

SUGGESTIONS TO CONGRESS 


What can the Congress do about the program which will be fair 
to both the veteran and the taxpayer? Sea the association will 


not be prepared to make a specific recommendation before our house 
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of delegates passes upon the question, as we see it now there are sev- 
eral alternatives open to the Congress. 

One of these would be to examine the laws granting dental care 
in the light of the administration of those laws and determine if 
perhaps more liberality is being shown than is required under the 
specific wording of the law. Congress has always been extremely 
liberal with veterans but it is possible that it never intended to grant 
as much as is now available in the way of dental benefits: If the 
association’s views are accepted that no more can be done for a carious 
tooth than to make a restoration, or for a missing tooth than to pro- 
vide a replacement, then the tooth-entity theory would be destroyed 
and much of the repeat treatment now given would no longer be 
allowed. 

Another alternative might be to amend the existing laws so as to 
put a time limit upon the eligibility of a veteran for dental care after 
his discharge or the enactment of the law. There is precedent for 
this procedure in Public Law 47, 67th Congress. The proposal has 
also been made in two bills now pending before your committee and 
something similar was briefly considered but rejected during the 
debate on the Independent Offices Appropriation Act, 1954, rider 
relating to dental care. This question would have to be studied care- 
fully from many viewpoints before categorical limits could be set. 

A third way might be to discard present laws relating to dental 
treatment with the exception of those applying to domiciliary, adjunct, 
and auxiliary care and to substitute a “one complete treatment mechan- 
ism. Such a system might work as follows: At the time of discharge 
all dental defects would be noted by the examining dentist at the 
separation center. If not corrected there, the veteran could be given 
a certificate, with a copy to the Veterans’ Administration, indicating 
exactly the work to be done. The veteran could then present his cer- 
tificate to the Veterans’ Administration for endorsement of its ap- 
proval, and then take the endorsed certificate, within a time to be fixed 
after separation, to either a Veterans’ Administration clinic or to a 
participating dentist and have the work described in the certificate 
performed. If a participating dentist did the work, he could certify 
its completion on the certificate and return it to the Veterans’ Admin- 
istration for payment. Such a procedure would eliminate the need 
for adjudication and other administrative procedures and also the 
need for repeated examinations to determine what work had to be 
done. The time limit would act as a cost limiting factor unless the 
Congress would from time to time extend the period. 

This procedure would answer the problem for the future veteran 
but it would not solve matters so far as present veterans are concerned. 
But it might be possible to adopt a similar procedure by offering cor- 
rective treatment to all veterans for any defects presently in the 
mouth as a complete fulfillment of the Government’s obligation to the 
veteran. If those who desired to avail themselves of such benefits were 
required to apply for examination and treatment within a series of 
time limits to be fixed according to age groups, with a requirement 
for completing treatment within a reasonable time after the examina- 
tion, it might be possible, within a few years to dispose of the existing 
backlog of obligation. These procedures would be initially expensive 
and much money would have to be appropriated in each of the next few 
years to get the job done but, thereafter, if Congress held firm, the 
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dental problem would be both manageable and within reason as to 
cost. 

Your committee had asked specifically about the outpatient pro- 
gram. We hope that our testimony has indicated to you that it is 
not the outpatient phase of the program which is the problem but 
rather the program itself. Whether dental care is given in Veterans’ 
Administration clinics or by participating dentists is merely a detail 
to be determined administratively as a method for accomplishing a 
job which the Congress has assigned to the Veterans’ Administration. 
It is manifestly impossible to procure enough dentists as employees 
of the Veterans’ Administration to solve the problem in that way. 
It is hardly possible to meet today’s demands under the program even 
with the help of participating dentists. 

The real question which faces this committee is “What sort of 
dental benefits will be provided to veterans?” In this statement we 
have merely tried to indicate the scope and extent of the problem. 
We would recommend that this or some other subcommittee set aside 
a special hearing time of one or more complete days to consider only 
dental problems. They are sufficiently complex and sufficiently num- 
erous to warrant such attention and we believe that such hearings 
would prove fruitful. We thank you for the time you have given 
us and will be happy to try to answer any questions you may have. 

Mr. Sartor. Mr. Garvey, I want to thank you for this fine state- 
ment. In view of the fact that we are privileged on this committee 
to have another member of the dental profession, I am going to depart 
from the customary rule of alternating on the right and left and move 
directly to Dr. Long and ask him to take over for the preliminary ques- 
tioning. 

Mr. Garvey. I might say that Dr. Long is a member of our asso- 
ciation of long standing. 

Mr. Lona. Mr. Chairman, there are some things here that I feel 
this committee and dentists who know their business should go into 
and study more fully. I am agreed with the general outline in this 
matter that has been presented by the gentleman this morning. 

The gentleman has mentioned outpatient care. The thing that 
has disturbed me, as I have mentioned here before, is the great amount 
of money that has been spent for examination and processing purposes. 
Now, that was caused by the manner in which the Veterans’ Admin- 
istration demanded of the out-dentists that they make certain X-rays 
and examinations. 

I would like to ask if you do not think if a dentist is qualified to do 
the work and has been certified by the Dental Association, could 
not that dentist make that examination and determine in his office 
whether the man needed an X-rav or not, and if he had to have such 
an X-ray he should be charged the regular price that other dentists 
charge? 

Mr. Garvey. As you know, I am the attorney for the association 
and I am a little up in the air to answer that question technically, 
but I agree generally. I do know that many dentists are dissatisfied 
with the procedure because they feel that between the time the neces- 
sary administrative procedures are performed delay ensues which 
causes accumulated decay, and therefore they have to start over again 
with a second set of X-rays with no further remuneration. I know 
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that that is the feeling of the profession. I do not know how it can 
be avoided. 

Mr. Lone. In other words, you feel it is a dental problem and should 
be solved by dentists with this committee ? 

Mr. Garvey. I think that you are correct, sir. 

Mr. Sayvor. Mr. Garvey, [ believe it is customary practice among 
the dental profession when cavities occur in the front teeth to instal] 
what is known as porcelain fillings. These fillings do not have the 
staying qualities of silver or gold inlays. 

Due to the acid in the mouth, they dissolve more rapidly in some 
individuals and less rapidly in others. I think all dentists agree that 
there is a normal life dependent upon the metabolism of the individual 
patient. 

Now, if in the service such a filling were put in, according to the 
statement that you have read, the association would consider that the 
tooth filled in the service and the filling in place at the time of separa- 
tion would be all that was necessary and that the entire obligation of 
the Federal Government is complete. 

Mr. Garvey. Yes. You must realize under service regulations you 
might never get one of those porcelain fillings unless you were a 
general. There is very little of that material available to the service- 
man. He would probably get a silver amalgam, which is a good filling. 
I cannot tell you about the porcelain filling because I am not a dentist. 
They will stay in there quite well, and there is a good deal of rehabili- 
tation work done now for prosthetic and orthodonic purposes which 
may involve jacketing may of the teeth with procelain. It seems to 
holdup. Studies are going on at the Bureau of Standards with respect 
to improving these materials all the time. 

The association, in conjunction with the Federal Government, 
sponsors a rather expensive research program to find out about these 
things. If, in the judgment of the dentist, the restoration is properly 
made, then the association believes no more can be done. But about 
the serviceman who got that porcelain crown, he got a little cumshaw 
job some place. 

Mrs. Rogers. There does not seem to be any hostility on the part 
of the dentists toward the program, is there? I think that the Ameri- 
can Medical Association was rather hostile toward some of the 
program. 

It does not seem from your statement, and from what I hear, that 
the dentists have any particular hostility toward the program. 

Mr. Garvey. We think the program is core unnecessarily ex- 
pensive because of the repeat treatment phases which are involved. 
We feel that a veteran, if he had a disability in service, is entitled to 
what the Government can give, and if the Government wants to give 
the second treatment for a gift over and above that depends upon the 
state of the public purse, and whether they should give a gift as 
distinguished from fulfilling an obligation. 

There are things about the administration of the program which 
naturally many dentists complain about, but you can complain about 
the good Lord not giving us 8 days in a week instead of 7. 
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We will be glad to cooperate in making suggestions on how it can 
be corrected so that it will be fair to the veteran and the taxpayer, 
and of course all of us are taxpayers. 

Mrs. Rogers. Is there any shortage of dentists? 

Mr. Garvey. That is a relative question, Mrs. Rogers. We have at 
the present time in the country 93,000 dentists. We are producing 
about 3,000 per year. Some of those are presently being drained off 
into the military because of the Korean situation, and numbers are 
lost from death and retirement. 

There may be a dislocation of dentists in some communities but we 
feel the dental profession can meet all the present demand. If you 
were to stimulate the demand you might find some problems. We 
have opened three new schools since the war. There are seven more 
being contemplated for opening in the next decade, and we believe 
over a period of time there will be as many dentists as the country can 
connie use. 

Mr. Evins. Mr. Garvey, I think that you have made a very helpful 
statement, outlining the history of the law on dental care and pro- 
cedures. Your recommendations are also specific, and should be 
helpful to the committee. Let me summarize and see if I have 
correct the position of your association. 

First, if a tooth is lost while in service, you would restore that 
tooth, and if a space is there and the veterans wants the space filled, 
you will replace that space with a tooth—replacement and restoration. 

Furthermore, you recommend perhaps a time limitation—a limit 
on the time when a veteran, after discharge, may apply for dental 
care. 

Mr. Garvey. Yes; without being specific as to how long, because 
we have not been able to determine yet from the number of eligible 
people, but we feel if you do go into a time limit program it should 
be a program which can be definite at the end of the time and will 
not have to be disturbed in the future encouraging veterans to believe 
it will be further extended. 

Mr. Evins. Your association has not taken any action on a specific 
period ? 

Mr. Garvey. No. We will consider this question extensively in 
September in our house of delegates meeting in Cleveland. These 
are preliminary studies on which we think the membership would 
be in general agreement. 

Mr. Evins. Does your association feel that dental treatment should 
be continued for a veteran who has been admitted to a hospital for 
either a service-connected disability or a non-service-connected dis- 
ability ¢ 

Mr. Garvey. If an individual is in the so-called domiciliary type 
of institution, the NP hospital or the TB, yes. The question of serv- 
ice connection is immaterial. That man is on a maintenance basis and 
if dental care is needed to supply his total health, then dental care 
should be given. If, in the judgment of a physician and a dentist, a 
man has a service-connected disability and he is in the hospital for a 
short time, even with a non-service-connected disability, if dental 
treatment is indicated, we think that he should be entitled to that 
dental treatment. We would not like to see the auxiliary treatment 
given on and outpatient basis. 
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Mr. Evins. Auxiliary treatment on an outpatient basis you object 
to, and you suggest a time limitation. 

Mr. Garvey. The auxiliary treatment is not presently given on an 
outpatient basis. We would not want to see it extended to that. We 
have no objection if the program is carried on an outpatient basis a 
long as the veteran is entitled to the benefits, because there are 900 
dentists, I believe, employed by the Veterans’ Administration, includ 
ing those in the Claims Department at the present time. You could 
possibly take care of your veterans with that many dentists. You 
have to have a hometown participating program. 

Mr. Evins. That is the point that I wish to get your position on, the 
outpatient contract dental service. Would you continue that? Would 
you discontinue it? Would you modify it, and if so, in what respect? 

Mr. Garvey. It would depend entirely on the law, Mr. Evins. If 
the law granted certain benefits to veterans, we will assume that they 
have had an adjudication that they are entitled to. 

Mr. Evins. What does your association recommend with respect to 
continuing or discontinuing or modifying the present law with respect 
to the dental contract program ¢ 

Mr. Garvey. We would not recommend anything except that Con- 
gress appropriate whatever amount of money is necessary to meet the 
cost of the benefits they have given. It is manifestly impossible for 
the Veterans’ Administration to take care within its own employees, 
or by its own employ ees, the total program which you have author- 
ized. It would be absurd to say that you should discontinue the 
hometown phase of the program when you know the veteran could 
not get the care. You would just have them clamoring to Congress 
every day and beating the doors of the Veterans’ Administration. 
They cannot get the care frequently in the hometown program because 
of the administrative details involved. 

Mr. Evins. Your recommendation then, it would seem, is largely 
one for the Appropriations Committee ? 

Mr. Garvey. We made a recommendation to the Appropriations 
Committee. We feel your committee should study the so-called pro- 
gram as it is now administered and determine whether or not this 
repeat type of treatment which makes the program expensive and 
which increases the volume, should continue to be given. 

Mr. Evins. That is what we are endeavoring to do at present. 
That is the point that I am trying to find out from you as the attorney 
for the association—just what your association specifically recom- 
mends. 

Mr. Garvey. We would recommend that the veteran be given such 
treatment as he needs while he is in service and that any disability 
present at the time of his discharge be remedied as soon as possible 
and that the Government thereafter be discharged of obligation to 
the veteran, unless he should become a long-term patient in an NP 
hospital or other hospital, where he would need attention and care. 

Mr. Frevinciuvysen. As a New Jersey member of thé committee, I 
am disappointed that we did not have Dr. White, from New Jersey, to 
testify. 

I was most interested in your statement. I felt at times as though 
whoever prepared the statement had his tongue in his cheek, or his 
cheek in his mouth, or something like that. 
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I would like to continue with what Mr. Evins has mentioned, and 
that is the number of dentists in the VA and their relationship to 
the participating dentists in the whole program as it is now set up. 
There are 93,000 dentists in the country, and you just said that there 
were 900 regularly employed by the Veterans’ Administration. 

Mr. Garvey. It is about 900; yes. 

Mr. Frevincuuysen. In addition to these, how many are in a par- 
ticipating status ? 

Mr. Garvey. I believe some 62,000, according to Dr. Fowler’s testi- 
mony before this committee in February. That number have indi- 
cated that they would participate. I believe that the actual number of 
dentists participating is much smaller. Those are the ones who ini- 
tially indicated they would participate if the patient came to them. 
They have the right to refuse patients, of course, and many of them 
have large enough practices so they do not have the time to take new 
people who might be referred by the Veterans’ Administration. 
Others handle a sizable number of them. 

I do not know offhand. You would have to ask the VA just how 
many dentists get some work every year from the VA. 

I can put it another way: The $23 million which is appropriated 
this year will " resent about two-tenths of 1 percent of the a 
dental bill for the year, which will run over $1 billion this yea 
Consumer ee for dental work will be roughly $1 billion. 
of which the Government will probably spend $23 “mnillion out of 
this program. 

Mr. FreLiINGHuyseN. Does your association have any feeling about 
whether or not it is desirable or not desirable to ex pand the number of 
dentists employed in the VA‘¢ Do you favor participating dentists 
over regular employees? 

Mr. Garvey. We would not like to see the entire program be con- 
fined to a clinic basis unless it became small enough to become man- 
ageable. We wouid not like to see the VA overextended to where 
you would need some thousands of dentists doing the day-by-day 
clinie work to take care of the needs. We would rather see it done 
as it is done today . 

Mr. FreLINGuHUYSEN. Your recommendation is being made in order 
to prevent such an overexpansion ; is that the reason / 

Mr. Garvey. No. You said a while ago that you thought this 
paper was prepared with a tongue in the cheek. I assure you that 
it was not. It was seriously prepared. I happened to prepare it 
myself. 

Mr. Fretincuuysen. There are some references to the fact that 
you might need dental care as long as you live, or until you did not 
have teeth. 

Mr. Garvey. That is an accurate statement. You do need dental 
care as long as you live, or as long as you have your teeth. 

Mr. Fretinguuysen. What I am wondering about is your criticism 
of the so-called tooth-entity theory. I never knew until this morn- 
ing that I had a service-connected tooth space in my head. What is 
your basic objection to that entity theory ¢ 

Mr. Garvey. That it places upon the Government a responsibility 
which it should not have. For example, if you go to a private dentist 
this morning and he fills a cavity in any tooth, let us say your second 
molar, you can go back to him in 6 months and have another cavity 
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in the second molar. He is going to charge you again for doing that 
work because he has done all the work that he could do the first time, 
and this is a different cavity. It did not arise because of the first one. 

Now, in some exceptional cases you can say that the second dental 
disorder is the result of the first; that the tooth may have flared up 
from the work on the cavity that was there originally. A dentist 
can generally determine that. But dentists do not believe if you have 
a, cavity on what they call the buccal side of the tooth, the outside, 
and subsequently you get one on the lingual, or inside, at a later date, 
the one on the inside is the result of the first. The tooth entity theory 
presumes that a cavity that appeared in the service is the ultimate 
cause of all cavities which appear in that tooth for the rest of your life. 
That is scientifically unsound, and if it is scientifically unsound, the 
Government is responsible only for the first cavity and not for sub- 
sequent cavities which arise in that tooth. Those subsequent cavities 
which arise in the tooth may ultimately cause the removal of the 
tooth. If you hold that the whole tooth is service-connected, the 
Government at that time becomes responsible to make a bridge for 
it. You might have an exceptional cause where you would have to 
make a full upper and lower denture. We do not believe the Govern- 
ment has that sort of an obligation to the veteran. 

Mr. Fretrncuvuysen. Do you feel that it is a question of over- 
liberal interpretation on the part of the Veterans’ Administration 
which has resulted in the devdlopaiedt of this tooth-entity theory ? 


Mr. Garvey. We think that it might be. | 
Mr. Fretincuvuysen. I am not sure, in spite of your statement, just 
how your association feels about the rider in the appropriation bill, 


the dental rider. 

Mr. Garvey. Do you mean the effect of it? 

Mr. Fretincnuysen. Well, whether you approve of it or not. You 
mentioned that it may have an effect on the Spanish War veterans and 
you do not actually say whether you like the effect that it may have. 
I was just wondering, generally speaking, whether you like the rider 
or not. 

Mr. Garvey. Our recommendation to the Appropriations Commit- 
tee was that they abandon the rider and let the legislative committee, 
which had time to study the problem, come up with some recommenda- 
tion. We feel that this committee, or any other legislative committee 
which studies these problems, will enunciate pretty well what the will 
of the people is toward this problem, and we are perfectly agreeable 
to abiding by that. If you have a liberal program, we will cooperate 
with you. If you have a tight program, we will cooperate with you on 
that. 

Mr. Frevincuuysen. From the point of view of your association 
you do not need to worry about the prerogatives of the various com- 
mittees and whether or not it should come up to the Appropriations 
Committee or whether it should come up this way. You can tell us 
whether you like the purpose, whether you think the purpose is being 
achieved by the rider put in, and whether you approve of that purpose. 

Mr. Garvey. Well, yes; we would be substantially in agreement 
because the effect of that, or one effect, would be to require the Govern- 
ment to establish that he did have a service-connected disability at the 
time he was discharged. That is in line with our statement. 
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Mr. Frecincuuysen. You do not mind having it necessary that he 
prove at the time of discharge that it was a service-connected disability. 

Mr. Garvey. We feel that he should. 

Mr. Frevincuuysen. Tell us about what effect this might have on 
the Spanish War veteran and whether you approve that or not. 

Mr. Garvey. Of course, all lawyers disagree on the interpretation 
of laws, but under the rules of construction as generally applied that 
rider will have the effect of amending the law presently in effect which 
it cuts across. It cuts across the recent law, Public Law 794 or 891, 
which affects the Spanish War veterans, and it requires every Spanish 
War veteran, under its terms, as I interpret it, to prove that he had 
a dental disability at the time of discharge. I do not think many of 
them can do that because of the lapse of time. 

Mr. Fretincuuysen. If it was not the intent of Congress to have 
done that, there might be some need of correction if the rider is 
retained. 

Mr. Garvey. Yes. I think the Veterans’ Administration will prob- 
ably hold that way—that the Spanish War veterans are affected ep it. 

I want to assure you that our tongue was not in our cheek. We are 
perfectly serious. 

Mr. Frevinecuuysen. No offense. I think it is very good to lighten 
the testimony every now and then. 

Mrs. Kerr. I was very glad to hear Mr. Garvey’s statement and I 
consider that he made a very real contribution to the problem facing 
us in the field of outpatient dental care. It seems to me that the 
critics of the Veterans’ Administration perhaps may have some valid- 
ity in their criticism, insofar as it relates to the dental program. I 
am appreciative of the helpful suggestions which have been presented 
by representatives of the American Dental Association and I believe 
that some of them can form the basis of a solution for this problem. 

Mr. Secrest. I have no questions. 

Mr. Tracue. I have no questions. 

Mr. Lona. I think that it might be helpful to go into one more thing 
here. This question of service-connected and non-service-connected 
is sort of getting out of hand. What I think we would like to do is to 
draw the line and have some sort of law which will not permit some 
of the abuses that have been going on. 

I notice that you mentioned that the soldier who comes out now 
gets a certain kind of examination. Would you think that we could 
go back and take the rest of these soldiers and establish a card so 
that it would stop all this trouble about having to be examined every 
time they come in? 

Mr. Garvey. As a practical matter, if you applied a system such 
as that to the existing veteran population you would almost have to 
buy all of the dental disabilities that exist today and clean up their 
mouths on that basis without respect to whether they were service- 
connected or not. It would be a pretty big job and I would not be 
prepared to say this morning how much money it would take. 

Mr. Lona. Will the association make a study along that line? 

Mr. Garvey. Yes. 

Mr. Lona. I will tell you what worries me. A fellow will come in 
with a service-connected tooth. We will have to take it out. We put 
in 1 and then he comes back and we might have to put in 5. Finally 
it winds up that you have to make a full upper and lower denture. 
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I want to render the service that is proper, but I want to find a place 
to stop. I think this committee does. I think they want to give the 
service the man is justly entitled to, maybe lean over a little, go a 
little too far, but in my humble opinion I think that it would pay the 
Government to stop right now and clean up, and then have your tight- 
eningup. As they come out from the Army from here on out, we will 
have a card to work with and have no bother with the service- -con- 
nected. That is the point that I have in mind. I do not know what 
the rest of the committee thinks about it. I think that it would be 
well to think about that. 

Mr. Freyitincuuysen. The suggestion has been made several times 
that a part of the reason for the backlog which now exists in these 
dental cases is because the men, while they are in service, are not given 
adequate care or treatment, or that the treatment is started and is not 
completed. How does your association feel about that? Is there any 
merit in that line of thinking ¢ 

Mr. Garvey. There is probably some merit to it because the prob- 
lems of the service are peculiar to the nature of the operation being 
undertaken at a particular time. In the service they ordinarily try 
to give a man an examination within the first 60 days he is in. Ac- 
tually it is much sooner than that in must instances, They take what 
they call bite wing X-rays, which are very good for diagnostic pur- 
poses. They make a report from that. This is done while in recruit 
training as often as possible. Then he is sent to his first permanent 
installation. Before he is sent overseas, or anywhere else, they at- 
tempt again to bring him into better dental shape. Once he gets 
out of this country and goes abroad, even though they have morei 
dentists over there, somehow he does not seem to get the treatment 
that he should have. He finally goes through his period of service 
and comes back and he goes to a separation center where they make an 
examination. They generally tell him that he can have the work 
done before he is discharged, but like all of us who were in, he is im- 
patient to get out and he waives that and goes on about his business. 

For a while I believe the armed services were telling the Korean 
veterans especially, as they came out, “Do not bother us about getting 
this work done for you; we do not have the manpower. Go to the 
Veterans’ Administration and they will take care of you.” That un- 
doubtedly has increased the burden tremendously in the past year. 
But we have worked that out and the Surgeons General have in- 
structed people at the separation centers no longer to give that gra- 
tuitous advice. However, it will always be a problem because it is 
not possible, with the exigencies of the service, and with the things 
other than the availability of dentists—for example, a line com- 
mander wants so much time for drill and training, or a fatigue detail, 
or gunnery practice aboard a ship—and there is not the time to go to 
the dental clinic even though the dentist may be sitting around and 
would like more patients. 

Mr. Fretrncuvuysen. Would you venture an opinion‘about whether 
the dental care of the men in the service is adequate ? 

Mr. Garvey. I think that there are sufficient dentists in the service 
to take care of most of the immediate problems. They are fine Ameri- 
can dentists giving just as good een of dentistry in the service as 
they would on the outside as civilians, so the man is at least exposed 
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to high quality dental care. Whether it is always available to him 
or not, I am not in a position to say. 

Mr. Sartor. You hers made a very good statement. It covers the 
dental profession and leaves it open to any interpretation that any- 
one wants to place on it. 

Thank you, Mr. Garvey. We appreciate your having appeared 
before us. 

I would ask if, at your convention in September, there are any defi- 
nite resolutions passed, that this committee receive copies of them 
as soon as they are passed. 

Mr. Garvey. Yes. Actually, if there seems to be some evasion in 
the statement today, it is because it has not been approved by the 
house of delegates. By the first of October I think we will be able 
to transmit to you some concrete things. 

Mr. Sartor. The next witness we have represents the Accident and 
Insurance council, Mr. Robert Crichton. 


STATEMENT OF ROBERT CRICHTON, COUNSEL FOR THE AMERICAN 
LIFE CONVENTION, ACCOMPANIED BY WILLIAM WASHBURN, 
PRESIDENT OF THE AMERICAN HEALTH INSURANCE CO. OF 
BALTIMORE 


Mr. Cricuton. I am Robert A. Crichton, counsel for the American 
Life Convention. The American Life Convention is a life insurance 
company organization which, along with the Life Insurance Associa- 
tion of America, represents companies having 98 percent of all life 
insurance in force. I am authorized to speak “for both organizations, 
whose life insurance company members write a substantial volume of 
hospitalization insurance. 

With me is Mr. William Washburn, president of the American 
Health Insurance Co. of Baltimore. Mr. Washburn is chairman of 
the committee on economics of medical care of the Bureau of Accident 
and Health Underwriters. 

I also appear on behalf of the Bureau of Accident and Health 
Underwriters, the Health and Accident Underwriters Conference, 
and the Life Insurers Conference which are other insurance company 
organizations representing companies selling hospitalization insur- 
ance. ‘The American Mutual Alliance, another insurance company 
organization, also concurs in the statement I am about to make. 

Together, these six associations include in their membership insur- 
ance companies writing nearly all the hospitalization insurance in 
this country, other than that written by Blue Cross. 

L appear at the invitation of your subcommittee to explain the 
general types of hospitalization insurance contracts and their relation 
to the program of VA hospitalization for non-service-connected 
disabilities. 

Voluntary hospitalization insurance covered approximately 91 mil- 
lion persons in this country at the end of 1952; that is more than half 
the total population. Of this total, slightly over half were insured 
with insurance companies. The balance were insured by Blue Cross 
plans and similar community or medical society sponsored prepay- 
ment hospitalization plans. 
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A typical hospitalization insurance policy sold by an insurance 
company provides two types of benefits; one covering room and board 
charges by the hospital, the other covering all other charges made by 
the hospital, each within separate dollar limits. Often associated 
with the hospitalization insurance coverage is some additional surgical 
msurance protection, covering surgeon’s fee up to dollar limits speci- 
fied in a schedule of various operations. Still other policies may 
cover the fees of attending physicians other than surgeons, and in the 
case of the newly developed “major medical” insurance, designed to 
protect against the cost of long-term and expensive illness, the cost of 
nursing care and other expenses incident to serious illness are insured 
against. 

Further to describe insurance-company-underwritten hospitaliza- 
tion-insurance protection it is divided into two broad types—group 
insurance policies covering a number of persons under one single 
master policy, and individual policies covering only individuals or 
members of a single family. Group insurance policies are usually 
bought in connection with employee welfare plans, in which instance it 
is customary for an employer to pay a substantial part of the cost of 
the coverage, or even all of it. Individual policies, on the other hand, 
are usually paid for wholly by the person insured. 

In designing the hospitalization-insurance protection sold to the 
public, insurance companies have followed a fundamental underwrit- 
mg principle which holds for all similar lines of insurance, namely 
that the purpose of the insurance should be to compensate for an 
actual loss or expense to the person insured. As a result, hospital 
insurance policies do not generally make provision for payment with 


respect to hospital stays which cost the patient nothing. For example, 
hospitalization-insurance policies, and for that matter Blue Cross pre- 
payment plans as well, do not normally pay for hospital stays re- 
sulting from occupational accidents, because such stays are covered by 
workmen’s compensation laws and there is no net financial loss to 
the patient to be insured against. 

As an extension of the principle that pomnert should be made only 


when there is a loss or expense incurred by the patient, most insurance 
companies do not make provision in their policies for payments where 
charges arise only because of the existence of insurance. This is the 
point which bears directly upon the question of whether payment is 
made by insurance companies for stays in VA hospitals for non-service- 
connected disabilities. One of the insurance trade associations for 
which I am speaking, recently made a survey of the practices of its 
member companies with respect to stays in VA hospitals. It found 
that a majority of the companies explicitly provide in their policies 
that the insurance does not cover instances where no charge is made 
which the person insured would have to pay, mentioning specifically 
hospitals owed or operated by the United States Government. Other 
companies use policies without such explicit provisions, but which 
by their very nature and design do not make provision for payment 
where there is no hospital bill the patient would have to pay. 

VA hospitals presently do not make charges for non-service-con- 
nected disabilities of admitted veterans where there is no insurance. 

I might add there, Mr. Chairman, as a matter of explanation, that 
the type of the policy I am talking about, is the type of policy that 
pays the claim upon the happening of the event, regardless of whether 
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the veteran incurs expense or financial loss. The event insured 
against in the hospitalization policy of that nature would be the 
hospitalization of the insured. Upon the happening of the event, 
payment becomes due. Generally that type of policy is designed for 
ease in administration on the part of the insurance company. Rather 
than having to make the payment dependent upon the presentation 
of a bill, the insured simply presents the fact that he was heupitalioed 
and payment is made. 

Mr. FrevincuvuyseN. I do not understand the sentence that the VA 
hospitals presently do not make charges for non-service-connected 
disability where there is no insurance. Do not make charges to whom? 

Mr. Cricuton. To the veteran. 

Mr. Fretincnuouysen. They do not charge the veteran? 

Mr. Cricuton. No, sir. 

Mr. FretrncuvuyseNn. If he is a non-service-connected case and is 
hospitalized, do they charge the veteran ¢ 

Mr. Cricnton. There is no charge. 

Mr. Frecincuvysen. If he qualifies for admission. 

Mr. Cricuton. I am unable to understand your question. I am 
simply saying that there is no charge made to the veteran upon his 
admission to a VA hospital. 

Mr. Secrest. If he has an insurance policy payable for his hospitali- 
zation, then they charge him to the extent of that policy? 

Mr. Cricuron. If I may be permitted to, I would like to address 
myself to that question as I develop the statement. 

Mr. Frevtincuuysen. You are just laying the groundwork for the 
statement that is coming? 

Mr. Cricnton. Yes. 

Mr. Fre_trncuuysen. Excuse me for the interruption. 

Mr. Cricutron. Neither does the Veterans’ Administration make a 
charge when the veteran has insurance, so long as his right to collect 
under the policy does not depend upon the presentation of a bill for 
VA hospital services (see VA Technical Bulletin 10A-306, sec. 3b (3) ). 
It is on where the veteran has insurance, and where that insurance is 
of the type under which payment is made only if there are hospital 
charges, that the Veterans’ Administration attempts to collect from 
the insurance company. No attempt is ever made to collect insurance 
proceeds from the veteran. 

It can be stated quite simply why insurance companies design their 
policies so that no payments are called for in these instances where 
charges arise only because of the existence of insurance. It is to pro- 
tect the buyers of the insurance from the unfair burden of additional 
premium costs which would otherwise result. The buyers of hos- 
pitalization insurance must in the long run pay, through insurance 
premiums, what the insurance companies pay out in claims, in addi- 
tion to what they as buyers of insurance must pay as taxpayers toward 
the general support of VA hospitals. 

It has been our experience that the buyers of insurance, particularly 
employers and labor unions which are parties to group insurance 
policies, generally do not wish to have part of the group insurance 
premiums they have paid spent for claim payments to VA hospitals. 
In the final analysis, those claim payments would be of no direct value 
to the veterans themselves. The veterans would receive no money; 
any payment made would be made direct to the Veterans’ Adminis- 
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tration. But if claim payments were made to Veterans’ Administra- 
tion, to cover charges which arise only because of the existence of 
insurance, most buyers of hospitalization insurance would be justified 
in feeling discriminated against. 

What has in the past been a tax-supported VA hospitalization pro- 
gram would then become only a partially tax supported hospitaliza- 
tion program, the balance of the cost becoming a charge against that 
part of the public which buys insurance. This, we feel, would dis- 
criminate against the buyers of insurance. 

I might call your attention to a detailed description of the present 
insurance situation set forth in a letter by Vice Adm. J. T. Boone, 
retired, Chief Medical Director of the Veterans’ Administration, to 
Representative Alvin M. Bentley. With the chairman’s permission, 
I would like to make that a part of the record. 

Mr. Sayior. Without objection, it will be admitted as a part of your 
statement. 

(The letter referred to is as follows:) 


May 
Hon. ALVIN M. BENTLEY, 
House of Representatives, Washington, D. C. 

Dear Mr. BentLey: Receipt is acknowledged of your letter of May 14, 1953, 
addressed to Mr. Harold G. Lockwood, Assistant Director, Congressional Liaison 
Service, which has been referred to this office for consideration and reply. In this 
letter you indicate that it has been brought to your attention that the Veterans’ 
Administration has encountered considerable difficulty in attempting to collect 
from some private insurance companies for hospitalization furnished to veterans 
for treatment of non-service-connected conditions. Furthermore, it is your under- 
standing that although 14,592 veterans were treated for injury and sickness for 
the first half of fiscal year 1952, and that bills totaling $4,913,390 were sent to 
the insurers, only $1,265,564 was collected. You requested that we advise you 
whether the difficulty in collecting the difference between what was actually 
billed and the sum that was collected was due either to faulty legislation or failure 
on our part. Please be reassured that neither of these two reasons are responsible 
for noncollection of the full amount billed. 

The figures quoted by you are identical with those taken from information 
supplied the Comptroller General by the Veterans’ Administration and contained 
in the report of the Comptroller General to the chairman, Committee on Veterans’ 
Affairs, which showed the collections accomplished for the first half of fiscal year 
1952. This report has been the subject of considerable correspondence by this 
office. In fact, it was the basis for an Associated Press article and appeared in 
many newspapers throughout the country. Unfortunately, the newspaper release 
was not entirely consistent with all the facts. Because of certain omissions in 
the article by its author, many persons have raised questions along the line of 
those raised in your letter. Some correspondents have assumed that the differ- 
ence between the figures billed and the collections represent liabilities of insur- 
ance companies which they refuse to pay. That this is not a fact, may, I think, be 
readily demonstrated. In fact there is no significance whatever in the amounts, 
and no relationship between them. 

Because of the procedure necessarily followed by the Veterans’ Administra- 
tion, there is no direct relationship between the amount billed and the amount 
collectible, or, indeed, the amount, if any, that ought to be collected in any par- 
ticular case. Under the regulations which have been in effect for many years, 
each veteran admitted to a Veterans’ Administration hospital for treatment 
of a non-service-connected disability is asked whether he has any insurance, 
or was injured under circumstances possibly resulting in liability of a third 
party, under workmen’s compensation statutes, or otherwise. In the event of 
an affirmative answer, the veteran is requested to execute an assignment in 
favor of the Veterans’ Administration. Obviously, neither the applicant nor 
the admitting officer, nor the finance officer of the hospital can know at that 
time whether there exists a statutory or a tort liability; or liability under the 
terms of an insurance policy or policies held, if any. Naturally, the policy or 
contract is not then available. If it were, it would not affect the situation, 
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since lawyers are not stationed at the hospital. The bills are prepared on 
ihe basis of the administratively prescribed rate for each day of hospital care 
ind for all chargeable items of service furnished without investigation of the 
facts or law applicable in a particular case. Insurance companies which, under 
their policies, are legally liable, usually make payment either routinely or 
fter the matter has been referred to our local chief attorney, for collection, 
pon appropriate explanation. If it is determined that the insurance company 
s not liable, no further efforts to collect are in order. Obviously, the matter 
is determinable strictly upon the terms of the insurance policy involved and 
the facts of the particular case. It is quite erroneous to assume that the mere 
existence of an insurance contract affords an answer as to the right to collect. 
In this field of contract law, as in others, differences of opinion as to liability, 
ind the extent thereof, do occur. But in most cases the terms of the contract 
are reasonably clear. 

As in the cases of other correspondents the inquiry is in error in assuming 
that it is only with respect to some private health insurance that the question 
arises. The quoted term is a popular term used generally to identify all types 
of prepaid plans of medical or hospital care. It has no definite meaning, taken 
alone. Other types of policies, either individual or group, often are the con 
tracts potentially applicable. Some cover third-party liability as for injury 
in automobile and other accidents. Others are personal accident policies. Fur- 
ther, there are, under various State workmen’s compensation laws policies 
covering, within limits, care for certain occupational diseases, as well as for 
injuries. 

With respect to the so-called common prepaid hospital plan, the Veterans’ 
\dministration some 15 or 20 years ago, made every effort to secure agree- 
ments whereby it could be repaid, at least in part, for the hospital care fur- 
nished by the Veterans’ Administration for treatment of non-service-connected 
disabilities of veterans insured under such plans. For reasons which are at 
once apparent, considering the state of the law (38 U. 8. C. 706}, it was not 
legally possible to deny hospital care for eligible veterans who signed the re- 
quired statement of inability to defray cost of hospitalization. ‘his was and 
is true notwithstanding such persons may have such insurance policies; this, 
for the reason, among others, that no such policy in existence then or now 
covers everything which is afforded an eligible veteran under the Federal 
statute in a Veterans’ Administration hospital. Some of these companies de- 
murred on the ground that the veteran was entitled to the Federal care and to 
use his prepaid privileges would deprive his family and possibly him of such 
care that might be needed later. (It will be borne in mind that practically all 
policies fix a limit on benefits, either in dollars or in hospital time, or both.) 
They also objected to the length of hospital stay in Veterans’ Administration 
hospitals which, for reasons readily seen, is generaly higher than that in private 
hospitals. The matter was taken up by the Veterans’ Administration with the 
State commissioners of insurance in some of the States, wherein such corpora- 
tions were organized or did business, but without any tangible results. Prob- 
ably in few, if any, States do the commissioners of insurance, or other officials 
have any legal right to prescribe the terms of the policies of insurance. They 
often do have statutory functions with respect to rates. We are not here dis- 
cussing statutory standard fire policies, so-called. Certainly, it is most unlikely 
that any governor has been given any such powers. In due course, in the light 
of experience, the companies quite generally changed their insurance contracts 
so as to expressly exclude from coverage any hospital care furnished in a State 
or Federal hospital; some also mentioned municipal hospitals; others generalize 
by excluding tax-supported hospitals. 

With respect to liability policies, much greater success was, and still is attained. 
These policies indemnify the assured, within limits, against loss by reason of 
liability for tort. Other individual or group policies undertake, within limits, to 
pay for expensive medical and hospital care occasioned by accident or illness. 
In the first group fall many of the cases in which assignments are taken, that is, 
emergency cases where the veteran has been injured in an accident, usually an 
automobile accident. Quite obviously the question of liability under such policies 
depends upon establishing that the insured was at fault in causing the injury, 
and the injured person was free of fault. In many cases liability is not conceded 
but must depend upon the result of a proper action filed in a court of competent 
jurisdiction. Many of such cases are compromised, often for a relatively minimal 
amount of the total damages claimed, and frequently under circumstances which 
make it impossible for the Veterans’ Administration to recover any sum, or more 
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than a small token payment for the services furnished. The Veterans’ Admihis.- 
tration has no legal right to take anything from the veteran. The law varies in 
different States as to recovering from a tort defendant the cost of the plaintiff's 
hospital expense, when plaintiff has not paid same. In the second of the type of 
policies mentioned in this paragraph, the insurance companies have quite gen- 
erally changed their policies so as to preclude payment to the Veterans’ Adminis- 
tration, or to other tax-supported agencies. This is done in various ways, the 
means being influenced, no doubt, by supposed sales resistance, and individual] 
choice, rather than by purely legal considerations. Some policies are rein_burse- 
ment policies only, that is, they purport to cover only amounts actually paid by 
the insured. The insurer is not liable under such policy because the veteran doves 
not pay the Veterans’ Administration. In fact, the Veterans’ Administration 
has no legal authority to collect from the veteran who signs the statutory appli- 
cation. (This, of course, also precludes collection if the policy provides for 
paying specified amounts to the insured irrespective of whether and to what 
extent he incurs expense.) Still other policies cover care only in designated 
participating hospitals, viz, those which admit patients of affiliated physicians. 
It is safe to say that most of the policies currently being written contain one of 
these, or similar, exclusion clauses. There is nothing illegal about this. The 
parties have a right to contract as they please. No State insurance commission, 
or other regulatory body, or governor, would have any legal authority to require 
such insurance companies to insure a risk they do not want to insure. 

There is still another category of cases, namely those covered under workmen’s 
compensation laws. Upon proper application and proof by our chief attorneys, 
Veterans’ Administration bills for hospital care of the type herein considered, 
if given in emergency in a case covered by such act, can be and are collected 
within the limits prescribed by such act. As a general rule this type of insurer 
is extremely cooperative. 

It is impracticable to examine the statutes of 48 States to ascertain the exact 
scope of the widely varying regulatory statutes presently existing. Except for 
certain compulsory automobile liability insurance statutes (e. g., Massachusetts), 
it probably is correct to say that in every State an insurer is at liberty to refuse 
to contract, and in general to determine the scope of coverage if he does contract. 
Moreover, even when the State statutes authcrizes certain regulations, or a 
fixing of premium rates, it necessarily is true that the losses suffered will to a 
large extent determine the required rates. To protect the public the insurer must 
be given profitable rates, or insolvency is inevitable if the particular type risk is 
continued. There is a natural and proper effort to provide premiums sufficient 
to carry each particular type of risk, so as to avoid charging other types of 
assureds for a risk they have not insured, e. g., life premiums ought not to be 
used to pay liability losses, ete. To the extent that potential losses are circum- 
scribed, the necessity for higher rates is avoided, or postponed. As a matter 
of economic and industria! history of the United States the experience of 
insurers in the health field has been generally unprofitable. The record in the 
reorg nization of several companies active in that field in the past, and which got 
into financial difficulties, demonstrates the reasons for caution as to coverage, 
and the necessity for restrictive coverage if premium rates are to be kept within 
a range that the purchasers of insurance can and will pay. These are simply 
existing facts that must be recognized, irrespective of one’s regret that they exist. 
The parties, insurer and insured, have a right to contract as they please. Either 
can refuse to contract if the terms are not satisfactory. The Government is not 
a party to the contract and does not pay the premium. 

In retrospect I realize this explanation is quite lengthy. However, because 
of the debate now going on in the House of Representatives on this subject, I felt 
it would be more advantageous to furnish you with complete information on the 
subject, rather than a brief reply which would not, in any way, fully answer 
the questions raised by you. 

In conclusion, the Office of the Chief Medical Director is always willing and 
anxious that the role of the Veterans’ Administration, and in particu’ar the part 
played by this office in furnishing medical care and treatment to eligible veterans 
is in accord with current legislation and the intentions of the Congress. 

Very truly yours, 
J. T. Boone, 
Vice Admiral (MC), United States Navy, Retired, 
Chief Medical Director. 
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Mr. Cricuton. That, Mr. Chairman, concludes my prepared 
statement. 

Mr. Sartor. Mr. Washburn, do you have a statement ? 

Mr. WasHpurn. No, sir. I am here only to answer questions of a 
technical nature. 

Mr. Sartor. Mr. Crichton, we thank you for your statement. I 
have just one question. It is my understanding that health and acci- 
dent insurance rates are based upon a table similar to the mortality 
table. In other words, it is an experience table which is the basis for 
the premiums charged by the insurance companies. Is that true? 

Mr. Cricuton, There is no experience table as such. Premiums 
are based on the expeience of ipdividual companies. It is less of a 
scientific nature than the mortality table used in life insurance, which 
is based upon a large number of lives over a length of time. 

Mr. Sartor. Am I to understand that in determining the premium 
which is charged by the insurance companies, they have already taken 
into consideration the fact that there are 20 million veterans in this 
country; that a large portion of them are presently gainfully em- 
ployed; that a large portion of them have hospitalization insurance ; 
and that the insurance companies expect that those members who 
are veterans will not be treated in private hospitals? 

Mr. Cricuton. I would like to answer your question this way, Mr. 
Saylor. Insurance companies selling insurance are dealing with 91 
million persons. The insurance companies do not divide the popula- 
tion between veterans and nonveterans. They are trying to provide 
the greatest benefit to the greatest number of people at the least 
possible cost. I do not deny that the hospialization of those veterans 
is one of the many factors that may be considered. 

I think the figure has been given that there are 19 million veterans. 
It canont be assumed that all 19 million veterans have hospitalization 
insurance. Even assuming a large figure on the number of veterans 
that have hospitalization insurance, you would have a significantly 
smaller figure that would make use of the admission privilege to 
VA hospitals. 

So I do not deny there is some consideration given, but in compari- 
son to all factors involved in hospitalization insurance covering 91 
million people, it is not one of the larger factors. 

Mr. Sartor. On a P-10 form, which is the form required to be 
signed by all non-service-connected veterans before admission to a Vet- 
erans’ Administration hospital, they have to inform the Veterans’ 
Administration whether or not they have hospitalization. Question 
27 is: 


Are you entitled to hospital care by membership in a union, group plan, 
insurance policy, ete.:, or reimbursement for its cost by reason of a cause of 
action against any party? 

They must answer “Yes” or “No.” 

Do you feel that if an individual answered that question “Yes” he 
should not be admitted to a Veterans’ Administration hospital ! 

Mr. Cricuron. Your question has as its foundation, Does he have 
ability to pay? 

Mr. Sayuor. That is correct. The law, as it exists on the books at 
the present time, states that for non-service-connected cases only those 
persons shall be admitted to Veterans’ Administration hospitals who 
do not have the ability to pay. 

361025356 
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Mr. Cricuton. It would be impossible for me to give an answer 
that would hold true in every single situation. I would say that in 
the majority of the cases of a general nature, where the stay is under 
30 days, that to a large extent, all other factors being taken into 
consideration, the existence of an insurance policy would indicate 
ability to pay. I recognize there are many, many complicating 
factors. There are many instances where the stay is beyond 30 
days. There are instances where the veteran would have nothin 
else but a hospitalization policy. Therefore, I cannot give a “Yes” 
or “No” answer. 

Mr. Sarxor. Well, then, your statement refers to that group of 
cases which we have devoted most of our hearings to—because we 
have eliminated service-connected cases from consideration in the 
hearing, all TB cases, all NP cases, so that the only thing that remains 
are the general medical and surgical cases and the chronic cases— 
your statement is that as to anyone who goes into a hospital for 
general medical and surgical work, and is not a chronic, if he has 
an insurance policy he should not be admitted to a Veterans’ Admin- 
istration hospital ¢ 

Mr. Cricuton. No, sir; that was not my statement. I said it would 
give some indication of his ability to pay. As the chairman will well 
recognize, after sitting through the hearings last week, there were 
a number of instances where this specific question was brought up, 
and you can give no unqualified answer to the question. It would 
depend on the situation. 

I would say, assuming most average cases are tonsillectomies and 
appendectomies and cases of that kind, in most instances the existence 
of that policy, in addition to his normal status as an income earner, 
would indicate some ability to pay. 

Mr. Sartor. That is all. Mr. Frelinghuysen. 

Mr. Fretineuvysen. I would like to continue your line of questions 
briefly, if I may. Is it fair to say your position is that you think no 
insurance-policy contract should be wueded in such a way as to make 
it possible for the Veterans’ Administration to seek collection from the 
insurance company ? 

Mr. Cricnton. No, sir; I would not say that no insurance policy 
should be so worded. I believe that is an individual company decision 
individual companies have to make. I have attempted to explain the 
type of contracts that have been written and the reason for the use of 
such a clause. I would certainly not say payment should not ever be 
made for VA hospitalization claims. 

Mr. Frevincuvysen. Have you got any information as to the pres- 
ent proportion of insurance companies that have clauses in their poli- 
cies saying no payment will be made to Veterans’ Administration 
hospitals, or words to that effect ? 

Mr. Cricuton. I have some figures, and with your indulgence I will 
read some of them. These represent replies from 34 companies to a 
questionnaire we had sent out. These companies had, in 1952, pre- 
mium income from hospital expense insurance of $102.8 million, or 
67 percent of the all-company total of $145.5 million. 

As to group hospital insurance, 21 of the 34 companies are using 
VA exclusion clauses; 5 are using the exclusion clause only when the 
group policyholder requests it; and 8 companies are making no such 
exclusion. 
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Mr. Fre._rncuvuysen. I do not believe I have all those figures in my 
mind. 

Mr. Cricnton. Of the 34 companies who replied to the question- 
naire, 21 are using the exclusion clause; 8 are not using it; and 5 are 
using it when the purchaser in a group case, the employer, requests it. 
By using the clause in such group case there is nor mally a reduction 
in the cost to the employer. 

Mr. Frevtinenvysen. If not using it results in an undue burden on 
the buyer, you would be foolish not to use it ? 

Mr. Cricuton. I am saying there is logic in using it. 

Mr. Frevincuuysen. To get back to Mr. Saylor’ S questions, the 
thing we are looking for is whether or not the veteran has the ability 
to pay. Strictly speaking, I should think you would dislike any such 
question as is now contained in the P-10 form, asking if the veteran 
has some kind of contract that will take care of his hospital expense, 
because, presumably, an affirmative answer to that question would 
indicate some kind of ability to take care of the situation if the Vet- 
erans’ Administration does not step in and provide it free. 

Mr. Cricuton. I cannot discern your question from your statement. 

Mr. Fretrncuvuysen. In other words, I am wondering if you under- 
stand our problem. 

Mr. Cricuton. I can appreciate your problem 100 percent. I have 
been sitting here all week and can fully appreciate the problem. We, 
as life-insurance companies, however, dealing in life insurance and not 
veterans’ legislation, have no wisdom as to what is good or bad for 
veterans as a class. 

Mr. Frevincuvuysen. I think we are all interested in your testimony, 
and I have no further questions. 

Mr. Sartor. Mr. Evins. 

Mr. Evins. Your organization, I think you said, represents 98 per- 
cent of all life insurance in force 

Mr. Cricutron. Yes, si 

Mr. Evins. Have you ‘ey figures on the number of veterans that 
hold life insurance or some type of hospital insurance? How many 
veterans are included in the 98 percent ¢ 

Mr. Cricuron. I could not give you that figure offhand, and doubt 
that I could after much study. “I could tr vy. 

Mr. Evins. I wish you would, particularly if you could supply the 
number of veterans with group-hospitalization coverage. 

Mr. Cricutron. As I pointed out before, the life-insurance com- 
panies, dealing with 91 million people, do not categorically divide the 
population into veterans and nonveterans. 

Mr. Evins. You have no way of determining that ? 

Mr. Cricuton. No, sir. 

Mr. Evins. According to a GAO report, the Veterans’ Administra- 
tion has billed insurance companies for approximately $5 million for 
hospitalization provided veterans who held some type of hospitaliza- 
tion-insurance coverage, and about $1 million of this amount has been 
collected, leaving about $4 million which the insurance companies have 
failed to pay to the Veterans’ Administration, Do you have any infor- 
mation on this matter ¢ 

Mr. Cricuton. Yes, sir. 

Mr. Evins. Will you kindly give the committee whatever informa- 
tion you can in this connection. 
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Mr. Cricuron. The best information I can give you is by quoting 
from Admiral Boone’s letter. 

Mr. Evins. We are familiar with Admiral Boone’s letter and the 
GAO report. We are interested in knowing why the insurance com- 
panies have not paid the $4 million which GAO says is due from them, 

Mr. Cricnton. What I am talking about here today are hospitaliza- 
tion policies, so we can take out of that amount that which may or may 
ot be due by liability companies, and we can take out of that amount, 
that which may or may not be due under workmen’s compensation laws, 
and get to the question of the amount due for hospitalization. 

I hoped to point out in my statement that the billing of the Veter- 
ans’ Adminig ration bears no relationship to the amount owed, because 
of the exclusion clause contained in some policies, and because of the 
fact that some policies cover only expenses actually incurred by the 
policyholder. 

Mr. Fre,tincuuysen. Will the gentleman yield? 

Mr. Evins. Yes. 

Mr. FretincHuysen. Does the Veterans’ Administration submit a 
claim anyway if there is an exclusion clause ? 

Mr. Cricutron. I cannot say as to the practice of the Veterans’ 
\dministration. 

Mr. Wasuepurn. I would say until the last year or two, before they 
had sample policies, they submitted claims in order to find out what 
the coverage was, and depended on a letter from the company as to 
what the coverage was. If those claims are in the total about which 
we are talking, they would swell it unduly, because they were never 
payable. 

Mr. Frevincuuysen. If the total covered represents half the popu- 
lation, we can reasonably assume half the veterans are covered ¢ 

Mr. Cricutron. Yes, sir. 

Mr. Sartor. Mr. Secrest. 

Mr. Secrest. Which would be some 10 million. Undoubtedly pre- 
miums are established on the theory that veterans could and do go to 
private hospitals, and that all of the amount of liability covered in the 
policy could be collected ? 

Mr. Cricuron. In a private hospital, yes. 

Mr. Secrest. If a veteran, instead of using the hospitalization bene- 
fits for which he paid through the premium on a hospitalization policy, 
goes to a VA hospital and gets hospitalization for nothing, does the 
insurance company make a rebate on his premium, or is that extra 
gravy for the insurance company ? 

Mr. Cricuton. I can best answer that by explaining the way in 
which group insurance premiums are calculated. 

Mr. Secrest. We are not only talking about group insurance, but 
family and individual hospitalization insurance. 

Mr. Cricuton. In the group case, the latest figures I have show that 
claims run about 88 to 89 percent of the premium dollar. The initial 
premium for a particular group is established based on judgment. 
Subsequent to that, the experience of that individual group dictates 
what the premium charge will be. So in that instance it is based 
entirely on the actual experience . Any betterment of the experience 
results in a lower premium charge in that type of case. In the case 
of your individual companies, that will result utimately in lower 





HOSPITAL CARE AND OUTPATIENT DENTAL TREATMENT 2521 


claim costs and in lower premiums or increased benefits. In most cases 
it results in increased benefits. 

Mr. Evins. Can you cite for the committee any specific instance of 
a company in your association that has, since World War II, reduced 
premiums to veterans ? 

Mr. Cricuton. Mr. Evins, I beg off again. We do not class insur- 
ance buyers in a veterans’ class. 

Mr. Evrns. Can you cite an instance where there has been a reduc- 
tion of premiums? 

Mr. Cricuton. I cannot sit here and cite a case, but I can get in- 
formation to that effect. 

Mr. Evins. In addition to having information that $4 million re- 
mains uncollected by the Veterans’ Administration from insurance 
companies, we have had called to our attention that some veterans 
having hospitalization insurance did not go to private hospitals, but 
went to VA hospitals and collected the insurance and put the money 
in their pockets. Have you any information regarding the extent of 
this practice ? 

Mr. Cricuton. I believe Mr. Washburn can answer that. 

Mr. Wasupurn. There are two basic ways of writing the coverage. 
When the insurance is written on the basis of paying so many dollars 
per day for so many days of hospital care, without reference to the 
loss to the policyholder, then we must pay that regardless of whether 
the insured has any expense. If he shows he was hospitalized “X” 


number of days, and his policy entitles him to “X” dollars for “X” 
number of days, he is paid that amount according to the insurance 
contract, and he ae that in his pocket. In such cases the Veterans’ 


Administration does not attempt to collect from him, to our knowl- 
edge. The proceeds are paid to him whether or not he has incurred 
a loss. The nub of it is whether or not he was hospitalized. That 
becomes income to the policyholder. We must pay it under the con- 
tract, and the Veterans’ Administration does not collect that from 
him. 

The other type of policy ties in the payment of benefit to the loss 
occasioned by the hospital stay, much as a fire-insurance company 
does not say they will pay the face amount of the policy if a fire 
occurs, but will pay the loss up to the face amount. 

When the concept is loss, the insurance company does not pay 
unless the insured has lost in connection with his hospital stay. Those 
policies would not pay the man if his expenses were paid by work- 
men’s compensation insurance. He must show the hospital stay 
involved pecuniary loss to him. 

We know that up until the present time the Veterans’ Administra- 
tion has not attempted to collect from the veteran insurance proceeds 
received by him under a policy that pays regardless of loss. The 
Veterans’ Administration has in many cases attempted to collect from 
the insurance company, but not from the veteran. We are insuring 
the veteran and not the hospital, whether it be a VA hospital or a 
private hospital. 

Mr. Evins, You are in agreement, then, substantially, with the 
observation made by my colleague, Mr. Freylinghuysen, that an ex- 
clusion clanse is a good thing and that it is a waste of time and effort 
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for the Veterans’ Administration to attempt to collect from insurance 
companies. 

Mr. Wasueourn. I think I may be in agreement with something he 
implied. We can sell policies that will pay for the time the insured 
is hospitalized, regardless of whether he has to pay for it. It is vol- 
untary insurance, and we cannot force him to buy the other type. 

Mr. Evins. If the Congress were to tighten up the laws on certain 
types of insurance coverage provided veterans, the companies would 
no doubt put another exclusion clause in the policy so that we would 
be just chasing a mirage? 

Mr. Wasueurn. I think we will try to sell him a policy he wants 
to buy. If the law is such that non-service-connected disabilities 
have to be paid by the veterans, then I think those men will buy poli- 
cies that pay those benefits, and we will sell them. 

Mr. Evins. Thank you. 

Mr. Sartor. Any further questions, Mr. Secrest ? 

Mr. Secrest. What do you think of any action this committee 
might take declaring that the fact a veteran has a hospitalization 
insurance policy is conclusive evidence of his ability to pay for 
hospitalization ¢ 

Mr. Cricuron. I would not say that it is conclusive evidence. I 
would say that is some evidence. 

Mr. Secrest. What percentage of the policies written would cover 
a complete hospitalization period? Most of them cover up to 30 days, 
do they not ? 

Mr. Cricuron. Perhaps Mr. Washburn could best answer that. 

Mr. Wasupurn. I think most of them cover more than 30 days. 


Mr. Secrest. The average hospitalization in a Veterans’ Adminis- 
tration hospital is 30 days. What percentage of the policies written 
do you think would pay full costs for 30 aye 


Mr. Wasupeurn. Very few would pay full costs. Most people do’ 
not try to insure for full possible cost, because that would be insuring 
beyond full probable cost. They do not want to buy more than they 
need. 

When it comes to whether insurance is a test of means, insurance is 
a test of whether a man is provident, but many wealthy people do not 

carry insurance because they do not feel a need for it. Many com- 
paratively poor people carry insurance because the hospitalization is 
more of a catastrophe. I do not think you can tie hospitalization in- 
surance to the economic condition of aman. I would rather ask what 
year and make of car he is driving as a test. 

Mr. Sartor. What about workmen’s compensation cases ? 

Mr. Cricntron. We cannot speak for that. Our companies do not 
write that type of coverage. 

Mr. Sartor. On behalf of the committee I want to thank you both, 
Mr. Crichton and Mr. Washburn, for appearing here and giving us 
the benefit of your statement and your observations. 

Mr. Cricurtron. We thank you for the opportunity. 

Mr. Sartor. The committee will now recess until 10 o’clock to- 
morrow morning. 

(Thereupon, at 11:50 a. m., a recess was taken until Wednesday, 
July 15, 1953, at 10 a. m.) 
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Hovse oF RepreseNtTATIvEs, 
SUBCOMMITTEE ON HOsPITALs OF THE 
CoMMITTEE ON VETERANS’ AFFAIRS, 
Washington, D.C. 

The subcommittee met at 10 a. m., the Honorable Peter Freling- 
huysen, Jr., presiding until arrival of the Honorable John P. Saylor 
(acting subcommittee chairman). 

ir Wamawann oon. The committee will come to order. 

Inasmuch as our chairman, Mr. Saylor, is at another hearing and 
will be along later, it might be advisable to start the testimony this 
morning. 

The first witness is Dr. David J. Flicker, representing the American 
Psychiatric Association. It is nice to have you here, Dr. Flicker. 


STATEMENT OF DR. DAVID J. FLICKER, AMERICAN PSYCHIATRIC 
ASSOCIATION 


Dr. Fuicxer. The prncipal interest of the American Psychiatric 
Association is, through its over 7,500 neuro-psychiatrists, to see that 
every mentally il] patient in the United States gets the best care. My 
particular capacity is chairman of the committee on veterans of the 
American Psychiatric Association, so that breaks my interest down to 
seeing first that every mentally ill veteran gets the best care, and then, 
beyond that, most especially every mentally ill veteran where there is 
some obligation insofar as the United States Government is concerned. 

The factor which impresses us most in the American Psychiatric 
Association is that at the present time there are approximately 300,- 
000 beds short of handling the mental load in the United States. If 
one will consider that aspect of the problem, you will realize that any 
facility of any kind is overwhelmed as soon as it is constructed. In 
addition, it is highly improbable that within the lifetime of any of us 
there will be a sufficient number of trained psychiatrists to carry this 
load; and this in spite of the fact that in the past several years the 
psychiatrists have made spectacular progress in relieving mentally 
ill patients. 

While psychiatry can do a great deal for the mentally ill, it is the 
acute psychotics that we can do the most for. The chronic psychotics, 
usually we can do very little for, and that is a problem for further 
medical research. It has probably often been repeated that there are 
more mentally ill patients in hospitals in the United States than the 
total of all other ailments. 
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Mr. Fre_incHvuysENn. Do you have figures on that ? 

Mr. Fiicxer. The information we have is that over 51 percent of the 
hospital beds in the United States are occupied by mentally ill patients, 

Mr. Fretincuvuysen. That is an indication. 

Dr. Fricxer. Yes. We have for a period of years attempted to 
operate the medical facilities of the Veterans’ Administration on the 
basis of giving priorities and getting the service-connected cases into 
the hospitals first. By doing that, the service-connected ratio in the 
principal neuropsychiatric hospitals has increased from about 48 per- 
cent to about 57 percent. But that still means that approximately half 
of our beds—some 20,000-odd beds—in neuropsychiatric hospitals 
controlled by the Veterans’ Administration are nonservice-connected 
cases. When we consider our present load, we recognize we are pro- 
ducing about 5,000 psychotic service-connected veterans per year, and 
by reasonable prognostication we will never be able to handle the load 
of service-connected in the next 5 or 6 years. We might construct 
hospitals, but that will not furnish the necessary doctors, and Veterans’ 
Administration hospitals are turning out the largest number of neuro- 
psychiatrists of any organization in the United States. Approxi- 
mately 25 percent of the psychiatrists trained in Veterans’ Adminis- 
tration hospitals remain in the Veterans’ Administration, but even if 
they do not, they still contribute to the public health. If we permit 
an overexpansion of the number of psychiatric beds beyond the facili- 
ties of the doctors to adequately cope with them, it would result in a 
loss of trained personnel and a dilution of the medical care available 
to the patient. 

I think it is our feeling that insofar as it is reasonable, eligibility 
should be primarily for the service-connected cases, particularly in 
hospitals primarily neuropsychiatric. If a mentally ill citizen is 
admitted to a public hospital like Bellevue in New York City, after a 
period of a few months when it is determined nothing can be done 
for him, he is turned over to the State. If our G. M. & S. hospitals 
could do the same thing, we would find no objection to entering non- 
service-connected psychiatric cases to G. M. and §. hospitals. Once 
it is determined they are chronic psychotics they need not remain a 
burden on the Veterans’ Administration. 

While we are cognizant of the fact that in all parts of the country the 
facilities for the handling of the public are not good, and that this 
means sometimes a veteran will not get as good care as he would have 
gotten in a nearby Veterans’ Administration hospital, it must be 
pointed out that if we take every veteran who needs care in a Veterans’ 
Administration hospital, we will have to double or triple our hospital 
facilities and there will be many service-connected veterans who will 
not be able to get into our hospitals. 

I feel that is the essence of our feeling. There is no question that 
there is a general problem. You can say, What happens to the non- 
service-connected veterans? Our reply is, What happens to the gen- 
eral citizen? A nonservice-connected veteran whose disability has 
nothing to do with his having been in service—for instance, an indi- 
vidual who gets hit in the head and develops a psychosis—why should 
the fact that he put in service place him in a veterans’ hospital, too 
often at the expense of a service-connected veteran whose disability is 
the direct result of his having been in service? If the care is not 
adequate—and we know it is not adequate—that is a separate problem. 
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It is not the problem of the Veterans’ Administration to carry the 
psychiatric load of millions of veterans just because once they were in 
service. 

Mr. Frevcincuuysen. Is that your statement? 

Dr. Fiicker. That is my formal statement. 

Mr. FretineHuyseENn. Mrs. Rogers. 

Mrs. Rogers. Do you not think most of the NP veterans are serv- 
ice-connected, but in many cases family pride prevents their going 
to a hospital? I have found in many cases the fomily does not want 
the veteran to go and by the time he gets in, several years have gone by. 

Dr. Fuicxer. In the first place, the present presumption of service- 
connection is 2 years, I believe, and within 2 years if a man has been 
able to maintain his integration in civilian life, I find it virtually 
impossible to believe that his disability emanated from service. The 
statistical rate of development of a psychosis in a veteran is no greater 
than the statistical rate in the nonveteran population, so it is cer- 
tainly theoretically possible that many of these veterans would have 
developed—in fact, most of them would have developed—the mental 
psychosis had they never seen the uniform and had they remained on 
the farms and in the mills. Nevertheless, there can be no questioning 
the fact that if anyone had developed a disability while in service or 
within a year, and it is past 2 years when he entered the hospital, 
there might be some relationship. If the individual has been able to 
maintain his integration in civilian life, he has been an integrated 
unit. 

Mrs. Rogers. I would like to talk over some of the cases I have 
seen with you. I will not take the time now. 

Dr. Fiicker. Isolated cases might have occurred, but I am talking 
of the great numbers. 

Mrs. Rogers. Thank you. 

Mr. Fre_tnenuysen. Mr. Secrest. 

Mr. Secrest. You said the non-service-connected NP cases should 
be taken care of by the States because they are keeping out of Vet- 
erans’ Administration Hospitals service-connected cases of the same 
type. That is not the case today, because there are no service-con- 
nected veterans that I know of waiting to be hospitalized. 

Dr. Firoxer. That is correct. 

Mr. Secresr. You are projecting yourself 10 years? 

Dr. Fricker. No; I am not projecting my self 10 years. I am pro- 
jecting the present picture. If at the time when the bed is opened we 
did not immediately fill it with service-connected cases, we would find 
what I have stated is correct. The picture is service-connected cases 
are usually admitted as soon as beds are open. Even when we com- 
plete the present building program, we still will not have too many 
beds, and the projected load by 1960 is that we will have 100,000 
eligible and in need of hospitalization and about 56,000 beds. 

Mr. Secrest. Do you know how many States now have hospital 
programs for NP patients? 

Dr. Fricker. Woefully inadequate. 

Mr. Secrest. Do you know of any State right now building a 
neuropsychiatric hospital. 

Dr. Fiickxer. Yes, New Jersey happens to be at the present time. I 
imagine there are others. But it is like the roads, before the road is 
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built it is overrun. The hospital will be filled a few days after it is 
opened. 

Mr. Secrest. If we were inclined to follow your advice, it could not 
be followed until the States get the necessary facilities. 

Dr. Fricker. When the load continues to increase—and it will in- 
crease, it is not an idle projection—we know if these people live a 
certain number of them will become psychotic. One out of every 
seventeen spends a part of his life in a hospital. In view of the fact 
we are turning out about 1 million veterans a year, we must run out 
of facilities, and we will have to use contract beds. The question then 
is, Will you have a service-connected man in a contract hospital where 
you will pay the bill and he would not be getting as good attention as 
the non-service-connected man in a veterans’ hospital ? 

Mr. Secrest. The fact is there are woefully inadequate facilities in 
the States. 

Dr. Fiicxer. There are woefully inadequate facilities in the world. 
Although we are the wealthiest in facilities of any country in the 
world, we are several thousand beds short of our needs. If we permit 
the Veterans’ Administration facilities to become greatly overcrowded, 
then the quality of treatment must go down, and as a result the number 
of individuals who will get well will go dow n, because we can only 
get them well if we get them early. The doctor contributes very little 
to the chronic psychotic. When we get them early we can do some- 
thing for them. 

Mr. Fre.incuuysen. Maybe I should feel lucky that New Jersey 
is building facilities for peyeie utric cases. 

Dr. Fricker. New Jersey is far better off than most States, but that 
does not mean the facilities will be adequate. 

Mr. Frevincuvuysen. Overall how many traned psychiatrists are 
there in the country? You said your association represents about 
7,000 members ? 

Dr. Fuicxer. A little over 7,000. We have 85 percent of the indi- 
viduals in the United States who profess to be psychiatrists. I would 
state that is approximately the number of trained psychiatrists in the 
country. 

Mr. Fretincuuysen. What is the total number? 

Dr. Fricker. Of trained psychiatrists? I think 7,000, because I 
think about 15 percent who profess to be psychiatrists are not so 
trained. 

Mr. FrevincHuysen. You are suggesting that perhaps you have all 
the trained ones? 

Dr. Fricker. No. I am suggesting that about 15 percent in the 
country are not members and perhaps some of our members are not 
well trained. 

Mr. Fretincuuysen. You referred to the number of trained psy- 
chiatrists the Veterans’ Administration turns out. 

Dr. Fiicker. Yes. 

Mr. Fre.incuuysen. What number, roughly, do they turn out a 
year? 

Dr. Fricker. I cannot give you that number. I do know it is the 
largest training organization in the country. We turn out more 
than any other training organization and 20 or 25 percent of them 
stay with the Veterans’ Administration in some capacity. 
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Mr. Fre.inenvysen. But you do not have figures. The reason I 
asked the question, the feeling has been expressed before this com- 
mittee that in the neuropsychiatric field there should be no distinction 
made between service-connected and non-service-connected cases. I 
think that is particularly true because of the difficulty of saying that 
a man’s disability does not derive from his service, and because of 
our willingness to assume additional burdens in the TB and NP 
fields. But you are disagreeing with this line of thinking? 

Dr. Fiicker. Dealing primarily with veterans, our first obligation 
is to take care 6° the service-connected veterans, and then if you still 
have facilities, I do not think anybody in the world will object to 
your taking care of as many of the others as you can, but I think 
unless a reasonable amount of caution is taken, you will find when 
you have non-service-connected beds, they will be filled with non- 
service-connected veterans. I think our obligation is primarily to 
see that the service-connected veteran is given first priority and the 
very best medical care. 

Mr. Fretrncnvuysen. In this field of neuropsychiatry, I should 
think it would be difficult to determine whether or not it was incurred 
by reason of his service. 

Dr. Fricker. We have a reasonable presumption in all fields of 
life that must be followed. We often hear it said that a traumatic 
experience of a child will have its effect in the adult. That can be 
carried to the reductio ad absurdum. On that basis, any individual 
who is ever a veteran who develops any mental symptoms, must be 
assumed to have derived some of them on the basis of his service. 
That is not scientifically accurate. Ifa person is held up by a holdup- 
man, it is not a pleasant experience, but if, a year later, he becomes 
a psychotic, it is net because he was held up. Out of all of the 
veterans only a small percentage become psychotic, and no larger 
a percentage than many others who become psychotic who are not 
veterans. 

Mr. Frevtncnuysen. One thing that puzzles me is that you say 
the Veterans’ Administration provides the largest number of psy- 
chiatrists. If so, why should we be worrying about the expansion 
of neuropsychiatric facilities of the Veterans’ Administration? You 
warned us of an expansion of beds without a similar number of per- 
sonnel, but I should think if we expand the neuropsychiatric facilities 
of the Veterans’ Administration, we could provide the expanded 
personnel. 

Dr. Fricker. We have a great many openings where we can train 
doctors, with no doctors to come in for the training, in spite of the 
fact we pay more than many others and that the general picture for 
most residents in training is superior, and that the staffs of training 
assistants are the best in the country. There just are not enough 
doctors who want to go into this type of work. 

Mr. FrectncHuysen. But you are not suggesting that by concen- 
trating upon facilities for veterans, service- -connected or not, we will 
make this situation worse ? 

Dr. Fricker. No, because we have a limited number of doctors, and 
we have not been able to get more doctors in spite of the fact you have 
made concessions in salaries and so forth. It will be necessary for you 
to make further concessions. 
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Mr. Fretrncuuysen. You are not suggesting that if we do not 
clamp down on non-service-connected cases the situation will become 
worse / 

Dr. Friicxer. Yes. If a hospital at the present time is staffed for 
2,000 patients, physically you can put 4,000 patients in the hospital, 
but each patient will get only half the attention he should receive. 

Mr. Frevtncuvuysen. No one is suggesting that as a solution. 

Dr. Fiicxer. That is a solution that may be forced upon us if you 
put all your non-service-connected cases in our hospitals. You will 
put them in the hospitals at the expense of choking the hospitals, and 
oe pate will not get the care that they need. 

Mr. Frecincuuysen. You are painting a dismal picture, but that 
is not what is done. The service-connected cases get priority, and the 
question is whether we should permit the nonservice cases, that is, neu- 
ropsychiatric cases, to have use of the Veterans’ Administration facili- 
ties. 

Dr. Fricker. I have no objection to non-service-connected cases 
using Veterans’ Administration facilities whenever we have a staffed 
bed and no previous priority on it. 

Mr. Fretincuuysen. But as a practical matter, as you have just 
told us and as I know from experience in my district, there is no such 
thing as a bed not needed for a service-connected case. 

Dr. Fuicxer. It is not that we object to the best of care for every 
citizen in the United States, but if our primary obligation is to service- 
connected veterans, we must watch legislation that permits hospitali- 
zation of non-service-connected cases or you will find the camel has 
pushed the Arab out of the tent. 

Mrs. Rocers. Under the Hill-Burton Act, are you recommending 
that all the hospitals that are to be built be NP hospitals? 

Dr. Fiicker. That would be like asking for a car I could not drive. 
If all the hospitals you built were NP hospitals, we could not staff 
them. 

Mrs. Rogers. I mean under the Hill-Burton Act. You need more 
VA hospitals? 

Dr. Fiickrer. We need more hospitals but if you make them all NP 
hospitals, we would still be in trouble. 

Mr. Sartor. Mr. Teague? 

Mr. Tracur. No questions. 

Mr. Sayxtor. Thank you, Dr. Flicker. 

Our next witnesses will be Mr. H. V. Stirling, the Acting Adminis- 
trator of the Veterans’ Administration, and Dr. Joel T. Boone. 

Mr, Stirling, on behalf of the subcommittee I welcome you and ap- 
preciate your coming up here and taking your time to testify on this 
very important matter which affects your organization very vitally. 
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STATEMENTS OF H. V. STIRLING, ACTING ADMINISTRATOR, VET- 
ERANS’ ADMINISTRATION; DR. JOEL T. BOONE, CHIEF MEDICAL 
DIRECTOR, DEPARTMENT OF MEDICINE AND SURGERY, VET- 
ERANS’ ADMINISTRATION; AND EDWARD E. ODOM, SOLICITOR, 
VETERANS’ ADMINISTRATION; ACCOMPANIED BY WILLIS 
HOWARD, ASSISTANT ADMINISTRATOR FOR CLAIMS; AND 
HENRY W. LONGFELLOW, EXECUTIVE ASSISTANT TO THE ASSIST- 
ANT ADMINISTRATOR FOR LEGISLATION 


Mr. Srirtinc. Mr. Chairman and members of the committee, the 
Veterans’ Administration is always glad to appear before this com- 
mittee at any time to give you the facts which we have the way that 
you want them. 

* [have a short statement which, with your permission, I should like 
to read. 

Mr. Sartor. You may proceed with your statement. 

Mr. Stirtrnc. The historical development of legislation granting 
hospital and medical benefits to veterans is a revealing indication of 
the relative emphasis at differing periods on a policy of liberality and 
on economic and fiscal considerations. 

In 1921 the President appointed a committee, chairmaned by 
Charles G. Dawes, to investigate and report with recommendations 
on what should be done to correct the situation with respect to the 
administration of care and treatment of veterans and other veterans’ 
benefits. The report of that committee emphasized the lack of a 
carefully planned program for hospital construction to provide 
facilities “commensurate with the approved and declared needs of 
the immediate future and for some years to come.” It was recom- 
mended, among other things, that a continuing hospital-building 
program to provide satisfactory care for the disabled veterans of 
World War I be entered upon at once. On August 9, 1921, Public 
Law 47, 67th Congress, was enacted creating the Veterans’ Bureau. 
Pursuant to that act, the President, by Executive order, transferred 
the hospitals administered for veterans by the Public Health Service 
to the Veterans’ Bureau, and under the new policy there were some 
15,402 beds available in United States Veterans’ Bureau hospitals by 
the end of fiscal year 1923. 

A liberalization in the eligibility requirements was also developing 
concurrently with the erection of additional hospital facilities. The 
War Risk Insurance Act amendments of October 6, 1917, had provided 
for hospital and medical services to those disabled in service. Public 
Law 194, 67th Congress, approved April 20, 1922, provided that 
hospital facilities under the control of the Veterans’ Bureau “shall be 
available for veterans of the Spanish-American War, Philippine 
Insurrection, and the Boxer Rebellion suffering from neuropsychiatric 
and tubercular ailments and diseases.” 

The World War Veterans’ Act, 1924, repealed the War Risk In- 
surance Act, as amended, but reenacted various provisions with 
liberalizations. It was provided that hospital facilities under the 
control of the Veterans’ Bureau should be available to veterans of the 
Spanish-American War, the Philippine Insurrection, the Boxer 
Rebellion, or of World War I suffering neuropsychiatric ailments 
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or tuberculosis, or certain other enumerated chronic-type conditions, 
It also provided that to the extent Government facilities permitted, 
the Director should furnish hospitalization and necessary traveling 
expenses to veterans of any war, military occupation, or military 
expedition since 1897 without regard to whether the disability was 
service connected and that preference in admission should be given to 
those veterans financially unable to pay for hospitalization and nec- 
essary traveling expenses. The 1897 limiting date was eliminated by 
an amendment in 1926. 

There was thus stimulated a new program of hospital construction 
and expansion to take care of the greatly increased load resulting from 
these liberalizations. The great influx of veterans with all types of 
disabilities taxed the capacity of existing facilities and it became 
necessary to plan a program to take care of a veteran population of 
approximately 5 million. 

As of June 30, 1932, there were in operation 56 Veterans’ Adminis- 
tration hospitals. In the following year the so-called Economy Act, 
Public Law 2, 73d Congress, approved March 20, 1933, repealed all 
public laws granting hospital and medical care to veterans who served 
in or subsequent to the Spanish-American War. Section 6 of the 
new law as amended by Public Law 78, 73d Congress, authorized the 
Administrator, under limitations prescribed by the President, to 
furnish persons discharged from the armed services for disabilities 
incurred in line of duty and veterans of any war, hospitalization or 
domiciliary care. This and the implementing regulations of the 
President were designed to take care of the service-connected cases 
and certain long-term chronic cases, principally tuberculosis and 
neuropsychiatric ailments. However, approximately a year later the 
law was amended by section 29 of Public Law 141, 73d Congress, 
March 23, 1934, to provide hospitalization for war veterans unable to 
pay the expense of hospital care regardless of service connection and 
that the statement under oath of the applicant should be accepted as 
sufficient evidence of inability to defray necessary expenses of hos- 
pitalization or domicilary care. 

The effect of the Economy Act during the first year after its enact- 
ment, and before its liberalization, is indicated by the decrease in the 
total hospital load of the Veterans’ Administration from 43,841 on 
June 30, 1932, to 33,795, 1 year later. With the ensuing relaxation 
of the law, as indicated, the hospital load began to climb again so that 
at the end of fiscal year 1934 more than 40,000 veterans were receiving 
hospitalization from the Veterans’ Administration. 

The building program continued apace under the liberalized law so 
that as of June 30, 1941, the Veterans’ Administration was operating 
hospital facilities at 91 different locations with a capacity of more than 
60,000 beds. In addition, it was utilizing some 2,500 beds in other 
Government institutions and had in operation a total of more than 
80,000 hospital and domiciliary beds, 

The so-called 10-year construction program had been developed by 
the Federal Board of Hospitalization in 1940, having as its goal total 
accommodations to the extent of about 100,000 beds. Had World 
War II not occurred, this number would have enabled the Govern- 
ment to meet most of the requirements for all types of hospital care. 

By 1943 the effect of the World War II group was being felt and the 
Congress specifically amended the law to provide hospitalization and 
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domiciliary care to that group on the same basis as had been provided 
for veterans of World War I. 

In 1944 the Congress placed into the Servicemen’s Readjustment 
Act a directive that hospital construction should be carried forward 
and expedited to provide additional facilities for war veterans, and 
there was authorized to be appropriated $500 million for construction 
of additional facilities. This led to the new hospital construction 
program contemplating an additional number of beds approximating 
50,000 permanent-type beds over and above the original 100,000-bed 
program. After this was initially approved and planned, it was de- 
termined by the President in early 1949 that the needs had been over- 
estimated by some 16,000 beds and accordingly a cutback in the hos- 
pital construction program was directed to that extent. This left the 
revised program with a goal of approximately 131,000 hospital beds, 
which constitutes the present objective. While bills have been con- 
sidered in recent Congresses to restore the 16,000 beds to the program 
and a bill to this effect has passed the House at two different times, the 
Congress has not yet finally enacted such legislation and the revised 
program stands, 

The foregoing historical development clearly reveals two basic and 
diverse factors which have influenced the scope of the legislative 
program of hospital and medical care for veterans at different times, 
one the public psychology pressing for highly liberal benefits during 
and for a period following the mass demobilization of great groups 
of war-service personnel, the other factor being the urgency of fiscal 
and economic considerations at subsequent times. 

Thus, during a considerable period following World War I, there 
prevailed a generous spirit geared to the concept that ill and disabled 
veterans should be hospitalized at the expense of the Federal Gov- 
ernment without drawing the line against those whose disabilities did 
not derive from their military service. 

However, with the advent of the serious economic dislocations 
beginning in the early 1930’s, the veterans’ programs, along with 
other activities of the Government, were reexamined for the purpose 
of effecting the economies then regarded as desirable. This movement 
resulted in the reduction or elimination of various veterans’ benefits, 
including the exclusion of certain non-service-connected cases which 
had been covered by earlier legislation. While the later amendments 
represented a partial reversion to the old law, including the require- 
ment that an affidavit of inability to pay the costs of hospitalization 
must be accepted as proving that fact, the “open door” policy implicit 
in the World War Veterans’ Act, as seaadioda has never been com- 
pletely reestablished. 

The recited history reflects a somewhat similar cycle through the 
period of and immediately following World War II during which there 
was a prevailing sentiment to provide benefits on a very liberal basis 
and to pursue an ambitious hospital construction program to that end. 
It seems reasonable to conclude that the current reexamination of this 
question is somewhat analogous to what took place at the time of the 
legislation resulting in the Economy Act of 1933. While the national 
economy is not at the low ebb which then existed, there is a com- 
parable budgetary pressure for retrenchment because of the vast size 
of the Federal budget occasioned largely by the outlays required for 
national defense. 
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It would seem, therefore, that in order to avoid distortion of the 
question on grounds of expediency, any reappraisement of the medical 
program for veterans should have as its objective a system in which 
confidence may be reposed because it is sound in principle and repre- 
sents a continuing obligation of the Government without dispro- 
portionate strain on the economy at any period. 

It is not believed that the answer lies in any hard and fast deci- 
sion that veterans with non-service-connected ailments are not a 
proper charge of the Federal Government and should therefore be 
completely exciuded from participation in the hospital and medical 
program. The frequently heard statement by those who subscribe 
to this doctrine is to the effect that this program is largely devoted 
to the less-deserving class because some two-thirds of the hospital 
patient load is composed of those with non-service-connected disa- 
bilities. This is a dangerous and misleading oversimplification. 

Without repeating the detailed figures which have been previously 
supplied to the committee, it is enough now to state that the great 
majority of the non-service-connected group in our hospitals on a 
given day is composed of those who (1) have chronic conditions such 
as tuberculosis and neuropsychiatric ailments and other long-term 
ailments, (2) veterans with compensable service-connected disorders 
who require treatment for non-service-connected conditions, or (3) vet- 
erans who are receiving pension for permanent and total non-service- 
connected disability, and receiving treatment for that disability. 
From what has been stated in various quarters, it would apper that 
the concensus of current thinking is that, in general, these groups 
should continue to be a responsibility of the Federal Government to 
the extent facilities can be provided for them. This leaves a rela- 
tively small percentage of non-service-connected cases presently ad- 
missible to a Veterans’ Administration hospital where beds are avail- 
able, if veterans in this classification are unable to defray the necessary 
expenses of hospitalization, this fact being conclusively proved under 
the law by the filing of an affidavit to that effect. Less than 15 percent 
of the entire hospital load are in this category and many of these file 
claims for, and later are awarded, compensation or pension, while 
some others prove ultimately to be long-term cases. 

It would seem that, from a practical standpoint, the primary ques- 
tion concerns whether and to what extent further legislative restric- 
tions should be adopted to limit the conditions under which hospital 
care will be afforded for acute non-service-connected disorders of vet- 
erans who are not eligible for compensation or pension. To exclude 
them entirely would be a substantial reversal of long-existing legis- 
lative policy, requiring the determination that the Government owes 
no obligation of this kind to these veterans, however indigent, whose 
disabilities bear no relationship to their war service. The alternative 
approach of establishing by law more stringent criteria governing the 
eligibility of this group presents a difficult question of devising a plan 
which can be executed without encountering administrative burdens 
and delays of such magnitude as to render the more rigid requirements 
unsupportable. 

The foregoing discussion is submitted for the purpose of providing 
the subcommittee at the outset with background information and cer- 
tain general considerations which it is believed are of fundamental 





HOSPITAL CARE AND OUTPATIENT DENTAL TREATMENT 2533 


importance in evaluating the existing law and procedures governing 
the hospital care and treatment of disabled veterans. 

We have with us our Chief Medical Director, Admiral Boone, and 
our Solicitor, Mr. Odom, and Mr. Howard, the Assistant Adminis- 
trator for Claims, and Mr. Longfellow, the executive assistant to the 
Assistant Administrator for Legislation. 

Mr. Sartor. Thank you for that very excellent summary of the 
laws relating to veterans as they now exist upon our books, especially 
as to hospitalization. I think I speak the sentiments of this com- 
mittee when I tell you that there is no desire on the part of this com- 
mittee to enact any legislation with regard to service-connected cases. 
We are unanimously of the opinion that it is the duty and obligation 
of the Federal Government to render to those who have service-con- 
nected disabilities the best medical care possible, and now speaking 
for myself, I say regardless of how good that medical care is, it is 
a debt that never can be repaid for what those men have given. 

I think it is also the opinion of the members of this committee that 
as to neuropsychiatric and tuberculosis cases, whether or not they are 
service connected is not a matter of concern at the moment. The only 
thing we are directing our attention to is that group of nonservice 
connected who come into the Veterans’ Administration hospitals at 
the present time who have signed the P—10 form indicating that they 
are unable to pay for their hospitalization. As you realize, the Ap- 
propriations Committee attempted to change the law in an appropria- 
tions bill, and it was only because the members of this full committee, 
under the leadership of our grand chairman, were able to stand to- 
gether solidly that we defeated that. We know that there has been 
at least some criticism, and there have been a number of isolated cases 
pointed out to us where people have been admitted to Veterans’ Ad- 
ministration hospitals, having filled out the P-10 form, under the 
belief that regardless of what they filled out, it did not make any dif- 
ference, and they were entitled to hospitalization. 

I think your summary of the laws on the books at this time indi- 
cates that was not the intent of Congress; that when there was a bed 
available and a non-service-connected case applied, he was required 
to fill out what is now known as your P—10 form stating that he was 
unable to pay, and that once he made that oath, which was required 
of that group of patients, that thereafter he would be admitted to 
the hospital and treated. I believe the committee has been informed 
that under advice of the Solicitor, it is impossible for the Veterans’ 
Administration under the present law to look behind that affidavit. 
Am I correct, Mr. Solicitor ¢ 

Mr. Opvom. Perhaps I should say that it is not possible to look be- 
hind it, but it is not impossible to look before it. I will say some- 
thing about that later on if I have the opportunity. 

Mr. Sartor. Go right ahead, sir. 

Mr. Srieure. I would like to say, Mr. Chairman and members of 
the committee, that some of us have been giving a lot of study to 
just what the Veterans’ Administration might do administratively to 
overcome some of the doubts existing in the public mind concerning 
individuals who sign this P-10, swear that they are unable to take 
care of themselves, and yet in the minds of people who may know 
those individuals, they can. Some consideration has been given, and 
discussions have been had with our Solicitor, and if I am not impos- 
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ing upon the committee’s time, I would like to have Mr. Odom give 
you some idea what we may have in mind. 

Mr. Saywor. I want to say you are certainly not imposing on the 
committee’s time. We are delighted to have you here, and we are 
looking for every available bit of information ‘that we can get. We 
do not want to place upon the Veterans’ Administration a tremendous 
administrative task in determining eligibility. That is one of the 
things that I think the committee is also unanimously agreed upon, 
that we do not desire to necessitate your having to come before the 
Appropriations Committee and state that you have a new task which 
requires additional personnel and additional appropriations based 
upon investigating one’s admission to the hospital. Mr. Odom. 

Mr. Opom. Mr. Chairman, preliminarily, perhaps Mrs. Rogers is 
the only member of this present committee who will realize fully 
what I mean when I say I consider it a great honor to work with this 
committee as I have done some time in the past. If I can be of any 
help, that is my sole purpose in being here. 

We have considered, as Mr. Stirling has said, some of the things 
that could be done under the laws that exist at the present time, and 
without taking up too much of your time I want to lay the back- 
ground for that by going back a little bit on the very excellent sum- 
mary which he made. 

Under section 202 (10) of the World War Veterans’ Act, there was 
a procedure in effect whereby those who were applying for hospital 
care were required to state on the form which they signed the ready 
assets which they had. That was for the purpose of the Administrator 
determining, as that section of the statute provided, the priority which 
would be afforded to such applicants for available beds. Under that 
statute priority was given to the one who could not afford to pay for 
his care in another hospital. 

Mr. Frevincuuysen. May I interrupt! Is the term “ready assets” 
one that was used in the law? 

Mr. Ovom. No, sir. There was nothing used in the law. That was a 
regulation issued by the Administrator of Veterans’ Affairs, or a 
practice put into effect by the Director of the Veterans’ Bureau, which 
it was then, to implement the statute, which simply says that he would 
give priority to those who could not afford to pay for their care. 

Mr. Fretincuuysen. What does the expression “ready assets” 
mean ¢ 

Mr. Onom. I do not know that that expression was used. 

Mr. Frevincnoysen. If it was not used, I withdraw that question. 

Mr. Ovom. No; it was not. There was no very great amount of— 
I hesitate to use the word “chiseling’—but there was no great amount 
of difficulty encountered in that. We did find some cases where we 
thought they had incorrectly reported their available means or assets, 
and we not only recommended some of these cases for prosecution, but 
some of them were prosecuted under what is now section 1001 of title 
18 of the United States Code. We also forfeited some benefits because 
of fraud committed in filing a statement of such assets. 

The law was repealed by Public Law 2 of the 73d Congress, which 
largely confined, under the Executive orders issued pursuant thereto, 
the care to service-connected disabilities, But under the amendment 
of March 28, 1934, I think it was, it for the first time wrote into the 
law this provision that the statement under oath of the applicant 
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shall be accepted by the Administrator as satisfactory evidence of his 
inability to defray necessary expenses of hospital care. The Veterans’ 
Administration implemented that by the using of a form which, on one 
side, continued to require, or rather reinstated the requirement, that 
the applicant state his assets or means, and on the other side he could 
sign the statement under oath that he was unable to pay for his neces- 
sary hospital care. 

I think I should at this moment say that a misapprehension is widely 
extant that the law requires the veteran to sign such a sworn state- 
ment. It does not at all. An applicant may file his application for 
hospital care and tel] you what his means are and say, “You decide 
whether I am able to pay for my care.” He has that legal right, abso- 
lutely. All that the law says is that if he chooses to sign a statement 
under oath that he is unable to defray the expense for necessary care, 
that shall be accepted as evidence of that fact. Some applicants have 
taken advantage of that; not many of them. Most of sa sign the 
statement under oath, but because of that very provision in the statute, 
we have never been able either to forfeit benefits—because it does not 
say it shall be accepted simply for the purpose of hospital care—or to 
recommend any cases to the Department of Justice for prosecution. 
[ am not able to say what the Department’s opinion on the matter is, 
but we have never had a prosecution under this statute and some cases 
have been reported 

Now, I am ready to say what can be done, in my judgment. I am 
talking law and not policy. 

The Veterans’ Administration revised that form, P—10, some time 
shortly before the reorganization which went into effect following 
World War II and took off the requirement that the applicant state 
his assets or means. 

There were various reasons for that—manpower shortages, and so 
forth—but the chief reason was that at that point of time there was 
a very general belief among veterans, particularly of World War IT, 
and I think it was due to the assurances which had been given them 
during their service, that they by their service had earned what you 
might call a lifetime contract of medical hospital care. 

So strong was that feeling, and I am sure Mrs. Rogers will recall, 
that numerous bills were introduced and considered by this com- 
mittee to repeal the last sentence of Public Law 312, 74th Congress. It 
was at that time it was given the unfair appellation of “pauper’s 
oath.” It was never intended by the Congress, and it was not thought 
of by the Veterans’ Administration as a pauper’s oath. That appel- 
lation was given to it because of the, I suppose, feeling that that would 
induce the thinking that it ought to be repealed. But the general 
thinking, the editorializing, the speeches, everything in those years 
was—they have earned this and they have it for the rest of their lives. 
We in the Veterans’ Administration knew that was not so. 

As a matter of fact, General Hines told this committee in 1943 
before Public Law 10 was passed that to extend the same benefits of 
World War II that had been extended to veterans of prior wars would 
require the building of probably 300,000 beds by 1970. But, because 
of the psychological and practical aspects, the Veterans’ Administra- 
tion took that off Form P-10, 

Now, it can be put back on either for 1 or 2 valuable purposes. Un- 
der the statute as it exists, and because of the limitation upon avail- 
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able facilities, the Administrator could legally give—as a matter of 
fact, he now is in a sense giving—priorities for admission to available 
beds to veterans with emergent conditions, or those with conditions 
which require iminediate attention and putting off those operations 
of choice and things of that nature. He could also legally give pri- 
ority on the basis of first, medical need, and second, financial need. 

I do not mean by that to say if he had a bed available that was not 
needed by someone in greater need, that he could refuse to hospitalize 
a person who signs a statement under oath that he is unable to pay 
for his own necessary care. 

The statute makes it obligatory upon the Administrator to accept 
that statement, but it does not make it obligatory on him to put that 
man in ahead of someone who needs the care and is less able to pay 
for it. 

If he should do that, then this statement of the applicant’s assets, 
or means, would become material. At the present time it is wholly 
immaterial, and if a veteran falsely or fraudulently reported his assets 
there would not be anything we could do about it. Iam nota criminal 
lawyer. It is not my business to prosecute people, although I refer 
about 7,000 cases a year to the Department of Justice for considera- 
tion of prosecution. They are not this type of case, but cases of all 
types coming = under the very broad laws which the Veterans’ 
Administration has to administer. 

I do know enough about criminal law that in proving intent 
you not only have to have materiality as to the statements made, but 
you have to be able to prove that they were made with the intent 
to commit fraud; at least, to misrepresent things to a governmental 
agency. 

“Mrs. Rocers. I suppose the investigating would have to be done 
very carefully. If the investigator testifies falsely about a man’s 
assets, he might have a lawsuit on his hands. 

Mr. Ovom. That is right. That would be a private matter, between 
them. 

So, such a statement would have two effects. There would be the 
psychological effect. If the applicant picks up this form and has to 
fill out what his assets are, Admiral Boone can tell you how that 
works. The hospitals, the regional offices, and the contact officers all 
ask them, “Do you think that you should sign this form?” Some of 
them say, “No, I believe everything considered, I should not sign 
that.” But there would be a psychological effect if you first filled 
that out and then signed the statement. 

The other thing would be if he does sign the statement over his 
signature and under oath, and it is false, then there is the criminal 
aspect of the matter. As I have said, I am only talking law and I 
am not talking policy. 

I will be glad to answer any questions that I can. I think that 
I have already outlined almost all of this in letters to either the mem- 
bers of this committee or the Appropriations Committee. Mr. Teague 
has most of it, and Mr. Phillips has it. I am always at your service, 
and I am happy to be of service. 

Mr. Secrest. Instead of having a long list of blank spaces in which 
these veterans would list property if you went back to the old form, 
would it be legal to take care of the matter by saying, “Are your assets 





HOSPITAL CARE AND OUTPATIENT DENTAL TREATMENT 2537 


in excess of $10,000, $15,000, or $20,000 ?”—some figure above which 
it might be reasonable to assume that he could pay ¢ 

Mr. Opom. I would say it would be. 

Mr. Secrest. I know if I were signing it I would much rather sign 
something like that than list grandma’s diamond ring and everything 
else I had and take the risk that I had forgotten something that I 
could sell or borrow on. 

Mr. Ovom. It would be legal. 

Mr. Fre~rncuuysen. I suppose that Mr. Stirling can answer about 
the affidavit. As a matter of fact, first of all, what steps does the 
Veteran’s Administration now take if an applicant refuses to deter- 
mine whether or not he is able to pay? Presumably that throws the 
burden on the Veterans’ Administration. 

Mr. Ovom. Generally speaking, they do not refuse to sign. They 
do sign. 

Mr. Fretrincuuysen. Perhaps I should have asked what percent- 
age of the applicants refuse to sign. 

Mr. Opom. It would be miniscule. 

Mr. Fretincuuysen. The fact that there is no requirement they 
sign is not too important one way or the other. 

Mr. Opom. No. 

Mr. Frevincuuysen. To what extent is it an administrative ques- 
tion as to what goes into this affidavit, and to what extent is it some- 
thing that needs to concern us if a decision were made to strengthen 
it, that there should be a strengthening by a means requirement? 
Would it be a simple administrative change in the form? 

Mr. Srirtine. As Mr. Odom pointed out to the committee, and he 
has been stating it om a legal point of view, it is within the province 
of the Administrator to change Form P- 10 in such a manner as to 
require a listing of assets, or a ‘statement. such as Congressman Secrest 
has mentioned, above his sworn statement. If he made a statement 
that is fraudulent, then Mr. Odom has stated before this committee 
that it might result in criminal prosecution and perhaps forfeiture 
by the Veterans’ Administration of his rights to benefits as authorized 
under our laws today. He said legally the Administrator could 
require such a statement. 

Mr. Opvom. Prior to 1944 we required the assets, but not for this 
purpose, and therefore they were immaterial at that time. We could 
not then either have forfeited or successfully prosecuted. 

Mr. Fretincuuysen. The suggestion has been made that the inclu- 
sion of some kinds of a means test to strengthen the affidavit would 
be an automatic deterrent to the applicant who was able to pay and 
who might be considered able to pay. 

Mr. Streurne. Since this subject has come up, we have been giving 
study to this thing—Admiral Boone, Mr. Odom, and some of our other 
people—and I asked Mr. Odom this morning to come to the committee 
here and say just what he thought the Administrator could do under 
existing law. We could strengthen the P-10 the way that Mr. Odom, 
our solicitor, has outlined, without any additional legislation. 

Mr. Saytor. Mr. Odom, if you intend to strengthen i P-10 
form, in your opinion as a lawyer, what would be the effect of the 

varying laws in the 48 States as they affect exemptions? Some States 
in the East have very limited exemptions and some none. Some 
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Western, Midwestern and Far Western States have homestead exemp- 
tions. That homestead exemption has been taken to include the entire 
home and 160 acres. 

Mr. Opom. Everything in the house except, from a recent decision, 
it does not include a television set. . 

Mr. Sartor. I would be interested in having explained to us if there 
is that variation in all 48 States what the condition would be with 
regard to requiring the statement of assets. 

Mr. Opom. That is a very good question. I know that the commit- 
tee appreciates, if it has not been emphasized here as much as it should 
be, that any program that requires policing of these applications is a 
very serious administrative problem. It is expensive and time con- 
suming and therefore costly, but any regulation or statute which would 
be enacted by the Congress would have to ignore largely those local 
statutes and simply require information as to the veteran’s ability to 
pay—those things which would be considered necessary, not what he 
would be legally liable for, but what he would have to pay with. 

One solution, to cut rather sharply, would be the one made by Mr. 
Secrest. How desirable that would be, I would not know. I can 
think of many situations. One applicant might have $4,000 in a bank 
and another applicant might have only $100 in the bank, but the one 
with the $4,000 in the bank may be indebted many thousands beyond 
that, so that really to devise any adequate and satisfactory measure- 
ment is not only a tremendous administrative burden; it is a difficult 
legislative burden, if you attempt to do it. 

Mr. Sarwor. If your P-10 form were changed, I certainly believe 
that if you require a man to list his assets you must in fairness require 
him to show his liabilities. 

Mr. Opom. I would think so. 

Mr. Savior. Because he may show assets, as you have indicated 
here, of sizable amounts, but have liabilities which far exceed the 
assets. 

Mr. Ovom. It is interesting from that point of view that the Con- 
gress itself at one time in connection with the limitation on the pay- 
ment of pensions for permanent total disability (or death pension) 
yrovided that if the veteran or the person, it might be a dependent, 
had paid an income tax for the previous year he would not be eligible. 
Well, the income tax at that time had an exemption of $2,000 or more. 
Pretty soon it had an exemption of $500 and that was pretty unrealis- 
tic. Then they put in a dollar amount which has been changed re- 
cently. I mention that just to illustrate the difficulties. oe 
of this oath originally was to make it unnecessary for the Veterans’ 
Administration to have to police these applications and so that a man 
who needed hospital care could be put in the hospital right then if he 
needed it right then. It was to avoid all that. That was the purpose 
of it. It was not put in there with the idea that people would take 
advantage of it. It was put in there for their advantage to get assist- 
ance when they needed it. ; 

Mr. Fretrncuuysen. Mr. Odom has pointed out the difficulty that 
would arise if you did set up an elaborate policing system, but is it 
your feeling that a strengthening of the affidavit by a means such as 
you suggest would not be an automatic deterrent? In other words, it 
would set up a screen and protect the system against abuses by those 
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able to pay without setting up any elaborate policing system, either 
within the Veterans’ Administration or elsewhere. — 

Mr. Ovom. It will always have to be administered with discretion. 

Mr. FrReELINGHUYsEN. Any law has to be administered that way. 

Mr. Ovom. It must be. I think that it would have a valuable 
psychological effect if nothing more. I am merely expressing an 
opinion on that. 

Mr. Frecincuvuysen. It would not necessarily result in an undue 
administrative burden on the Veterans’ Administration, in your 
opinion ? 

Mr. Ovom. It would depend. I would think using good discretion 
with respect, first, to emergency cases, and second, long-time chronic 
cases, the TB and NP and others, that it would not be too impossible a 
burden. It would be a burden, but I do not think that it would be 
impossible. 

Mr. Frevineuvysen. In your opinion, what would be the effect of 
the rider on the appropriation bill, had it passed ¢ 

Mr. Opom. That puts me on the spot. Frankly, I was not able, with 
my limited intelligence, to say what the effect would have been. 

Mr. Frecincuvuysen. You understand the intent was roughly what 
the intent might be if we take some action now. 

Mr. Secrest. I think that definitely this committee wants to do 
nothing, or wants nothing done, that would hold the veteran out of a 
hospital for 6 weeks while he is being investigated. I think we should 
admit him. I think, and this is only a personal opinion, that if we 
were by law to attempt to set up a standard of income, or a standard 
of admittance, we would fix things where it would be most difficult to 
change. If administratively they issue a regulation with respect to 
assets, in 5 minutes time that can be changed by the Administrator 
merely changing the regulation, if it proves to be unfair to the veteran, 
or wrong. 

Pursuing this a little further, and getting away from the adminis- 
trative costs and all the trouble with respect thereto, we have had no 
one testify before this committee that the NP’s and the TB’s should 
be excluded from these hospitals under any circumstances; is that 
right? 

Mr. Sartor. That is correct. 

Mr. Secrest. I think the general feeling, from the questioning and 
the talk, is that the chronic cases, someone going in for cancer, or for 
a long period of time, service-connected, or nonservice-connected, 
should get hospitalization. I do not think there is any argument or 
any point at issue with respect to them. The whole criticism that has 
been aimed primarily deals with the cases that go in general medical 
and surgical for less than 30 days, or a short period of time, an 
appendicitis operation or some minor surgery. I think those are the 
vases about which there ha: been raised some criticism on ability to 
pay. 

Now, would it not simplify your problem and accomplish what the 
critics want, and assuming that you do put in some question as to net 
worth over $10,000 or $15,000, that you limit that only to those types 
of cases, not the NP and the TB cases? 

Mr. Ovom. You mean if the law were amended ? 

Mr. Sxcrest. No. I mean if you do that by regulation. 

Mr. Ovom. The regulation would have to be across the board. 
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Mr. Secrest. You could not have two forms? 

Mr. Opom. No. They would have to use a great deal of discretion, 

Mr. Saywor. Certainly, your administrators would have enough 
competency to realize that there is a difference between an NP case 
and a TB case and one who is coming in for an appendectomy. 

Mr. Opom. It would be done by the priority system that I mentioned. 

Mrs. Rogers. Mr. Odom, do you plan to put this plan of yours into 
effect as you indicated ? 

Mr. Opom. I only talked law. 

Mr. Stiruinc. We have been studying this, and it is my attitude to 
let the committee know just what we can do under the law, everything 
we can do under the law, and it seems to me the committee would want 
to know what we can do under the law that we have not done. 

Now, this is in the process of study, and because you invited us up 
here today I thought it was only fair to the committee, and perhaps 
to us, to let you know that we have been studying this, but there has 
been no conclusion reached, nor any written regulation prepared con- 
cerning this subject. Mr. Odom was asked by me to present to this 
committee the legal aspects of it, as he sees it, as the Solicitor, but there 
has been no policy decision made on it. 

Mrs. Rogers. I did not know whether you planned to try it out or 
not. 

Mr. Secrest. When you do arrive, or if you arrive at some decision, 
before anything officially is done will you let us know and come before 
this committee so we can discuss it with you before anything is finally 
done on it? 

Mr. Stirtine. If you are in session we will be very happy to do it. 

Mr. Secrest. I assumed that. 

Mr. Sayuor. Mr. Stirling, I think the reason Mr. Secrest asked 
that question is because the committee feels this problem is big in 
the sense that we are dealing with 20 million veterans. Actually it is 
small because even those who have come out most violently opposed 
to the present setup have not said that there were more than 5 percent 
admitted under non-service-connected cases which they feel would be 
subject to examination. Some people have put it down as low as 
21% percent of that group. Therefore it that sense it is small. I 
believe it is the feeling of this committee that that small percentage 
might be the number which would bring the entire program into 
disrepute, and we would like to eliminate any possibility of abuse 
of the present setup. 

Mr. Secrest. And to protect 2 percent we do not want to go 
overboard and hurt 10 percent. 

Mr. Sartor. We do not want to hurt 98 percent. One of the wit- 
nesses who appeared before our committee and submitted the forms 
that are used by the hospitals here in the District of Columbia admit- 
ted that even with as detailed information as they requested and 
received on these forms they found that there would be 1 percent 
of those who would chisel. So we cannot eliminate: it completely. 
We know that, but we would like to limit as much as possible. 

Mr. Txacur. Did I understand you correctly to say that under the 
present laws you could require information to be submitted on the 
P-10 which would then give you information to decide whether or 
not the man was able to pay, and if you decided that he was, you 
could turn it over to the Solicitor? 





HOSPITAL CARE AND OUTPATIENT DENTAL TREATMENT 254] 


Mr. Opom. No, sir; we would have to accept his statement under 
oath as establishing his eligibility for hospital care. What I tried to 
say was if we make this report of his ability to pay material from 
the standpoint of putting him at a certain place on the priority list, 
we then could, if he commits fraud in making his statement—not his 
oath, but his statement of assets—consider that under the statute with 
respect to forfeiture, or even report it to the Department of Justice for 
consideration as to whether it is a violation of the penal statute. 

Mr. Tracur. You could not refuse him after he signed the 
statement ¢ 

Mr. Opom. Except on a priority basis. 

Mr. Tracur. I think that would almost accomplish what I was 
trying to accomplish with my bill. 

Mr. Opom. You are dealing with a lot more imponderables than 
just members. Dr. Boone could say this better than I, but he would 
not dispute me when I say that doctors cannot always tell when a 
person steps into a hospital how long he s going to be there. 

Mr. Secrest. You have another factor also on the non-service- 
connected case. Most of them are not drawing any type of pension. 
There are only 39,000 veterans of World War II that draw non- 
service-disability pensions out of 16 million. 

Mr. Opom. The mental cases quite frequently do. You call to mind 
a point which a great many of the people testifying perhaps may not 
be aware of, or have not mentioned, and that is that a veteran, whether 
he be service-connected or non-service-connected, who is incompetent 
and in a Veterans’ Administration hospital and has no dependents, 
he has his compensation reduced. I do not mean withheld. It is 
reduced so that he gets a very minor amount of his compensation so 
long as he remains incompetent and in our hospital, whereas if he is 
in a State hospital, or any hospital other than one under the jurisdic- 
tion of the Veterans’ Administration, we have to pay the full amount 
of compensation, or pension, as the case may be. Of course, that law 
could be amended, but that is the present law. 

Mr. Secrest. The fact remains that there are 39,000 World War IT 
veterans who get total permanent disability pensions, non-service- 
connected, out of about 15 or 16 million. 

Now, if a veteran goes into a hospital with TB and it is expected 
that he will be there 3 or 4 years, and he has a wife and four small 
children and has $10,000 in the bank, you have to look out for the care 
of those children. You cannot put him in the hospital and let his 
family starve to death. 

Mr. Ovom. We had a specific case very recently that this subcom- 
mittee would be interested in. Admiral Boone has all the facts. 
Essentially they are these. This man had been injured in an accident. 
He was a paraplegic. It was a very severe injury. He had received 
hospital care from the person who was liable for the injury to the ex- 
tent that you might say he had received maximum hospital care, as it 
is ordinarily looked at. He got a judgment for $60,000. I do not 
know how much the attorney got out of that; probably one-third. He 
has a mother and a sister dependent upon him. He had no earnings. 
His pension would not in any way support the mother and the sister 
and himself. If he goes into a hospital he would have to have a day 
and a night nurse; he would have to have paraplegic care if he could 
get a hospital that would give it. That would probably cost him 
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several hundred dollars a month. He said, “I want the training and 
the care which the Veterans’ Administration can give me in one of its 
paraplegic hospitals in the hope that I may someday be self-support- 
ing. 

On those facts he said, “You tell me whether I am eligible for that 
care. 

It is a tough problem. 

Mr. Tracur. Have you told him yet? 

Mr. Opom. I gave Admiral Boone some legal advice. 

Mr. Tracue. I would like to ask some questions along a different 
line of Admiral Boone. 

I understand that we have about 114,315 operating beds for this 
next fiscal year. Approximately 53,000 of those are NP hospital beds, 
Is that approximately right? 

Admiral Boons. I think that that figure is correct. 

Mr. Teacun. There are approximately 24,000 non-service-connected 
waiting and about 15,000 of those are NP cases. 

Admiral Boonz. I would say that is right. About 52 percent of 
the NP cases are service-connected in VA hospitals. 

Mr. Teacug. We have many more general medical and surgical beds 
than we have NP beds, and with regard to the hospitals coming up 
will most of the beds be general medical and surgical beds? 

Admiral Boonsz. That is not correct, sir. As of June 1, 1953, in- 
cluded in a total of 108,896 operating beds we have 46,265 G. M. and 
S. and neurological beds, 48,410 NP beds, 14,221 TB beds. We have 
several new hospitals, NP hospitals, coming in: one each at Brockton, 
Mass., and a tg Pittsburgh, and Los Angeles. Then we have 
in all our general medical and surgical hospitals a certain number 
of NP and TB beds also. 

Mr. Treacue. The point that I am getting at is that of your waiting 
list practically half are NP cases. 

Admiral Boong. That is right. 

Mr. Treacur. But our beds are predominantly general medical and 
surgical beds. Is that the correct trend, or should we have more 
NP beds and fewer general medical and surgical beds? 

Admiral Boonz. No, sir; our beds are not predominantly general 
medical and surgical. We have added NP beds to general medical 
and surgical hospitals. 

Mr, Tracur. What is involved in converting a general medical and 
surgical bed to an NP bed, or a ward, or a hospital ? 

Admiral Boon. It is not solely a question of the conversion of beds. 
You heard Dr. Flicker say today it is also a question of staff. That 
does not mean physicians alone; it means nurses and attendants as 
well. As he said this morning he regrets that more physicians are 
not going into psychiatry. 

Mr. Tragur. Do you think that we are getting completely out of 
proportion on this? 

Admiral Boong. It would not do any good to have the beds if we do 
not have the people to staff them. 

Mr. Teacur. What are we going to do with the NP cases, Admiral 
Boone? 

Admiral Boonsg. It poses a most difficult, terrible question. 

Mr. Sayuor. The biggest need, according to Dr. Cronin of the 
Public Health Service, for hospital beds in the United States is NP 
beds. 
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Admiral Boons. That is right. Dr. Flicker emphasized how man 
beds there were and how many patients there were and what a defi- 
ciency there is of beds throughout the Nation, and what a great load 
there is. 

Mr. Tzacur. Will you be able to staff the NP beds that we are going 
to open next year? 

Admiral Boon. We are trying in every way. We are trying to 
promote a program of training more general physicians in neuro- 
psychiatry, even on just a practical basis, not superspecialists, to try 
to meet that situation. We want in every way to take care of every 
veteran who has entitlement by law to be hospitalized. 

I am just as much interested as any medical man in the Nation 
in hospital provision for patients. I am not just interested in the 
veterans, 

I might say, because possibly I have not been identified as Chief 
Medical Director and because of some testimony heard from other 
sources, if you will bear with me a minute, I will identify myself 
professionally. 

Iam a fellow of the American Medical Association and I have been 
a delegate in the house of delegates of the American Medical Associa- 
tion for 2 years as the Navy representative. 1 am a fellow of the 
American College of Surgeons. I am a fellow of the American Col- 
lege of Physicians and a member of its board of governors. I am a 
fellow of the International College of Surgeons. I am a fellow of 
the College of Chest Physicians of the United States. I am a mem- 
ber of the National Board of Medical Examiners. I am a past 
president of the Association of Military Surgeons of the United 
States. I have recently been elected an honorary member of the Alpha 
Omega Alpha Society, which is the Phi Beta Kappa of medicine. I 
have been 40 years in medical practice, 39 years in government as a 
public servant including 8644 years in the Navy and 2% years as 
Chief Medical Director of the Veterans’ Administration. I have had 
an opportunity and privilege to evaluate medical care for the military 
forces and for civilians of course including, in the latter group, the 
veterans of this Nation. I am now just about 64 years of age. I feel 
often that the criticism that has been leveled against this great medical 
program of the Veterans’ Administration is predicated upon mis- 
information, ignorance, and sadly, in some instances, purposeful in- 
tent to injure a great program. 

Mr. Secrest. I agree with you a hundred percent. 

Admiral Boonsr. May I add to that, I had a debate with one of your 
witnesses in the house of delegates in Denver last December on the 
resolution which was then defeated by the house of delegates, but 
which subsequently was passed in New York in June, and which was 
presented, I believe, to your committee. I cannot subscribe at all to 
that resolution. The chairman of that committee said in the house 
of delegates he knew that our program would be very much harmed, 
or would be harmed, by the action of this resolution, and also our 
residency and training program. I had to take issue with him. I 
said, “harmed” was not the word, the word was “destroyed.” 

Mr. Fretincuuysen. What resolution was that ? 

Admiral Boonr. The American Medical Association’s resolution 
passed in June on the Veterans’ Administration medical and hospital 
care. 
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Mr. Fretincuvysen. I do not know what the subject is. 

Admiral Boonr. I would be happy to present a copy. 

Mrs. Rocrers. May I suggest that it be inserted in the record here? 

Mr. Saywor. It is a part of Dr. Martin’s testimony. 

Mrs. Rocers. Then it is already in. 

Admiral Boonr. Along the line that you mentioned, Mr. Teague, 
we have a 1,000-bed hospital at Albany. ‘The patient load has not 
developed as anticipated. We have been trying very hard to move 
in there a certain type of NP patient who requires intercurrent care 
for a medical or surgical condition. This will use that hospital to a 
maximum and make it possible for hospitals like Northport, Long 
Island; the Bronx, N. Y.; Hamilton, in Brooklyn, where they have a 
potential load to admit more patients. But it was difficult to accom- 
plish more of this last year because we did not have the travel money 
to move additional staff or patients. We want to promote that plan. 

We now have a study being made to determine the extent to which 
we can do just the thing that you asked us about—take care of more of 
these cases in our general medical and surgical hospitals. 

Mr. Tracur. I have another question. What about the distribution 
of the veterans’ hospital population with respect to our hospital sys- 
tem? Has that changed radically since war, or is it fairly well 
distributed ¢ 

Admiral Boone. No; it is about the same. May Isayaword? As 
Chief Medical Director, I would like very much to express a very deep 
sense of appreciation for the work of the whole Veterans’ Committee 
of the House of Representatives and this subcommittee. It has been 
tough going through it as Chief Medical Director. The mirror has 
been held up, but it has been most worthwhile. Also, testifying before 
the Subcommittee on Appropriations for 4 solid days has been very 
beneficial. I think that we are going to be benefited by these hear- 
ings. I hope the public will be benefited by the work you are doing 
and that the Congress will be informed. What is needed is to shed 
the light of day and gain knowledge. 

Mrs. Rogers. I am rather disturbed by the fact that the Senate cut 
$46 million from the appropriation bill and allows only for planning 
of hospitals in California and Texas and Topeka, Kans. That would 
cripple your work very much, would it not ? 

Admiral Boonr. Mrs. Rogers, the Acting Administrator, Mr. Stir- 
ling, and I supported the bill as to those three projects. San Fran- 
cisco very much needs 1,000 beds in a new NP hospital. I see com- 
ments that there are a lot of patients in State, county, or city institu- 
tions. There is a large veteran population out there, and its needs 
should be taken care of by the Veterans’ Administration. 

As to Topeka, it is a replacement. Congress gave us the money to 
acquire the site some years ago. The present hospital plant is in the 
most deplorable and wrecked condition of any in the Veterans’ Admin- 
istration. Topeka is the focal point of our training program for 

sychiatrists, nurses, attendants, in affiliation with the renowned 
{enninger Clinic. : 

The proposed project at Houston is an annex. We are just opening 
a 200-bed NP addition there. The staffing potential is there, the 
patients are there, and there is a need for 125 additional NP and 125 
additional TB beds. 
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[ might say also that the San Francisco site is on Government 
property and funds were authorized and used for grading. If I may 
add, we need the new proposed facility in the worst way in Wash- 
ington, D. C., to replace the Mount Alto Hospital. 

Mrs. Roarrs. Congress does not see that. It is a disgrace to have 
3 or 4 men hospitalized in a small room, perhaps 1 or 2 of them dying; 
with the families of the other men in the room at the same time. It 
is pretty barbarous to have places as crowded as that. I say to you 
that I have nothing but the highest praise for the men that you are 
giving care to there. 

Admiral Boons. It is a general medical and surgical hospital, Mr. 
Teague, and here in Washington we have a big waiting list and a large 
veteran population, and nobody can discount the fact that more and 
more veterans will reside in Washington as time goes on. We have 
the site of 44 acres of ground at Soldiers’ Home, and I am very anxious 
if this should go through to combine with the hospital the clinic on 
19th and Pennsylvania, thus complying with the Appropriations Com- 
mittee request that we make such combinations where practicable. 

Mrs. Rocers. The committee has recommended that hospital be built 
a great many times. It is a national scandal. 

‘Admiral Boonr. It is one of our handicaps not to have a replace- 
ment. 

Mrs. Rocrrs. Dr. Menninger called me up regarding Topeka, Kans., 
hospital. I understand that there you need money to buy additional 
land, do you not? 

Admiral Boonnr. We have the land right next to the present site. 
The bill providing for that is now in conference. 


I have here a point of view of another segment of American 
physicians. 

I will read it, if I may. 

(The statement was read, as follows:) 


The Special Medical Advisory Group, which is appointed by statute under the 
provisions of Public Law 203, 79th Congress, met on March 9, 1953, with the 
Council of Chief Consultants, and the following is an excerpt from the minutes 
of that meeting which is pertinent to the matter of treatment of non-service- 
connected cases now being considered by the Members of Congress: 

“It should also be taken into account that treating non-service-connected dis- 
abilities, beyond being a patriotic duty, is essential for other reasons. In some 
communities, the veteran cannot find available any kind of free medical care and 
in many, certainly not the kind of medical care that is now being given to him 
in Veterans’ Administration hospitals. As a matter of fact, 66 percent of the long- 
term cases for veteran care is in the field of neuropsychiatry and tuberculosis, 
in which it is agreed by the AMA, inadequate facilities outside of the Veterans’ 
Administration hospitals exist in all States. Legal counsel has advised that the 
Veterans’ Administration cannot go beyond the signed statement of a veteran 
applying for admission to a, VA hospital that he is financially incapable of paying 
for service. This means that only Congress can change or clarify this matter. 

“The Special Medical Advisory Group is firmly convinced that the quality of 
the medical and surgical care being given to the veteran today is of a higher 
quality because of the educational interest which ties together the Veterans’ 
Administration hospitals devoted primarily to medical care with those whose 
major concern is with medical education and research. It would not be possible 
in the Veterans’ Administration hospitals to attract and hold medical staffs of 
the caliber which it now was, without the added interest and educational valne 
of treating non-service-connected disabilities. 

“The committee of the advisory group responsible for this endorsement of the 
program adopted by the Department of Medicine and Surgery and so ably admin- 
istered by its Chief Medical Director, Vice Admiral Boone, regrets that it cannot 
add to this endorsement that of many of the deans of American Medical Colleges. 
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college presidents and of individual members of the medical profession which 
are on file in the Chief Medical Director’s office. 

“The advisory group believes, with full knowledge of the entire Veterans’ 
Administration’s Department of Medicine and Surgery program, that it has been 
a great achievement in vastly improving medical care to the veteran and, in 
achieving that end proven itself as a great experiment in government and medica] 
education. In this opinion the Council of Chief Consultants concur.” 

There is attached hereto a roster of members of the Special Medical Advisory 
Group and the Council of Chief Consultants, and it will be noted that the members 
are outstanding in their specialities in the country and that ancillary services 
are also represented by persons of the highest caliber in their profession. 


VETERANS’ ADMINISTRATION 
SPECIAL MEDICAL ADVISORY GROUP 


Dr. Derrick, T. Vail, chairman, 700 North Michigan Boulevard, Chicago, I). 

Dr. Franklin D. Murphy, vice chairman, chancellor, University of Kansas, Law- 
rence, Kans. 

Dr. Brian B. Blades, secretary, George Washington University Hospital, 901 

23d Street NW., Washington, D. C. 

Dr. Wilmar M. Allen, director, Hartford Hospital, 80 Seymour Street, Hartford 

15, Conn. 

Dr. David A. Boyd, Jr., Mayo Clinic, Rochester, Minn. 
Dr. Mather Cleveland, 115 Hast 6lst Street, New York City 21, N. Y. 
Miss Ruth Cooper, University of California, School of Social Welfare, Berkeley 

4, Calif. 

Miss Katharine J. Densford (membership terminated June 30, 1953), University 
of Minnesota School of Nursing, Minneapolis, Minn. 

Dr. Charles C. Higgins, 2020 East 93d Street, Cleveland 6, Ohio 

Dr. Helen A. Hunscher, Home Economics Department, Western Reserve Uni- 
versity, 2023 Adelbert Road, Cleveland, Ohio. 

Dr. William A. Hunt, professor of psychology and biology, Northwestern Uni- 

versity, Evanston, Il. 

Dr. Dean M. Lierle (membership terminated June 30, 1953), State University 
of Iowa, Iowa City, lowa. 
Dr. Charles W. Mayo (membership terminated June 30, 1953), Maya Clinic, 

Rochester, Minn. 

Dr. Charles F. McCuskey, 305 South Westlake Avenue, Los Angeles 5, Calif. 

Dr. Robert A. Moore, dean, Washington University School of Medicine, St. Louis 
10, Mo. 

Dr. John Raaf, 833 Southwest 11th Avenue, Portland 5, Oreg. 

Dr. J. Stewart Rodman, 524 Manor Road, Wynnewood, Pa. 

Dr. Robert A. Ross, 818 Anderson Street, Durham, N. C. 

Dr. Wendell G. Scott, 4952 Maryland Street, St. Louis 8, Mo. 

Dr. John 8. Voyles, 3724 Washington Avenue, St. Louis 8, Mo. 

Dr. Derrick T. Vail (ophthalmology), chairman: M. D., Harvard Medical 
School; director, department of ophthalmology, Children’s Hospital, Cincinnati, 
1987-45; attending ophthalmologist, Passavent Memorial Hospital; consultant 
ophthalmology, Westly Memorial Hospital, Chicago, Ill.; attending and director, 
department of ophthalmology, Cook County Hospital, Chicago, Il., 1946-52; 
professor and head of department of ophthalmology, Northwestern University, 
1945 to present; professor and head of department of ophthalmology, Cincinnati 
University, 1987-45 ; consultant to Surgeon General (U. 8. Army), colonel, Medi- 
cal Corps, Army of the United States, 1942-45; consultant ophthalmology, ETO. 
Member: American Academy of Ophthalmology and Otolaryngology, American 
Medical Association, American Board of Ophthalmology, Association for Research 
for Ophthalmology, American College of Surgeons, and American Ophthalmo 
logical Society. 

Dr. Franklin D. Murphy (general medicine), vice chairman: M. D., University 
of Pennsylvania, 1941; instructor of medicine, 1942-44, University of Pennsyl- 
vania ; instructor of medicine, 1946-48, Kansas University ; dean, School of Medi- 
cine, and associate professor, medicine, Kansas University, 1948; professor, medi- 
cine, and dean, School of Medicine, 1948-51; chancellor, University of Kansas, 
1951; fellow, internal medicine; captain, Medical Corps, Army of the United 
States, 1942-46, malaria research. Awarded Army Commendation Ribbon. 
Member: American Medical Association, American Heart Association, and 
American Federation Clinical Research. 





— = tio ee - bh > 


HOSPITAL CARE AND OUTPATIENT DENTAL TREATMENT 2547 


Dr. Brian B. Blades (thoracic surgery), secretary: M. D., Washington Univer- 
sity of St. Louis; professor of surgery, George Washington University; chief 
of surgery, George Washington University Hospital; consulting surgeon, Mount 
Alto Hospital, VA. Member: American Surgical Association, Society of Clinical 
Surgeons, Southern Surgical Association, International Society of Surgeons, and 
American Association for Thoracic Surgery. 

Dr. Wilmar M. Allen: Director, Hartford Hospital; M. D., Johns Hopkins 
University Medical School, 1920; internship, Henry Ford Hospital, Detroit, Mich., 
1920-21; director, Central Laboratory, Saginaw, Mich., 1921-22; pathologist, 
Saginaw General Hospital, Women’s Hospital, and St. Mary’s Hospital, Saginaw, 
Mich., 1921-22; assistant resident and instructor in obstetrics, Johns Hopkins 
Hospital, Baltimore, 1922-24; resident and instructor in medicine, 1924—25, pathol- 
ogist and bacteriologist, Hartford Hospital, 1925-26; director, Hartford Hospital, 
from 1936 to date. Member: American College of Hospital Administrators (F), 
1939 (president, 1949-50); regent, 1946, and member of executive committee, 
Council on Association Development, 1939; Connecticut Hospital Association 
(president, 1989-40) ; American Medical Association (F) ; American College of 
Physicians (F); president of the New England Assembly, 1942-43; delegate at 
large in house of delegates, American Hospital Association, 1952. 

Dr. David A. Boyd, Jr. (neuropsychiatry) : M. D., Jefferson Medical College; 
M. S. Neuropsychiatry, University of Michigan; formerly assistant director and 
assistant professor of neuropsychiatry, Neuropsychiatric Institute, University of 
Michigan ; neuropsychiatrist, Indianapolis General Hospital; consultant, psychi- 
atry, Indiana University student health department ; director, Riley Clinic, child’s 
study and guidance; psychiatry, Indiana University Hospital; chairman, depart- 
ment of neurology and psychiatry, and professor of psychiatry, Indiana Univer- 
sity School of Medicine, over 10 years; consultant, psychiatry, Mayo Clinic, 
Rochester, Minn.; professor, psychiatry, University of Minnesota Graduate 
School, Mayo Foundation. Member: American Board of Psychiatry and Neu- 
rology (secretary-treasurer), American Medical Association, American Psychia- 
tric Association, and Central Neuropsychiatric Association. 

Dr. Mather Cleveland: Certified in orthopedic surgery 1937: M. D., Physicians 
and Surgeons College, New York 1915; internship, Presbyterian Hospital, New 
York 1916-17; licensed to practice in New York State; in private practice from 
1923 to present ; instructor in surgery and orthopedic surgery 1919-23; instruc- 
tor in orthopedic surgery 1923-30; associate and assistant professor of anat- 
omy, 1923-30, Columbia University; assistant attending surgeon, Presbyterian 
Hospital, 1920-23; assistant attending surgeon, New York Orthopedic Hospital, 
1923-30; attending orthopedic surgeon, St. Luke’s Hospital, New York, 1930 to 
present time; Colonel Medical Corps, Army of the United States, senior consul- 
tant in orthopedic surgery, ETO, during World War II; also served in World 
War I. Member: New York County and State Medical Societies, American Med- 
ical Association, American Academy of Orthopedic Surgeons, American Ortho- 
pedic Association, New York Academy of Medicine, American Society Surgery of 
the Hand, Orthopedic Forum Club, International Society of Orthopedic Sur- 
gery and Traumatology, American College of Surgeons, Past President of Ameri- 
can Academy of Orthopedic Surgeons. Hospital appointments: Consulting 
orthopedic surgeon at Presbyterian Hospital; Beekman-Downtown Hospital; 
Nassau Hospital, Mineola, Long Island; Henry Putnam Hospital, Bennington, 
Vt.; Seaview Hospital, Staten Island; North County Community Hospital, Glen 
Cove, Long Island; Woman’s Hospital, New York City; St. Luke’s Hospital, New 
York City; St. Vincent’s Hospital, Staten Island; surgeon in chief, House of St. 
Giles the Cripple, New York City. 

Miss Ruth Cooper: Associate professor of social case work, University of Cali- 
fornia School of Social Welfare, Berkeley, Calif.; active member of the American 
Association of Medical Social! Workers and active member of American Associa- 
tion of Psychiatrie Social Workers; has collaborated with the Veterans’ Admin- 
istration in the training of University of California medical and psychiatric 
social work students since 1946; formerly director of social service, University 
Hospital Medical Center, University of California, San Francisco; connected with 
social service department at Harper Hospital, Detroit, Michigan; was also chair- 
man, education committee, American Association of Medical Social Workers. 

Miss Katharine J. Densford (nursing): Graduate from Miami University ; de- 
gree of M. A. from University of Chicago; D. Sc. from Baylor University ; Ll. D 
from Miami University; special study at Vassar Training Camp for Nurses, 
Poughkeepsie, N. Y., University of Cincinnati College of Nursing and Health, 
Teachers College, and Columbia University; held teaching, supervisory, and ad- 
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ministrative positions in Cincinnati, Chicago, and elsewhere; now director, schoo] 
of nursing and professor of nursing, University of Minnesota; Active in the 
National League for Nursing. Member: President, International Council of 
Nurses, past president of American Nurses Association, American Nurses Associa- 
tion, American Association of University Women (Parliamentarian, Minnesota 
Division), American Association of University Professors, and National League 
for Nursing Education, 

Dr. Charles C. Higgins: Certified in Urology 1935; M. D., Washington Univer. 
sity, 1923; internship Washington University clinics 1923 and Lakeside Hospital, 
Cleveland, Ohio, 1923-24; resident, Cleveland Clinic, Foundation Hospital, 1984- 
38; post graduate work (European clinics 1928) ; At present on the Staff of Cleve. 
land Clinic, since 1928. Member: American Association of Genito-Urinary Sur. 
geons (secretary 1938-46, president 1952), American Medical Association, Ameri- 
can Urological Association (president 1948-49), American Urological Association 
(north central section) (president 1938-39), Clinical Society of Genito-Urinary 
Surgeons (secretary 1940, president 1951), International Society of Urology 
(president 1950), and American College of Surgeons. 

Dr. Helen A. Hunscher (dietetic) : Graduate of Ohio State University; doctor 
of philosophy, University of Chicago; professor and head of the department of 
home economics, Western Reserve University, Cleveland ; in addition to teaching 
in and directing the department of home economics at Western Reserve Univer- 
sity, chairman of the Cuyahoga County nutrition committee, a member of the 
Board of Nutrition Association of Greater Cleveland, and chairman of Ohio 
delegates of the American Dietetic Association; author of a number of papers 
on nutrition in medical and scientific journals. Member: American Board of 
Nutrition, American Chemical Society, American Dietetic Association (president 
1947-48), American Home Economics Association, American Institute of Nutri- 
tion, Society for Experimental Biology and Medicine, and Society for Research 
in Child Development. 

Dr. William A. Hunt (psychology and biology) : Doctor of Philosophy, Harvard 
University ; professor of psychology and biology and chairman of the Department 
of psychology, Northwestern University, Evanston, Ill.; was commander, United 
States Naval Reserve, World War II, in charge of clinical psychology work; 
now, consultant to Surgeon General, United States Army, and consultant to 
Personnel Panel, Human Resources Division Research, Research and Develop- 
ment Board; formerly member of board of directors of the American Psychologi- 
eal Association ; currently, chairman of Committee on Relationship of Psychology 
to Psychiatry ; member of Publications Board, president elect of the Division of 
Clinical and Abnormal Psychology; associate editor, Journal of Clinical Psy- 
chology, Journal of Consulting Psychology, Journal of Abnormal and Social 
Psychology. Member: American Association for Advancement of Science, Society 
of Experimental Psychologists, American Psychological Association, American 
Psychopathological Association, Midwestern Psychological Association (past 
president), Illinois Psychological Association. 

Dr. Dean M. Lierle (otolaryngology) : Doctor of Medicine, State University of 
Iowa; professor and head of department of otolaryngology, State University of 
iowa, and head of the department of otolaryngology and maxillofacial surgery, 
University Hospital, lowa City, lowa. Member: American Medical Association 
(member council on physical therapy) ; fellow, American College of Surgeons; 
American Academy of Ophthalmology and Otolaryngology (secretary of instruc- 
tion for otolaryngology), chairman of committee on conservation of hearing; 
American Laryngological, Rhinological and Otological Society; American Oto- 
logical Society; American Laryngological Association; American Broncho-Eso- 
phagological Association; American College of Allergists; American College of 
Chest Physicians; American Speech Correction Association; American Associa- 
tion of University Professors, American Association for the Advancement of 
Seience; the Audiology Foundation; American Hearing Society (board of man- 
agers); Otosclerosis Study Group; National Society for Crippled Children 
(member of board of trustees); Society of Research in Child Development; 
American Board of Otolaryngology (secretary-treasurer) ; American Board of 
Plastic Surgery (founders group) ; Iowa Academy of Ophthalmology and Otolar- 
yngology; Iowa State Medical Society; Iowa Academy of Science; Johnson 
County Medical Society. Consultant, Office of the Surgeon General and Armed 
Forces Medical Policy Council. 

Charles W. Mayo: Doctor of Medicine, University of Pennsylvania; Master 
of Science, Surgery, University of Minnesota. Surgeon to Mayo Clinic. Profes- 
sor of Surgery, Mayo Foundation Graduate School, University of Minnesota. 


yh wisi POs wa HO 


— Pre ot 





HOSPITAL CARE AND OUTPATIENT DENTAL TREATMENT 2549 


Member: American Board of Surgery (founders’ group), American College of 
Surgeons, American Medical Association, American Surgical Association, South- 
ern Surgical Association, Western Surgical Association, International Society 
of Surgery. 

Dr. Charles F. McCuskey (anesthesiology): Doctor of Medicine, Tennessee 
University ; clinical professor and chief department of anesthesiology, University 
of Southern California; consultant, anesthesiology, California Hospital, Queen 
of Angels Hospital, Hospital Good Samaritan, Los Angeles County Hospital, St. 
Vincent’s and St. John’s Hospitals. Member: American Medical Association, 
American Society of Anesthesiology, American Board of Anesthesiology (presi- 
dent). 

Dr. Robert A. Moore (pathology) : Doctor of Medicine, Ohio State University. 
Doctor of Philosophy, Western Reserve University. Now dean and the Edward 
Mallinckrodt professor of pathology, Washington University School of Medicine. 
Member of Scientific Advisory Board of the Armed Forces Institute of Pathology. 
Member: American Board of Pathology (board of trustees), American Associa- 
tion Pathologists and Bacteriologists, American Society for Experimental Pathol- 
ogy, International Association for Medical Museums. 

Dr. John Raaf (neurosurgery) : Doctor of medicine, Stanford University, 1930; 
master of science, surgery, 1935; doctor of philosophy, neurosurgery, 1941, Uni- 
versity of Minnesota. Internship, 1929-30; assistant resident, surgical service, 
1930-31, both at Strong Memorial Hospital and Rochester Municipal Hospital, 
Rochester University, Rochester, N. Y.; fellow, general surgery and neurosurgery, 
Mayo Foundation, Rochester, Minn., 1931-86; consultant, neurosurgery, Doren- 
becher Memorial Hospital for Children, Multhomah Hospital; staff, Good Samar- 
itan Hospital and St. Vincent’s Hospital; associate clinical professor surgery, 
and instructor neuropathology, Oregon University. Member: American Academy 
of Neurological Surgeons, American Association for the Surgery of Trauma, 
American Medical Association, North Pacific Society of Neurology and Psychia- 
try, Pacific Coast Surgical Association, North Pacific Surgical Association, Har- 
vey Cushing Society, American College of Surgeons (F). 

Dr. J. Stewart Rodman (surgery): Doctor of medicine, Medico-Chirurgical 
College, Phildelphia, Pa.; professor emeritus, Womans Medical College; consult- 
ing suigeon to the hospital of the Womans Medical College, the Byrn Mawr Hos- 
pital and the Presbyterian Hospital. Member: American Surgical Association, 
the Philadelphia College of Physicians, the Philadelphia Academy of Surgery, 
Soe, Int. de Chir., American College of Surgeons (F). 

Dr. Robert A. Ross (obstetrics and gynecology) : Newly appointed head of de- 
partment and professor, obstetrics and gynecology, University of North Carolina, 
Chapel Hill, N. C.; doctor of medicine, University of Pennsylvania, 1922; intern- 
ship at Protestant Episcopal Hospital, Philadelphia, Pa., 1922-24; obstetrics 
and gynecology, internship and residency at Kensington Hospital for Women, 
Philadelphia, 1924-25; private practice, Durham, N. C., 1926-30; associate, ob- 
stetrics and gynecology, Duke Hospital, 1930-50; professor, obstetrics and gyne- 
cology, Duke University, 1950-52; visiting staff physician, Watts Hospital; con- 
sultant in obstetrics and gynecology, Salvation Army Home and Hospital; lec- 
turer in obstetrics, North Carolina University; captain in United States Navy 
Reserve, 1942-46. Member: American Association of Obstetricians, Gynecolo- 
gists and Abdominal Surgeons, American Gynecology Society, American Medical 
Association, South Atlantic Association of Obstetricians and Gynecologists (sec- 
ticns 1938-41), Southern Medical Association, American College of Surgeons (F). 

Dr. Wendel G. Scott (radiology): Certified in radiology 1937, doctor of medi- 
cine, Washington University, St. Louis, Mo., 1982; internship medical service, 
Barnes Hospital 1933-34; associate radiology at Barnes Hospital and Edward 
Mallinckrodt Institute; radiologist, St. Louis Children’s Hospital; instructor, 
radiology, 1934-38; assistant professor radiology, 1938-40; associate professor, 
clinal radiology, all at Washington University ; captain, Medical Corps, United 
States Naval Reserve; consultant, radiology, Bureau of Medicine and Surgery, 
Nayy Department; associate editor, American Journal of Roentgenology, Radium 
Therapy, and Nuclear Medicine. Member: American College of Radiology, Amer- 
ican Roentgen Ray Society, Radiological Society of North America, American 
Radium Society, American Medical Association, Southern Medical Association. 

Dr. John S. Voyles (dental) : Doctor of dental surgery, Washington University, 
School of Dentistry, St. Louis, Mo. In private practice; (specialist) prosthodon- 
tist. Member: American Dental Association and affiliates, American Academy 
for Plastic Research, American Association for Advancement of Oral Diagnosis, 
International College of Dentists, Biological Photographic Association, Amer- 
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jean Association for Advance of Science, Eoard of Directors, Washington Uni- 
versity, American Denture Society, Federation Dentaire Internationale, St. Louis 
Society of Dental Science. 


COUNCIL OF CHIEF CONSULTANTS 


Dr. Albert M. Snell, Chairman, Council of Chief Consultants. 

Dr. Harold G. Scheie, Vice Chairman, Council of Chief Consultants. 

Dr. Charles L. Brown, Chairman, Medical Section. 

Dr. R. Arnold Griswold, Chairman, Surgical Section. 

Allergy (Medical Section): Dr. Harry L. Alexander, professor emeritus of 
clinical medicine, Washington University Medical School, 600 South Kings- 
highway, St. Louis 10, Mo. 

Thoracic surgery (Surgical Section) : Dr. Brian B. Blades, professor of surgery, 
George Washington University Medical School, Washington, D. C., George 
Washington University Hospital, 901 23d Street NW., Washington, D. C. 

Neuropsychiatry (Medical Section): Dr. Daniel Blain, professor of clinical 
psychiatry, Georgetown University Medical School, medical director, A. P. A., 
1785 Massachusetts Avenue NW., Washington 6, D. C. 

Pathology (Medical Section) : Dr. Osborne A. Brines, professor and chairman of 
pathology, Wayne University College of Medicine, 1512 St. Antoine Street, 
Detroit 26, Mich. 

Internal medicine (Medical Section): Dr. Charles L. Brown, dean, the Hahne- 
mann Medical College and Hospital of Philadelphia, 235 North 15th Street, 
Philadelphia 2, Pa. 

Plastic and maxillo facial surgery (Surgical Section) : Dr. James Barrett Brown, 
professor of clinical surgery, Washington University Medical School, 508 North 
Grand Boulevard, St. Louis 3, Mo. 

Hospital administration and medical statistics (Surgical Section) : Dr. Guy W. 
Brugler, director, Children’s Medical Center, 300 Longwood Avenue, Boston 
15, Mass. 

Audiology (Medical Section) : Dr. Norton Canfield, associate clinical professor of 
otolaryngology, Yale University Medical School, 175 St. Ronan Street, New 
Haven 11, Conn. 

Dental consultant (Surgical Section) : Dr. Herbert K. Cooper, director, Lancaster 
Cleft Palate Clinic, Inc., 24-26 North Lime Street, Lancaster, Pa. 

Physical medicine and rehabilitation (Medical Section) : Dr. Donald A. Covalt, 
associate professor of physical medicine and rehabiliation, New York Uni- 
versity College of Medicine, 400 Bast 38th Street, New York, N. Y. 

Research (Surgical Section): Dr. Wilburt C. Davison, dean, Duke University 
Medical School, Duke Hospital, Box 3701, Durham, N. C. 

Orthopedic surgery (Surgical Section): Dr. Rex L. Diveley, assistant professor, 
orthopedie surgery, Kansas University School of Medicine, 4312 Nichols Park- 
way, Kansas City, Mo. 

General surgery (Surgical Section) : Dr. R. Arnold Griswold, clinical professor of 
surgery, University of Louisville Medical School, 805 Heyburn Building, Fourth 
and Broadway, Louisville, Ky. 

Radiology (Surgical Section): Dr. Aubrey O. Hampton, chief, department of 
radiology, Garfield Memorial Hospital, 10th and Florida Avenue NW., Wash- 
ington, D. C. 

Neurology (Medical Section) : Dr. Walter O. Klingman, professor of neurology 
and psychiatry, University of Virginia Medical School, University of Virginia 
Hospital, Charlottesville, Va. 

Cardiology (Medical Section) : Dr, Charles E. Kossmann, associate professor of 
medicine, New York University, 477 First Avenue, New York 16, N. Y. 

Industrial health (Medical Section) : Dr. Anthony J. Lanza, chairman, Institute 
of Industrial Medicine, New York University, 477 First Avenue, New York 
16, N. Y. 

Tuberculosis (Medical Section): Dr. Herbert L. Mantz, tuberculosis controller, 
Kansas City Health Department, 618 Professional Building, Kansas City, Mo. 

Otolaryngology (Surgical Section): Dr. James H. Maxwell, professor of oto- 
laryngology, University of Michigan, University of Michigan Hospital, Ann 
Arbor, Mich. 

Gynecology (Surgical Section): Dr. Bernard J. Pisani, associate visiting 
obstetrician and gynecologist and associate clinical professor at Bellevue Hos- 
pital and New York University, 209 Sunset Avenue, Englewood, N. J. 

Urology (Surgical Section): Dr. John N. Robinson, professor, clinical urology, 
Columbia University, 755 Park Avenue, New York 21, N. Y. 
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Ophthalmology (Surgical Section): Dr. Harold G. Scheie, professor of opathal- 
mology, University of Pennsylvania, 313 South 17th Street, Philadelphia, Pa. 
Tropical Medicine (Medical Section): Brig. Gen James 8. Simmons, USA 
(retired), dean, Harvard School of Public Health, 55 Shattuck Street, Boston 

15, Mass. 

Dr. Harry Most, professor of preventive medicine, New York University College 

of Medicine, 477 First Avenue, New York 16, N. Y. 

Gastroenterology (Medical Section) : Dr. Albert M. Snell, ¢linical professor of 
medicine, University of California, 300 Homer Avenue, Palo Alto, Calif. 

Anesthesiology (Surgical Section): Dr. Ralph M. Tovell, chief, department of 
anesthesiology, Hartford Hospital, 80 Seymour Street, Hartford 15, Conn. 

Atomic Medicine (Medical Section): Dr. Shields Warren, director, division of 
biology and medicine, Atomic Energy Commission Laboratory of Pathology, 

New England Deaconess Hospital, 194 Pilgrim Road, Boston 15, Mass. 
Education (Medical Section) : Dr. R. Hugh Wood, professor of medicine, EUSM, 

dean, Emory University School of Medicine, Emory, Ga. 

Neurosurgery (Surgical Section): Dr. Barnes Woodhall, professor of neuro- 

surgery, Duke University, Durham, N. C. 

Dr. Harry L. Alexander (allergy): Williams College, Williamstown, Mass., 
A. B.; Columbia University College of P. & S., New York., M. D.; professor 
emeritis of clinical medicine, Washington University Medical School; Chief 
Consultant, allergy, Veterans’ Administration. Member: Association of Ameri- 
can Physicians, American College of Physicians, American Society for Clinical 
Investigation, American Academy of Allergy, Society for Experimental Biology 
and Medicine, Central Society for Clinical Research, American Medical Associa- 
tion, County and State medical societies. 

Dr. Brian B. Blades (thoracic surgery): University of Kansas, A. B.; Wash- 
ington University of St. Louis, M. D.; professor of surgery, George Washington 
University ; consulting surgeon, Mount Alto; Chief Consultant, thoracic surgery, 
Veterans’ Administration. Member: American Surgical Association, Society 
of Clinical Surgeons, Southern Surgical Association, International Society of 
Surgeons, American Association for Thoracic Surgery. 

Dr. Daniel Blain (psychiatry) : Washington and Lee University, B. A.; Vander- 
bilt University School of Medicine, M. D.; medical director, American Psychiatric 
Association, professor of clinical psychiatry, Georgetown University ; consultant, 
United States Public Health Service; Chief Consultant, psychiatry, Veterans’ 
Administration. Member: American Medical Association (Ff), American Psychi- 
atric Association( F), American Psychonalytic Association, Amrican Board of 
Neurology and Psychiatry (diplomate), New York Neurological Society, American 
Psychopathological Association, American Society for Research in Nervous and 
Mental Disease, American College of Physicians (F). 

Dr. Osborne A. Brines (pathology): Wayne University, M. D.; professor and 
chairman of pethology, Wayne University College of Medicine ; Chief Consultant, 
pathology, Veterans’ Administration. Member: American Medical Association, 
American Association of Pathologists and Bacteriologists, American College 
Clinical pathologists, American College of Physicians, College of American 
Pathologists. 

Dr. Charles L. Brown (internal medicine) : Oklahoma University, M. D.; dean, 
the Hahnemann Medical College and Hospital of Philadelphia; chief consultant, 
internal medicine, Veterans’ Administration. Member: American Gastro- 
enterological Association, American College of Physicians, American Society for 
Clinical Investigation, American Therapeutic Society, Central Society for Clinical 
Research. 

Dr. James Barrett Brown (plastic and maxillo facial surgery): Washington 
University Medical School, M. D.; professor of clinical surgery, Washington 
University Medical School, St. Louis, Mo.; professor of maxillo-facial surgery, 
dental school; consultant, plastic surgery, Los Alamos Medical Center, Los 
Alamos, N. Mex.; chief consultant, plastic and maxillo-facial surgery, Veterans’ 
Administration. Member: American Surgical Association, Southern Surgial 
Association, Western Surgical Association, Central Surgical Association, Ameri- 
can Association of Plastic Surgeons, Society of Plastic and Reconstruction Sur- 
gery, American Association for Surgery of Trauma; Association of Military 
Surgeons, American College of Surgeons, International Society of Surgeons, 
American Board of Surgery—founders group, American Board of Plastic Sur- 
gery—founders group. 

Dr. Guy W. Brugler (hospital administration) : Ohio University, Athens, Ohio, 
B. A.; Western Reserve School of Medicine, Cleveland, Ohio, M. D.; assistant 
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director of administration, University Hospitals, Cleveland, Ohio; director 
Children’s Medical Center, Boston, Mass.; hospital consultant; member of special 
medical advisory group, Veterans’ Administration (1946-52) ; chief consultant, 
Hospital Administration, Veterans’ Administration; fellow, American College 
of Hospital Administrators. Member: American Hospital Association, Massa- 
chusetts Hospital Association (trustee, 1953), Society of Medical Administrators, 
Medical Administrators’ Conference (president, 1952-53). 

Dr. Norton Canfield (audiology): University of Michigan, M. D.; associate 
clinical professor of otolaryngology, Yale University Medical School; chief con- 
sultant, audiology, Veterans’ Administration. Member: American Academy of 
Ophthalmology and Otolaryngology, American Otological Society, American 
Laryngological Association, Royal Society of Medicine (London, England), 
Acoustical Society of America, American Speech and Hearing Society, American 
Medical Association. 

Dr. Herbert Kurtz Cooper: Franklin and Marshall College, D. Sc. ; University 
of Pennsylvania, D. D. S.; professor of cleft palate therapy, University of Penn- 
sylvania ; lecturer, Tufts Dental School; lecturer, Jefferson Medical School ; con- 
sultant, Pennsylvania State Hospital for Crippled Children; consultant, Milton 
Hershey School Dental Clinic; director, Lancaster Cleft Palate Clinic; chief 
dental consultant, Veterans’ Administration. Member: Pennsylvania State 
Health Advisory Board, American Dental Association, American College of Den- 
tists, International College of Dentists. Diplomate: American Board of Ortho- 
dontics, 

Dr. Donald A. Covalt (physical medicine rehabilitation) : University of Indi- 
ana Medical School, M. D.; associate professor of physical medicine and rehabili- 
tation, New York University College of Medicine; clinical director, Institute of 
Physical Medicine and Rehabilitation of New York University-Bellevue Medical 
Center; consultant, United States Public Health Service; consultant, United 
States Air Force; consultant, Federal Security Agency, Office of Vocational 
Rehabilitation; chief consultant, physical medicine rehabilitation, Veterans’ 
Administration, Member: American Medical Association, American Congress of 
Physical Medicine, American Society of Physical Medicine, American Board of 
Physical Medicine, New York Academy of Medicine, Medical Society of County 
of New York, Medical Society of State of New York, American Academy of Com- 
pensation Medicine, American Public Health Association. 

Dr. Wilburt C. Davison (research): Johns Hopkins, M. D.; dean, Duke Uni- 
versity Medical School; professor and chairman of department of pediatrics, 
Duke University School of Medicine; instructor, associate professor and acting 
head, department of pediatrics, Johns Hopkins; chief consultant, research, Vet- 
erans’ Administration. Member: American Academy of Pediatrics, American 
Medical Association, American Pediatrie Society, American Society for Clinical 
Investigation, Society for Pediatric Research, Southern Medical Association, 
American College of Physicians. 

Dr. Rex L. Diveley (orthopedic surgery) : Kansas University School of Medi- 
cine, M. D.; assistant professor; chief orthopedic surgeon, Kansas City General 
Hospital; attending orthopedic surgeon, St. Lukes Hospital; chief consultant, 
orthopedic surgery, Veterans’ Administration. Member: American Academy of 
Orthopedic Surgeons, past president; American Orthopedic Society, past treas- 
urer; Central States Orthopedic Society ; American College of Surgeons; Ameri- 
can Medical Association; British Orthopedic Association; Italian Orthopedic 
Association. 

Dr. R. Arnold Griswold (general surgery): Louisville University Medical 
School, M. D.; clinical professor of surgery, University of Louisville Medical 
School; chief consultant, general surgery, Veterans’ Administration. Member: 
American Association for the Surgery of Trauma, American Medical Associa- 
tion, American Surgical Association, Society Int. Chir., Southern Medical Asso- 
ciation, Southern Surgical Association, Western Surgical Association, Central 
Surgery Association, American College of Surgeons. 

Dr. Aubrey O. Hampton (radiology): Baylor Medical College, M. D.; chief, 
department of radiology, Garfield Memorial Hospital; chief ednsultant, radi- 
ology, Veterans’ Administration. Member: American College of Radiology, 
American Medical Association, Araerican Roentgen Ray Society, Radiological 
Society of North America. 

Dr. Walter O. Klingman (neurology): University of Michigan, M. D.; pro- 
fessor of neurology and psychiatry, University of Virginia Medical School; con- 
sultant, National Institute of Health, neurological diseases and blindness; chief 
consultant, neurology, Veterans’ Administration. Member: American Medical 
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Association, American Neurological Association, American Academy Neurology, 
Association of Nervous and Mental Diseases, American Psychiatric Association, 
American College of Physicians. 

Dr. Charles E. Kossmann (cardiology): New York University, B. S.; New 
York University, M. D.; New York University, Med. Sc. D.; associate professor 
of medicine, New York University; chief consultant, cardiology, Veterans’ Ad- 
ministration. Member: American Heart Association, American Medical Asso- 
ciation, American Society for Clinical Investigation, American College of 
Physicians, Society for Experimental Biology and Medicine, Sociedad Mex de 
Cardiologia. 

Dr. Anthony J. Lanza (industrial health): George Washington University, 
M. D.; New York University Postgraduate Medical School; chairman, Institute 
of Industrial Medicine; chief consultant, industrial health, Veterans’ Adminis- 
tration. Member: American Medical Association, American Public Health As- 
sociation, Academy of Medicine, New York County Medical Association, New 
York State Medical Association. 

Dr. Herbert L. Mantz (tuberculosis): Jefferson Medical College, M. D.; tu- 
berculosis controller, Kansas City Health Department, Kansas City, Mo.; chief 
consultant, tuberculosis, Veterans’ Administration. Member: Missouri Tuber- 
culosis Association, National Tuberculosis Association, American Trudeau So- 
ciety, Jackson County Medical Society, American College of Chest Physicians, 
American Medical Association, American Public Health Association (F.), In- 
dustrial Medical Association (F.). 

Dr. James H. Maxwell (otolaryngology): University of Michigan Medical 
School, M. D.; professor of otolaryngology, University of Michigan; chief con- 
sultant, otolaryngology, Veterans’ Administration. Member: Washtenaw 
County Medical Society, Michigan State Medical Society, American Medical 
Association, American Academy of Ophthalmology and Otolaryngology, Ameri- 
can College of Surgeons, Board of Governors, American Laryngological, Rhino- 
logical and Otological Society, American Otological Society, American Laryngo- 
logical Association. 

Dr. Harry Most (tropical medicine) : New York University, M. D.; New York 
University, D. Med. Sci.; London School of Tropical Medicine, D. T. M. and H.; 
Professor of Preventive Medicine (Tropical Medicine), N.ew York University 
College of Medicine; Deputy Chief Consultant, Tropical Medicine, Veterans Ad- 
ministration. Member: New York Academy of Medicine, Royal Society of Tropi- 
eal Medicine, American Society of Tropical Medicine, American Society for Clini- 
cal Investigation, Harvey Society. 

Dr. Bernard J. Pisani (gynecology): Fordham University, A. B.; New York 
University, M. D.; Associate Visiting Obstetrician and Gynecologist and Associate 
Clinical Professor at Bellevue Hospital and New York University; Chief Con- 
sultant, Gynecology, Veterans’ Administration. Member: American Medical As- 
sociation, New York State and New York County Medical Society; Association 
of Military Surgeons of the United States, American College of Surgeons, Amer- 
ican Academy of Obstetricians and Gynecology, New York Academy of Medicine, 
New York Obstetrical Society. 

Dr. John M. Robinson (urology) : Harvard, M. D.; Professor, Clinical Urology, 
Columbia University ; Chief Consultant, Urology, Veterans’ Administration; Fel- 
low, American College of Surgeons. Member: American Medical Association, 
American Urological Association, American Urological Association (New York 
section), Association of G. U. Surgeons, International Urological Society, New 
York Academy of Medicine, Association of Military Surgeons. 

Dr. Harold G. Scheie (ophthalmology): University of Minnesota, M. D.; Uni- 
versity of Pennsylvania, D. Se. in ophthalmology; Associate Professor, Ophthal- 
mology, University of Pennsylvania; Chief Consultant, Ophthalmology, Veter- 
ans’ Administration. Member: American Medical Association, 

Brig. Gen. James 8. Simmons, USA (retired) (tropical medicine) : Pennsyl- 
vania University, M. D.; Dean, Harvard School of Public Health; Chief Con- 
sultant Tropical Medicine, Veterans’ Administration. Member: Association of 
American Physicians, American College of Physicians, Association of Pathology 
and Bacteriology, Academy of Tropical Medicine, National Malaria Society. 

Dr. Albert M. Snell (gastroenterology) : University of Minnesota, M. D.; Clin- 
ical Professor of Medicine, University of California; Chief Consultant, Gastro- 
enterology, Veterans’ Administration. Member: American Gastroenterological 
Association, American Medical Association, American Society for Clinical Inves- 
tigation, Association of American Physicians, Amercan College of Physicians, 
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American Board of Internal Meiicine, Central Society for Clinical Research. 

Dr. Ralph M. Tovell (anesthesiology) : Queen’s University, Kingston, Ontario, 
B. A.; Queen’s University, Faculty of Medicine, Kingston, Ontario, M. D,; Univer- 
sity of Minnesota, Mayo Foundation, Rochester, Minn., M. Sci. ; Chief, Department 
of Anesthesiology, Hartford Hospital.; Lecturer in anesthesiology, Yale Univer- 
sity, School of Medicine; Chief Consultant, anesthesiology, Veterans Administra- 
tion. Member: American Medical Association, American Society of Anesthesiolo- 
gists, International Anesthesia Research Society, New England Society of Anes- 
thesiologists. Honorary member: Royal Society of Medicine (London) Section 
on Anaesthesiology, Association of Anaesthetists of Great Britain and Ireland. 
Fellow : Faculty of Anaethetists, Royal College of Surgeons (England). 

Dr. Shields Warren (atomic medicine): Harvard, M. D.; professor of path- 
ology, Harvard Medical School; director, State Tumor Diagnostic Service; 
consultant, Board of General Tumor Registry, National Research Council; 
member, Advisory Committee on Biology and Medicine, United States Atomic 
Energy Commission; chief consultant in atomic medicine, Veterans’ Administra- 
tion; senior civilian scientist, Bureau of Medicine and Surgery, United States 
Navy, to evaluate work in radiobiology ; member, Scientific Advisory Board of 
Consultants, Armed Forces Institute of Pathology ; member, Scientific Advisory 
Board to Chief of Staff, United States Armed Forces (aeromedical panel). 

Member: Committee on Growth, National Research Council; Committee on 
Pathology, National Research Council; Committee on Atomic Casualties, Na- 
tional Research Council; Committee on Developmental Biology, National Re- 
Search Council; American Association for Cancer Research; American Asso- 
ciation of Pathologists and Bacteriologists; American Medical Association; 
American Society for Experimental Pathology; New England Cancer Society; 
New England Pathological Society; Society for Experimental Biology and 
Medicine; American Society for Clinical Pathologists. 

Dr. R. Hugh Wood (education) : Medical College of Virginia, M. D.; dean, 
Emory University School of Medicine; professor of medicine, Emory University 
School of Medicine; chief consultant, education, Veterans’ Administration. 
Member: American College of Physicians, American Medical Association, Med- 
ical Association of Georgia, Fulton County Medical Society. 

Dr. Barnes Woodhall (neurosurgery) : Johns Hopkins Hospital, M. D.; protes- 
sor of neurosurgery, Duke University ; chief consultant, neurosurgery, Veterans’ 
Administration. Member: American Medical Association, American College 
of Surgeons, American Academy of Neurological Surgery, Southern Medical As- 
sociation, Southern Surgical Association, Society of Neurological Surgeons, 
American Surgical Association, International Society of Surgeons, Harvey 
Cushing Society. 

Every member on the lists submitted represents a specialty. They 
are all recommended by their specialty, not by any handpicking of 
them. They are representative of the best in medicine and auxiliary 
groups and ‘all the physicians listed on both lists are members of the 
American Medical Association. 

Mr. Crerecta. Mr, Odom, I think that I will direct these questions 
to you from the legal standpoint. I think that you said something 
about for feiting the rights of a veteran if you discover that the P-10 
form was a misstatement, or the affidavit was erroneous, fraudulent, 
untrue. Then you further said, or it was further stated by Mr. Stirling 
that what we want to know is what we can do under the law. Under 
the present law you would have no such authority, would you? 

Mr. Opvom. No, we cannot without a change in regulation, because 
he simply makes his statement under oath and requires that we accept 
that as a fact. 

Mr. Crerecta. You are limited to a yes or no answer, and if he 
answers “Yes” you are precluded from any further investigation or 
activity on your part? 

Mr. Opom. I would not say that we are precluded from investigat- 
ing, but why spend Government money for no purpose? 

Mr. Crereia. I do not understand. 





HOSPITAL CARE AND OUTPATIENT DENTAL TREATMENT 2555 


Mr. Ovom. It would do no good to investigate, therefore, we do not 
spend the money to do it. ’ 

Mr. Creretia, It would be useless. By the same token, getting 
back to Mr. Saylor’s question, or the question by Mr. Secrest, he pro- 
posed that the P-10 form have a question like this—Is your net worth 
over X number of dollars? That would not accomplish any more 
good than the present situation would, would it? 
~ Mr. Opom. Only if we make that a condition as to the place where 
we will put him on the priority list. That would require a change in 
the regulation which would be a valid regulation, in my opinion, and 
therefore it would become a material statement, whereas his present 
statement under oath may be merely a matter of opinion with him that 
he cannot afford to pay it and you cannot prove anything else. 

Mr. Creretxta. This would not be of any more value, either, because 
if you insert a figure of $10,000, if a man’s net worth is $10,000, he may 
be just as impoverished as the man who says that his net worth is 
$2,000 and that he cannot afford to pay. 

Mr. Ovom. I would agree with that. 

Mr. Crere.ia. I proposed this situation last week—if your P-10 
torm had more pertinent questions from which the Veterans’ Admin- 
istration could of itself judge the needs of the individual, his income, 
his earning ability, other income of the family and questions of that 
type, you might be able to conclude whether he was able to pay or not 
to pay. The reason I say that is, because getting back to the question 
of exemptions, my State of Connecticut has very few exemptions. 
That does not prevent one from not paying his legal obligations. In 
the second place, as a lawyer, I know that there are a lot of bank 
accounts in our State just headed, “John Jones, Trustee.” That imme- 
diately makes that man judgment proof. I do know that there are a 
lot of people that have postal savings accounts that are attachment 
proof. There are ever so many methods of defeating the very pur- 
pose that a strengthening under this form probably now does not take 
care of. 

Mr. Opvom. But his statement on a material matter, if it is false, 
would subject him to prosecution, in my opinion, under section 1001 of 
the Criminal Code. 

Mr. Creretta. The fact is that criminal prosecutions are so few and 
far between that they do not mean anything. 

Mr. Opom. He would forfeit his benefit under Public Law 2 of the 
7ist Congress, section 715 of title 38, United States Code. 

Mr. Crere..a. In my own State not only is a man liable for his own 
necessaries, including medical care, but it extends down to his grand- 
parents. 

Mr. Sartor. One of the witnesses that appeared before our com- 
mittee made the suggestion that it was not necessary to go beyond 
certain administrative steps and that the law be changed by adding 
this phrase, and I will read the entire phrase as they recommended it: 

That the statement under oath of the applicant on such form as may be pre- 
scribed by the Administrator of Veterans’ Affairs shall, in the absence of 
substantial evidence to the contrary, be accepted as sufficient evidence of inability 
to defray necessary expenses. 

Do you believe that the addition of that phrase, “in the absence of 
substantial evidence to the contrary,” would strengthen the position 
of the Veterans’ Administration ? 
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Mr. Opom. I think that it would just give us an administrative 
headache because we could not just shut our eyes and say that we are 
not going to inquire. I think that we would be required to inquire 
beyond the statement. After all, an executive officer has sworn under 
oath to do his duty and he cannot close his eyes to things of that sort. 
In effect, the fact is it would be almost the same as though he simply 
repeated that sentence. It would place the burden on the Veterans’ 
Administration of being sure they were not admitting someone who 
could pay. 

Mr. Teacue. Surely you would not interpret that to mean that you 
would have to investigate every case? 

Mr. Opvom. I would not say every case. I would certainly agree with 
that, Mr. Teague. 

Mr. Crerecia. You would run into trouble trying to ascertain what 
was substantial. 

Mr. Opvom. We would have to define that. It would be another 
regulation. 

Mr. Secrest. The suggestion I made was no proposal of mine as 
to what should be done. They were considering and have considered 
the listing of assets, and I suggested that they also consider just the 
one statement. I think that it could serve the purpose if the veteran 
answered the question that his net worth exceeds $10,000, if that is 
the amount determined upon. If he says, “My net worth is over 
$10,000,” then the admitting officer could say, “Well, this fellow is 
worth over $10,000; he can pay for his own tonsillectomy,” or he could 
say, “This fellow has TB, he is likely to be here 3 years, $10,000 is not 
enough money for him to go elsewhere, so we will just admit him.” 

So I think there is somewhere a figure above which you might suspect 
the man could pay his own way, and you can judge those cases. I 
thought that it would achieve the same results rather than having a 
long list of assets. When you are done anyway what you look at is the 
net worth. If you list assets and liabilities, what is the difference? It 
is more complicated and takes more time than a mere statement that 
I am worth more than $10,000. 

Mr. Creretia. A man’s net worth would not necessarily be the test 
at all, because you would have to take into consideration his standard 
of living and the geographical location. 

Mr. Secrest. I assume that they would have to take into considera- 
tion the members of his family and whether he has children or not. 
You could add another question—what is your net income, or gross 
income ¢ 

Mr. Opom. You could say, “What was your net income on your last 
income-tax return, and has it changed ?” 

There are various ways that it could be done. Whether any one of 
them is desirable or effective is a big problem. 

Mr. Teacur. Admiral Boone, has there been any indication to you 
by any county or State medical group that they might withdraw their 
consultants from this program unless non-service-connected cases were 
kept out of the hospitals? 

Admiral Boonr. Yes. I have debated that with certain organiza- 
tions and groups. 

Mr. Tracur. Is there any place in the country where consultants 
have—— 


—— | 
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Admiral Boonr. I would like to say this in that connection: The 
Association of American Medical Colleges which compose the deans 
of the medical schools are very strong in our support. Five of the 
members of the council of that association are advisers on our medical 
education program and our committee is composed of the dean of the 
school at Atlanta, the dean of Harvard, the dean at Cornell, the dean 
at Cincinnati, and the chancellor of the University of Colorado, who 
was formerly dean of the medical school. There are five members on 
the educational program. They support the program and do not want 
anything to happen to it. The chairman of the council has told me 
since the action by the American Medical Association in New York 
that their organization was not consulted about this resolution and 
they have much at stake in our medical program. I was similarly 
informed before the AMA dinner meeting. 

Mr. Tracur. Is there any place where consultants have actually 
been withdrawn from the program ? 

Admiral Boonr. Not asa body ; no, sir. 

Mr. FretincuuysENn. I am reluctant to prolong the discussion, but 
I would like to take advantage of the exceptional witnesses we have 
and ask Admiral Boone a few questions. 

Mr. Secrest brought up this morning, and others have mentioned it, 
and Mr. Stirling also testified, that the general consensus of opinion 
seems to be, as he put it, that non-service-connected NP and TB cases 
should be the responsibility of the Federal Government to the extent 
that facilities are available. What I should like to ask you, Admiral 

soone, is whether the Veterans’ Administration today does not make 
the sharpest kind of distinction between the non-service-connected case 
and the service-connected case in those categories? 

Admiral Boone. Very definitely. We, of course, give priority to the 
service-connected case. I know, Mr. Congressman, you are aware that 
at the Lyons hospital in your district for some time there have been 
no admissions other than service-connected cases. 

Mr. Fre.incuvuysen. I do not imagine that is an unusual situation. 

Admiral Boonr. That is right. It is true at Coatsville and other 
places. 

Mr. Fre.incnvuysen. By assuming that there should be no distinc- 
tion in effect between the non-service-connected case and the service- 
connected case, we are going to have a fairly drastic change in policy 
if all veterans who apply will receive equal treatment for those types 
of disabilities whether or not they are service-connected; is that not 
true? 

Admiral Boonr, It is a huge problem. I feel strongly that a man 
who is non-service-connected NP or TB, and he certifies (and he has 
not been fraudulent in that certification), and when he has entitle- 
ment that he should be hospitalized. 

Mr. Fre.incHuysen. I am sure that many people agree with you. 

Admiral Boonr. By the Federal Government. 

Mr. FrevincHuysen. I understand that. 

Admiral Boone. If the beds are available. 

Mr. Fretivenvysen. That is one of the points that I would like 
topursue. First of all, to what extent could a radical change in policy 
be handled with presently available bed facilities? 

Admiral Boons. I think that it narrows down to getting the staff 
to do it. I think we could provide the beds with the new beds coming 
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in as far as you could proceed. How far this will go with the mounting 
load of NP’s I do not know. 

Mr. Fre_incuuysen. To what extent do we have a practical prob- 
lem which will make it difficult to have no distinction between service- 
connected and nonservice-connected ¢ 

Admiral Boones. I do not know. 

Mr. Fretinecuuysen. In other words, the furnishing of sufficient 
adequately trained personnel, attendants, and nurses, as well as psy- 
chiatrists, will be a problem. If we eliminate the distinction are we 
not going to run the risk of having service-connected NP and TB 
cases on the waiting list as well as the nonservice-connected ? 

Mr. Ovom. At the present time, of course, the nonservice-connected 
NP’s or TB’s, while on a priority list; nevertheless, there must be 
Veterans’ Administration beds available. The service-connected TB 
or NP, or any other service-connected case has a legal right to hospital 
care and if there is not a bed available in the VA hospitals we have 
to get one some place for him. I do not believe you had in mind 
changing that. If you did, we would be paying for all the veterans 
in the State institutions. 

Mr. Frevincuuysen. That is the problem. To what extent are we 
limited in what we are saying by saying it must be to the limit of 
available beds, and to what extent are we increasing the number of 
beds in order to accommodate the NP and TB cases. Do you have 
any figures on the waiting list cases in NP and TB categories? 

Admiral Boone. That we have. 

Mr. Frevrncuvuysen. Is it a substantial number? 

Admiral Boong. I do not see how anybody in their thinking could 
project too accurately how many NP’s or 'I'b’s there will be in the 
future either in the veteran or nonveteran population. We have no 
sure way of knowing how we can acquire the staff necessary—the physi- 
cians, the nurses, and attendants—to take care of them. Not having 
those answers, I cannot answer the questions as a whole—can we meet 
the problem. 

Mr. Frevtincuuysen. What puzzles me we all feel naturally sym- 
pathetic to the NP and the TB cases, partly because there are not 
adequate local facilities for them, and yet, as I understand it, there 
is a practical level on the number of hospital beds that you are able 
to maintain which require that certain categories of veterans be 
eliminated from immediate treatment. Is there any way in which we 
could liberalize the rules without affecting the service-connected cases 
and giving more liberal treatment to the non-service-connected cases? 

Admiral Boonr. That is predicated on our ability to staff. 

Mr. Fretincuuysen. How able are you! Will you be drawing 
away from the needs of the general population if you try to staff beds 
that would handle the waiting lists that I presume we will get the 
figures on ¢ 

Admiral Boonr. It is well known that the State mental institutions 
are having a difficult time getting a staff. I will not accept the charge 
that the military of this country is siphoning off physicians, as has 
been claimed. I cannot accept the assertion that the VA is siphoning 
off physicians. I think you can turn it around the other way. There 
has been a siphoning to private practice from the Armed Forces and 
the VA. The VA losses to Armed Forces since beginning of Korean 
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war in June 1950 to the present, are 1,029 physicians and 1,496 to 
private life—private practice and industry. 

Mr. Frevincuvysen. I am not suggesting that you are siphoning 
off. Where are you going to get the personnel? How aa you go 
about getting and training aaa that will make it possible to 
enlarge the capacity of the NP and TB cases? 

Admiral Boonr, It comes to the point of recruitment. One thing, 
we are very handicapped by virtue of the differences in level of re- 
muneration between physicians in private life and those in Govern- 
ment service. 

The American Psychiatric Association has urged us in the strong- 
est way to get an increase, a differential, in the pay of the psychiatrists 
over the others. I do not subscribe to that in our large organization 
with all specialties represented. It would throw us off balance. The 
surgeons and the internists, for example, would make protest if you 
were to pay one group more than the other. You pay them according 
to their abilities and training and not according to specialty. 

Mr. Fretincuuysen. You say there is no easy answer. Do you 
think that as a practical matter you could have any considerable ex- 
tension in those categories ¢ 

Admiral Boonr. I think that if we can get some of the general 
physicians to take on a working knowledge of psychiatry we can do 
it. We are trying to promote it, and we are working hard to do that. 
We have the support of a lot of medical schools and of the American 
Psychiatric Association. 

Mr. Frevinanvyrsen. Is it true that, generally speaking, State in- 
stitutions, or local institutions, are only to anxious to transfer all 
veteran cases to the Veterans’ Administration hospitals in NP and 
TB? 

Admiral Boonr. I think that there is a general feeling—and I am 
sure you gentlemen know more about it than I, you are closer to it, 
you read about it in the papers and you live with it. I know very 
well there is a strong feeling that the care of the NP and TB patient 
as well as others who defended the Nation and not any single State 
is a Federal responsibility and not a State responsibility. 

Mr. Fretincuuysen. What is your opinion about the number of 
beds which you are presently planning to maintain—that it is in- 
sufficient and as soon as you get sufficient personnel you will advocate 
increasing the total ? 

Admiral Boone. It is insufficient to clear up the waiting list. This 
special medical advisory group has made several studies over the years, 
the latest in 1950. They feel we could not staff with the present medi- 
cal manpower of this Nation, more than 120,000 beds; yet we look 
to 131,000 with 174 hospitals. There is some cutback by converting 
beds from one type to another type, so I do not think we will meet that 
131,000. 

Mr. Frevincuvuysen. Then, as a practical matter, you think it will 
be necessarily a distinction between non-service-connected cases and 
service-connected cases, even in TB and NP? 

Admiral Boong. On an admission basis, priority basis. As a phy- 
sician my heart is torn when I go through the hospitals and see the 
thousands of NP and TB patients. It is just as much torn for para- 
plegics, quadruple amputees, cancer cases, and so forth, all of whom 
are general medical and surgical cases. You cannot predicate this 
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medical-care program, the great program we have, on NP and TB 
cases only. You have to look after sick people, no matter what type 
they are, and provide for them. 
We have the figures on NP and TB waiting lists now. 
Mr. FreLIncHvUyYsEN. Just insert them in the record. 
(The information requested is as follows :) 


Eligible applicants not yet scheduled for admission—as of June 30, 1953 
NP 


ee 
Other 


le a 


Mr. Ovom, May I add that this is not law, but entirely apart from 
the humanitarian aspect that Admiral Boone has so well given, there 
is the money aspect. Entirely over and above the probable cost to 
the economy of the country, if a veteran does not get prompt and 
effective medical care when needed he very likely may become perma- 
nently and totally disabled and entitled to pension. No other benefit 
is as valuable as prompt hospital care. 

Admiral Boonr. The problem is not the almshouse concept. I say 
that our program is one of rehabilitation, getting people back into 
society, into their homes, and getting them out of institutions. It is 
not extravagant. We are leading the way in many fields of medicine 
and setting particularly a pattern in psychiatry. 

There was one investigator who went out from the Congress of 
late. He went to a hospital in New Jersey, your hospital, Mr. Fre- 
linghuysen. Shockingly he said to the manager—and he is an inves- 
tigator for a committee of Congress—‘Why do you not fire 16 of 
your physicians and employ 60 attendants in their places?” We do 
not accept that kind of concept. 

Mrs. Rocers. Is it not true that if you eliminate too many of the 
general medical and surgical cases it will hurt your whole service 

Admiral Boong. Yes, Mrs. Rogers, I would like to make the plea, 
please, whatever the Congress does, do not permit anything to harm 
or destroy this great medical program that has been built up over the 
years. It benefits the veterans but as well all medicine throughout the 
world. 

Mr. Secrest. One thing has been brought out that is very important 
and I have not heard it before in the committee hearings. That is 
that 30 days’ treatment of a non-service-connected veteran in a hos- 
vital done at the proper time may save paying him the rest of his 
fife a total of 100 percent disability. It is a potent argument for 
continuance of the present hospital program. 

Mrs. Rogers. What are you doing regarding dental care? 

Admiral Boonr. I think that is important. 

Mr. Sartor. In view of the fact that we have these members of the 
Veterans’ Administration staff available, I was going to adjourn until 
Friday morning, but if you people can come back we will adjourn until 
tomorrow morning at 10 o’clock. 

(Whereupon the committee adjourned.) 





ENTITLEMENT AND ELIGIBILITY OF VETERANS FOR 
HOSPITAL CARE AND OUTPATIENT DENTAL TREATMENT 


THURSDAY, JULY 16, 1953 
House or REPRESENTATIVES, 
SUBCOMMITTEE ON HOosPITALS OF THE 
COMMITTEE ON VETERANS’ AFFAIRS, 
Washington, D.C. 


The subcommittee met at 10 a. m., the Honorable John P. Saylor 
(acting subcommittee chairman) presiding. 

Mr. Saytor. The committee will come to order. 

A number of items have come to our attention that members have 
requested be put into the record. 

Mr. FrevincHuysen. I have three letters that I would like included 
in the record, if it would be permissible, from individuals in New 
Jersey who wrote in answer to letters I wrote them. 

One is from William G. McKinley, presently a member of the 
national executive committee of the American Legion, and for many 
years chairman of the rehabilitation committee of the American 
Legion, Department of New Jersey. He has also been vice chairman 
of the Veterans’ Advisory Council of the State of New Jersey for 
10 years. 

(The letter referred to is as follows :) 


Tue AMERICAN LEGION, 
DEPARTMENT OF New JERSEY, 
Trenton, N. J., July 15, 1958. 
Hon. Perer FRELINGHUYSEN, Jr., 
House Office Building, Washington, D. C. 


Drak CONGRESSMAN FRELINGHUYSEN: Concerning your questions, as discussed 
in detail below, relating to hospitalization of veterans in Veterans’ Administra- 
tion hospitals, [ am glad to give you my personal views. Certain of my obser- 
vations may not concisely conform to the testimony of Robert McCurdy, national 
chairman of the American Legion Rehabilitation Commission, as given formally 
to the Hospital Subcommittee of the House Veterans’ Affairs Committee. Where 
there are variances please accept Mr. McCurdy’s testimony as the official Ameri- 
can Legion position and my views as commentary. 

As a first blanket observation, and to avoid repetition, all service-connected 
cases of whatever kind should be hospitalized by the Veterans’ Administration 
as a basic right acknowledged by law and custom. Further discussion, therefore, 
will relate to what is generally classified as non-service-connected cases. 

The term “nonservice connected” for purpose of determining hospital care to 
veterans needs to be more clearly defined. 

All applicants for hospital care whose initial P—10 does not indicate an adjudi- 
cated claim of service connection are classified on admission to hospital as “non- 
service connected.” There is no record that shows a subsequent reclassification 
of these initial reports to “service connected.” Yet from experience it is known 
that many cases admitted to hospital having no claim record are ultimately rated 
“service connected” when reviewed on a filed claim. Were such reclassified cases 
shown upon some report it is quite probable that the number of nonservice cases 
would be reduced. 
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Admittedly, the segregation of this information on reclassified cases is a very 
difficult, if not an impossible task. The development of a claim filed after a 
veteran has been hospitalized sometimes takes months. In fact, the veteran 
might die or be discharged from hospital before his claim is adjudicated. The 
obtaining of information from the Defense Department’s centralized files, such 
as medical reports on a veteran’s service record, may take 2 to 3 months. 

And, if it is necessary, as frequently occurs, to build up the veteran’s claim 
from civilian sources, such as records of private medical treatment or testimony 
of former military associates where military records have been lost or destroyed, 
the service officer’s job is a long and tedious process. In some instances, the 
positive evidence cannot be obtained. 

In considering the classification ‘“‘nonservice connected,” there are three varia- 
tions to be borne in mind: 

(a) Consequential cases; that is, an ailment or disability not previously rated 
but arising in consequence of an established service-connected condition. 

(bd) Contingent cases; that is, an ailment or disability arising as incidental 
or traceable to military service. 

(c) Indigent cases; that is, an ailment or disability not of service origin but 
of such degree as to render the veteran permanent total or partial disabled and 
unemployable and unable to pay for hospital care. In substantial measure, these 
cases come within the definition of Public Law 2, part III, 73d Congress. 

Consequential and contingent cases frequently become “service connected” 
when reviewed and processed for adjudication. Certain of these cases remain 
prima facie service connected but cannot be so rated because positive proof 
cannot be obtained. There are a great many disability claims in this category 
that have been denied compensation. The question here posed is whether such 
cases, if and when they require hospital care, should be granted a waiver of 
doubt and be admitted to hospital. I think they should on the basis of inability 
to pay for such care. I think that if such veterans apply for hospital care, 
especially for a condition indicated or claimed to be of service origin, as of 
record in their claims folder, the Veterans’ Administration should admit them 
to hospital the disallowance of the compensation rating to the conrary notwith- 
standing. 

The philosophy of indigent cases has been established by Public Law 2 and it 
would appear that in Christian charity when such cases arise, “sick, broke and 
no place to go,” they should be cared for. These cases in all probability would 
become public charges in any event, so why quibble about whether it should be a 
Federal, State, or local public institution? The Federal hospital is here in fact. 
Its services are generally available and the patient at least has a sentimental, if 
no other, claim upon the Federal Government by reason of his service. 

“Nonservice” tuberculosis and neuropsychiatric (particularly psychotic) cases 
should be hospitalized in the interest of the public welfare. In other words, 
to be quite blunt, public menaces should be removed from public contact. The 
question of ability to pay should be secondary in these cases subject to review 
and subsequent disposition upon more orderly findings. 

Long-term chronic cases should be cared for on the basis of available facilities 
and indigency. Some latitude, however, should be given to the hospital manager 
for admittance to care, if denial thereof involves danger to the life of the 
patient or other serious consequence, 

General medical and surgical cases should be hospitalized on the basis of 
available facilities and inability to pay. 

Ability to pay all or part of the cost of general medical and surgical care 
should not be considered as basis for hospital admission. The Veterans’ Ad- 
ministration was not established to compete with private institutions in any 
form. The Veterans’ Administration, therefore, should not go into the com- 
mercial hospital field. Care for veterans in Veterans’ Administration hospitals 
should be free and merited under conditions of law based upon some reasonable 
claim as previously discussed or inability to pay at all. 

To attempt to set up a scheme of receiving payment for treatment would 
necessitate some determination and distinction as between a free patient and 
a pay patient. Where a patients pays he is entitled to specified services. This 
would require separation between the pay and nonpay and lead to further 
specialized service, such as nursing care. 

To attempt to determine a partial payment for service raises all sorts of 
questions of what standard to follow. If a veteran feels he wants to make 
some contribution in lieu of payment and in gratitude for services rendered, 
then it might be well to establish a fund in each hospital under the general 
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supervision of the Veterans’ Administration Volunteer Services for the benefit 
of all patients in the hospital. The VAVS does a big job in providing recreational 
and incidental social-service work in various hospitals. It is now supported 
in the main by private contributions of veterans’ organizations and other civic 
organizations. It always has need for funds for such purpose. 

The general standard for admission of patients to hospitals should be pri- 
marily on a diagnosis indicating the degree of seriousness or urgency. Life is 
more important than technicalities. The most urgent and serious cases should 
be admitted promptly and status determined later. 

Less serious cases should be absorbed in the hospital load as conditions warrant 
and eligibility is established. 

All admissions of clearly defined nonservice cases should meet an inability-to- 
pay qualification. 

Cases admitted to hospital that later prove ineligible should be discharged 
without further process. If evidence of fraud or false swearing in connection 
with the filing of P-10 is evident, then criminal proceedings should be instituted 
in culpable cases as the legal circumstances may justify. 

It is clearly evident that there is need for a more critical review of applications 
for admission of nonservice cases to hospital. What changes in procedure 
should be made requires a more detailed study of present practices which seem 
to vary considerably across the country. 

Since this whole subject of nonservice cases has become a major controversy 
of grave public concern and fraught with so much misunderstanding, if not 
ignorance, as well as unfounded conclusions, if not outright prejudice, I venture 
to advance a theory long in mind. 

I believe that all Veterans’ Administration hospitals need closer supervision 
of policy in administration and supervision of general operational management. 
I think that there is need to bring public supervision, independent of the bureau- 
cratic staff supervision, on the actual scene. 

This can be accomplished by the establishment of a board of managers or 
visitors for each hospital similar in organization and technique to that now in 
operation under law in the New Jersey Department of Institutions and Agencies, 
Hach New Jersey institution has such a board which oversees the day-by-day 
operation of these institutions. These boards operate efficiently and effectively. 
The members of these boards are nonsalaried. Public-spirited citizens take 
distinct pride in such service, 

If each Veterans’ Administration hospital had an independent board of man- 
agers with prescribed powers of supervision, including supervision of admissions, 
the present fog of confusion and lack of full understanding of actual conditions 
would be dispelled and future judgment based upon a closer relation of truth and 
actuarial experience. 

What is needed is to restore to the Veterans’ Administration hospital program 
that measure of public confidence it deserves. 

Over the past 10 years the whole of the Veterans’ Administration, and par- 
ticularly the hospital program, has been subjected to a continuous and almost 
brutal harassment involving violent clashes of personalities, the most intemper- 
ate criticism by incompetent investigators, including free-lance storywriters 
more interested in selling a story than correcting conditions, threats and menaces 
of violent dismemberment, reorganizations, reductions in services, inadequate 
appropriations, regrading and dismissal of personnel and general destruction of 
morale, 

It would appear now that, if each hospital were given an independent group 
of public-spirited and public-conscious citizens with reasonable powers to correct 
operational conditions on the ground and to resolve the day-by-day problems 
of management outside of the cumbersome routine of bureaucratic procedure, 
it would uplift both public confidence and the morale of the personnel. 

Such boards once established and oriented on their job could take a searching 
look at admissions and in due course evolve a standard that would be just and 
equitable and consistent with all facts bearing on cases including a humanitarian 
application of commonsense perhaps most needed of all considerations. 

It is not possible to write a perfect set of rules on a national level to fit each 
and every case without exception. Broad policies can be established, but final 
justice and righteousness is dependent upon some human interpretation and 
application of the rules, and that needs to be as close to the case as possible. 

Boards, as suggested, would soon become reasonably authoritative on actual 
conditions and able to say with conviction what is right and truthful and have 
official sanction therefore. Representative of the citizenry of their community, 
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familiar with local conditions and of independent mind, these boards could 
oversee the law and will of the Congress with full consideration of the public 
good, the veteran welfare, and the interest of the Government. 

Orderly reports of such boards, supplementing the more technical and precise 
detail of routine statistical data required for management planning and opera- 
tional direction, would afford official information and matured judgment to the 
Congress both for budgeting and for legislation. 

In considering eligibility for hospital admission and ability to pay, net worth 
is the better test. This considers not only the income factor but reserves, debts, 
and other obligations including dependency. In applying any such test, the type 
of case should be considered. Long-term hospitalization tends to curtail earned 
income and raises a question as to the extent that reserves should be exhausted 
so that a convalescent veteran might become brankrupt upon discharge. 

This philosophy of “paying” needs most thoughtful consideration or it can 
become as cold blooded as some commercial hospitals. Many nonservice cases 
in Veterans’ Administration hospitals are victims of commercial hospitals that 
kept the veteran as long as he had a dollar and ridded themselves of him when 
he became broke. 

The suggestion to use local credit-bureau ratings on a veteran’s assets and 
ability to pay can approach the absolute in ridiculousness and open a new source 
of racketeering. Such services must be paid for by someone. Who? The Vet- 
erans’ Administration or the veteran? From experience the veteran’s statement 
under oath appears sufficient, provided the significance of the statement is made 
clear. I feel that in a great many cases this has not been done. It is no different 
than an income-tax return. 

The American Legion’s survey of nonservice cases in hospitals indicates that 
only about 28 percent were employed when admitted and only 14 percent had any 
insurance coverage. 

There is serious doubt that such a cumbersome and costly procedure as credit 
ratings would trap enough malefactors and deny admission to enough ineligibles 
as to constitute a worthwhile saving to the Government. In all large business 
operations there is a nuisance factor where it is cheaper to take a small loss than 
to set up controls against it. While some reasonable check may be devised to 
pick up chiselers, going to credit ratings is unnecessary. If a few chiselers 
could be found and prosecuted, it would be effective. 

Hospital insurance should not be considered for eligibility purposes. The 
veteran should be advised to use his hospital insurance in a private institution 
to the extent it will carry him. In most cases it is sufficient. However, if a 
commercial hospital has so little humanity as to toss a veteran out into the street 
broke and still sick, then let the Veterans’ Administration in Christian charity 
take himin. I repeat, the Veterans’ Administration should not commercialize its 
services. 

Outpatient dental care to veterans should be restricted to adjunctive cases 
where the dental care is part of overall treatment for other physical conditions 
I would except, however, first-time treatments of veterans recently discharged 
from service that cannot be cared for at the VA clinic. But the treatment of 
normal deterioration of teeth years after service should be at the veteran's 
expense. There should be some latitude of determination, however, for condi- 
tions likely to have more serious consequences. 

It is my concluding opinion that the American people desire to treat veterans 
as a digtinct class and in acknowledgment of service rendered. I believe that 
the American people favor care for the unfortunate veteran “sick, broke, and 
no place to go.” I also think the American people resent being imposed upon 
and certainly desire that those who attempt imposition should be stopped. 

But I also think that much of the difficulty and seeming abuse of the hospital 
program is due to the confusion and induced inefficiency in the administration of 
the Veterans’ Administration as a result of years of sustained investigation, rein- 
vestigation, reorganization, and continued harassment of this sprawling bureauc- 
racy. I think the greatest field of economy will be found in restoring confidence, 
self-respect, and dignity to the Administration. é 

“Call off the dogs” and let this agency level off and it will pay off in dollars 
as well as service to the veteran. 

Sincerely, 
WirtuiaM G. McKENLFEY. 

Mr. Fre.incuvuysen. The second letter is from Daniel J. Law, de- 


partment service officer, Veterans of Foreign Wars of the United 
States, Department of New Jersey. 





HOSPITAL CARE AND OUTPATIENT DENTAL TREATMENT 2565 


(The letter referred to is as follows:) 


DEPARTMENT OF NEW JERSEY, 
VETERANS OF ForREIGN Wars or THE UNrtTep STArTEs, 
Newark, N. J., July 10, 1953. 
Hon. Peter FRELINGHUYSEN, Jr., 
House of Representatives, Washington, D. C. 

HoNORABLE Sir: Due to certain circumstances, I did not receive your letter 
of June 30 regarding question of hospitalization entitlement of veterans until 
July 9, 1953. 

Concerning hospitalization for all veterans of all wars wherein non-service- 
connected especially NP cases which is multiplying daily and which is pathetic 
as we come across these poor souls day in and day out. The majority of NP 
cases we feel are deserving cases, for a lot of these veterans did their duty faith- 
fully and to the detriment of their health and a lot of these men’s records were 
not kept or made, this I would say was not made intentionally, but under fire, 
no one thinks of keeping records of treatments and therefore in a year or two 
subsequent to discharge they develop a nervous condition and are left behind as 
the VA finds no records of treatment in service an dthey are the army of lost 
souls. We advocate building more up-to-date hospitals for NP cases, tuberculosis, 
chronic long-term cases. 

There should be no exceptioned policy for either general medical or surgical 
cases. General medical cases do not take up bed space, and their confinement 
is of a short period. Surgical cases depends upon the nature of the disease and 
if surgical intervention is considered or necessary by medical authoritites, then 
that may last anywhere from 30 to 90 days ineluding convalescent of a followup 
routine. 

As to the question of payment for all or part of the expenses involved in the 
NSC cases, I would say that the VA has a right to charge veterans who can 
afford it. Some public organization, either State or city, would have to take 
charge of, these cases, and I believe it is a lot better to have the Government 
take care of it than the city or State. 

Most of these veterans are personal hazards and must be helped. For instance, 
through my personal experience the majority of the veterans develop all sorts 
of diseases, and although some have an incubation period of 6 months to a year, 
and the majority of these veterans I sincerely believe that they should receive 
the full benefits of free hospitalization, and no payment of treatments should 
be allowed. I do not believe that the income or net worth of an individual 
should be taken into consideration wherein an emergency exists although there 
may be an exception in the minority class where a veteran could well afford 
hospitalization on his own, but they are far and few in this class of veterans. 

The trouble with insurance contracts, they do not cover specifically all con- 
ditions, but are confined to separate diseases in surgical plans, and a lot of these 
contracts are out of reach for an ordinary GI and are only covered for a limited 
period of time and for any extended disease it does not cover it. 

As for the dental program, I believe that some restrictions could be made with 
a saving to the Government. 

Sincerely yours, 
Danret J. Law, 
Department Service Officer. 

By direction: 

ALEXANDER J. Gow, 
Department Commander, VFW. 


P. §8.—As you know, there are at the present time more than 900 NSC NP 
cases in the State of New Jersey receiving treatment in State or county insti- 
tutions who are unable to pay for said treatment. 

Mr. Frevincnvysen. A third letter is from Edward J. Kuntz, past 
department commander, Disabled American Veterans, Department of 
New Jersey. 


36102—53 





2566 HOSPITAL CARE AND OUTPATIENT DENTAL TREATMENT 


(The letter referred to is as follows:) 


DISABLED AMERICAN VETERANS, 
DEPARTMENT OF NEW JERSEY, 
Trenton, N. J., July 6, 1958. 
Hon. PETER FRELINGHUYSEN, Jr., 
Committee on Veterans’ Affairs, 
House Office Building, Washington, D. C. 

Dear Peter: This is to acknowledge receipt of your two letters of June 26 and 
July 1, for which I thank you. 

In compliance with your request I shall gladly answer questions that would 
be of interest to the Hospital Subcommittee. The ensuing paragraphs will con- 
tain answers to the questions you posed in your letter of the 1st instant relative 
to free hospitalization for non-service-connected disability cases. I trust you 
will have received this letter in time for the hearings commencing July 8. 

The nucleus of Federal legislation for non-service-connected disability cases 
can be found in Public Law 141, 73d Congress, with emphasis on section 29 as 
of March 26, 1934. Tuberculosis, neuropsychiatric, and chronic long-term cases 
should receive free hospitalization in Veterans’ Administration hospitals upon 
the disclosure of their service records that each has rendered 1 year of active 
service in any branch of the Armed Forces. Any one of the three aforementioned 
cases could not materialize with less than 1 year of service in the status of non- 
service connected. I can visualize cases of gunshot wounds, shrapnel wounds, 
and chest or back injuries sustained in combat. A decade or two may pass 
before the shrapnel lodged in the chest may affect one lung. Diagnosis at a 
VA hospital could very well determine that cause TB to be true as I stated. 
Neuropsychiatric cases can best be rendered aid in a VA hospital than the 
community health service which many a time commits such cases to the county 
jail, a disgrace to the society of the community and the patriotism of our great 
Nation, to black-mark an innocent man for no misdemeanor committed by him. 
These are the two problems to contend with as I do not consider chronic cases 
a separate class since it can be termed mental as no real disease exists. Chronic 
cases should be given psychiatric treatment in the VA hospital to get the patient 
to gain self-confidence that no true illness exists in his body and he can gain 
a self-sustaining status in the society of his fellow man by seeking employment. 
The conclusion can be solved by rendering psychiatric counseling service upon 
discharge from the hospital. Funds should be allocated on a case-history cost 
of a similar patient to determine the cost for every certain number of veterans 
to be admitted—50,000. A study should be made of the general age limits such 
cases fall in and the death rate of World War I and II veterans to determine 
the percentage of potential cases for the future to alleviate all discrepancies 
evolved in forming a budget for that category. 

The current program for determining non-service-connected cases is erroneous 
in many ways. First, service records of the respective veterans are not fine 
combed for possible service or non-service-connected cases. The veteran is 
merely examined for the symptoms he alleges to be aggravating and no check is 
made by the VA to determine any other cause not mentioned by the patient 
examined. All veterans applying for non-Service-connected disability hospitaliza- 
tion should be given a thorough physical examination upon a fine-comb exami- 
nation of his service records providing they have served 1 year in active service 
in any branch of the Armed Forces. 

No patient should have his eligibility judged by his net worth or income. I 
know many cases where the veteran goes to his physician and pays all expenses 
rather than burden our Government. I am opposed to an investigation of his 
financial status by a local credit bureau, which condition a decade or two hence, 
would create a clash in society between veteran and nonveteran, which would 
be a dangerous element for the security of our Nation in time of war, I hope shall 
never be used as a means of settling differences. 

A hospital insurance contract should not be used by the Government in pay- 
ing for non-service-connected hospitalization as it covers mostly emergency cases 
as appendicitis, tonsilitis, ete. 

The present outpatient dental program should not be restricted as long as the 
Armed Forces will continue to extract teeth from service men and women, and 
tell them to go to a VA hospital for further treatment or fitting of upper or 
lower denture plates. 

The purpose of the existence of the Veterans’ Administration is to render serv- 
ice to our service and non-service-connected veterans, a program difficult to figure 
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as to budget costs with the Korean police action not settled. Veterans are the 
results of wars into which they have been forced. No veterans will exist when 
other means are determined and practiced to settle disputes between nations. 
The VA can best service veterans’ problems in hospitalization while community 
hospital service would cost prohibitive sums and render useless service because 
they do not understand the problems. 

July 1, I retired as the department commander; however, my views still 
receive consideration by all concerned. 

With kindest personal regards. 

Sincerely yours, 
Epwarp J. Kuntz, 
Past Department Commander. 


Mr. Evins. I have a statement concerning the VA medical program 
by Dr. H. H. Shoulders, an outstanding physician of Nashville, Tenn., 
former president of the AMA, and chairman of the committee on 
veterans’ affairs of the Tennessee State Medical Association. 

I think in view of the position of Dr. Shoulders and his outstand- 
ing record, his sateen should be made a part of the record and 
given consideration. I ask that it be included, if possible, following 
the statement of Dr. Martin, the present President of the AMA. 

Mr. Sayior. Without objection, it will be admitted as a part of the 
record ‘and placed after Dr. Martin’s statement. 

We have also received a letter from Mrs. Hobby, Secretary of 
Health, Education, and Welfare, stating that she does not desire to 
appear ‘and testify in this matter. 

Without objection, her letter will be made a part of the record. 

(The letter referred to is as follows:) 


DEPARTMENT OF HEALTH, EDUCATION, AND WELFARE, 
Washington, D. 0., July 15, 1953. 
Hon. B. W. KEARNEY, 
Chairman, Subcommittee on Hospitals, Committee on Veterans’ Affairs, 
House of Representatives, Old House Office Building, 
Washington 25, D. C. 


DEAR Mr. CHAIRMAN: This is in reply to your letter inviting an expression of 
our views in connection with the general question of hospitalization entitlement 
of veterans, on which your subcommittee has scheduled hearings. 

Your letter poses several questions as to policies and standards which you 
desire to be considered in the enactment of amendatory legislation governing 
certain medical care benefits for veterans. This Department, through the fa- 
cilities of the Public Health Service, has for many years provided hospitalization 
to veterans on request of and by reimbursement from the Veterans’ Administra- 
tion. Responsibility for administration of the benefits as provided by Public Law 
No. 2 of the 73d Conzress has been vested in the Administrator of Veterans’ 
Affairs and this Department feels that the experience and recommendations of 
the Veterans’ Administration would provide the most authoritative source of 
information for consideration of the committee. It is noted that the Bureau of 
the Budget has also been invited to comment and its report will presumably ex- 
press the viewpoint of the executive branch on this important subject. 

Because the interest and experience of the Department of Health, Education, 
und Welfare in this field is subordinate to that of other agencies, we do not feel 
that the Department is in a position to offer its views on the care of veterans with 
non-service-connected disabilities. Your action in referring ths matter for our 
attention is appreciated. 

Sincerely yours, 
Oveta Cup Hospy, Secretary. 


Mr. Saytor. The American Legion national rehabilitation commis- 
sion has made an extensive study of veterans in VA hospitals on wait- 
ing lists as of February 4, 1953. This deals pase with NP and 


TB patients, and without objection it will be admitted and made a 


part of the record. 
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(The list referred to is as follows :\ 


Veterans in Veterans’ Administration hospitals or on waiting list as of Feb. 4, 1953 


Residents of Alabama 
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In hospitals In hospitals 
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NP | TB | 


| TB | NP | TB 
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Delaware Delaware - 
District of Columbia. | | | District of Columbia 
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Veterans in Veterans’ Administration hospitals or on waiting list as of 
Feb. 4, 1953—Continued 


| 


Residents of Arizona Veterans in Arizona 


hospitals 
! 
a vn —— SS 


In hospitals | O? waiting | In hospitals | O waiting 


list 


NP | TB | NP | TB | NP | TB | NP | TB 





In State of || From State of— 
Alabama... .. Alabama.........- 6| 86 
Arizona. - -- Arizona... doGee 10 | 87 
Arkansas___- Arkansas | 2 
California California. 97 
Colorado. aot Colorado-- 1 
Connecticut... Connecticut 0 
Delaware... .. ‘ Delaware. 0 
District of Columbia_| District of Columbia 0 
PR aedboccas Florida 0 
Georgia. ..... Georgia... 0 
Idaho. Idaho... 0 
Illinois Illinois } 
Indiana. Indiana. _--.- 
lowa lowa 
Kansas Kansas__.__..- 
Kentucky..-- Kentucky....... 
Louisiana. Louisiana. 
Maine ; Maine...... 4 
Maryland. Maryland i 
Massachusetts-.. Massachusetts_. -. 
Michigan... Michigan... a 
Minnesota Minnesota... .....-. 
Mississippi_....-- Mississippi... 
Missouri ----- Missouri 
Montana 
Nebraska 
Nevada... Dena 
New Hampshire. .---| 
New Jersey _. a 
New Mexico 
New York... 
North Carolina 
North Dakota 
Ohio. -- A ow 
Oklahoma... 
Rink: do wea qatnans 
Pennsylvania. .-.--- 
Rhode Island 
South Carolina 
South Dakota 
Tennessee 
Texas. 
Utah. 
Vermont 
Virginia _. 
Washington 
West Virginia 
Wisconsin _.........-.- 
Wyoming 

Foreign. . 





eccooocoocoonerso 








ocooococo 


coocoooeocoooooococoocoosososescno 








New Jersey... 
New Mexico 





cowocoooocoooorocooooce|ceco|oece|ce|ooo 


Oklahoma........- 
Oregon 
Pennsylvania 
Rhode Island -.--.- ‘ 
South Carolina... -- 
South Dakota... -.- 





Virginia... 
Washington 
West Virginia.....-. 
WOMEIR .2nckngonen 


— — 
cocoon mcccnccooceoooocooo+coecoseooooooosE-So 





ccoocecoooooososoosoosososososoossossoe 





ecooocooooooooocoece|e|co 
CSCOSCHONW COR WOCOCOKWwWNAOCOUNN 


Foreign 
Weep dccesdccce aad 


& | Sccccocccoeccoccoce sooo ococesoooccoooo~socooooBoie 





So | ccoeosooscooooosososoososososososossoo 
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Veterans in Veterans’ Administration hospitals or on waiting list as of 
Feb. 4 1958—Continued 


Residents of Arkansas Veterans in Arkansas 


hospitals 


list list 


1 
7 
In hospitals On waiting In hospitals On waiting 
| ae 
{| 


| TB NP | TB | 

| | 

| From State of — 
Alabama 
Arizona 


In State of 
Alabama 
Arizona 
Arkansas_- Arkansas 
California } California 
Colorado ie 3 } | Colorado 
Connecticut i | 1} Connecticut 
Delaware | | Delaware 
District of Columbia. | | } District of Columbia. 
z lorida | | Florida 

Georgia meatal | | Georgia 

Idaho _...- | Idaho 5 
[ilinois aa | Iilinois.__- pica 
Indiana ) Indiana. _.....--. 
lowa Iowa 
Kansas Kansas 
Kentucky Kentucky 
Louisiana. - Louisiana oh 
Maine » Maine saadabke 
Maryland Maryland Stine 
Massachusetts Massachusetts 
Michigan Michigan 
Minnesota Minnesota 
Mississippi Mississippi 
Missouri. -..-.-- Missouri 
Montana... Montana-- 
Nebraska Nebraska palin 
Nevada Nevada. ...- 
New Hampshire _ New Hampshire. 
New Jersey New Jersey 
New Mexico New Mexico 
New York ; New York 
North Carolina North Carolina 
North Dakota North Dakota 
Ohio Ohio 
Oklahoma . | Oklahoma 
Oregon am | | Oregon _... 
Pennsylvania | | | Pennsylvania 
Rhode Island ; Rhode Island 
South Carolina i South Carolina... 
South Dakota... .-..| | | South Dakota 
Tennessee... ....... | Tennessee 
Texas Texas _. 
Utah Utah 
Vermont. .. Vermont 
Virginia Virginia _. 
Washington ___. Washington 
West Virginia __- West Virginia __-. 
Wisconsin. Wisconsin 
W yoming.. W yoming 

Foreign ae iiiscen dedi | Foreign -_.....-.- 


g 


> 
ALON KN EK OOCSCSCK SK NOK OCR WOWKOOCOKF ROCCO RO Sea 
~ 


MOCO CSCROSGKOCwoorooorosiKw 


| 
| 
| 
| 
| 
| 


- 


ne 





A OOSCOKOM A 


“e 
= 
NS 


cococoooco++co 








a2 
o 


wr 
coocooroooeaBeeoonw 





cosceooscoSwccoscoesorocooooHse 4S 
cooccoccoumsmoscoco 


| 
| 
| 
| 











S| cococoooow 


ow 











~ 
o 
to 
B 
=] 
& 
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‘ 
Veterans in Veterans’ Administration hospitals or on waiting list as of 
Feb. 4, 1958—Continued 


Veterans in California 


Residents of California hospitals 


On waiting 
list 


On waiting 


In hospitals | list 


In hospitals 


In 


State of 

Alabama... 

Arizona 

Arkans1s... 
California 

Colorado edenace 
Connecticut........- 
Delaware 


District of Columbia_| 


Florida 

Georgia. . 

Idaho 

Illinois 

Indiana 

lowa 

Kansas 

Kentucky 
Louisiana 

Maine 

Maryland e 
Massachusetts - . .- 
Michigan... .......- 
Minnesota. .....- 
Mississippi 
Missouri. ... 
Montana. . 
Nebraska... ...... 
Nevada ee 
New Hampshire . 
New Jersey -. 7 
New Mexico. ._... 
New York. . ’ 
North Carolina. - -- 
North Dakota.... 
Ohio Napiotene-ane 
Oklahoma........- 
Oregon 
Pennsylvania. - < 
Rhode Island --...-..- 
South Carolina 
South Dakota... 
Tennessee 

Texas ed 

Utah i arin 
Vermont... 
Virginia 
Washington 

West Virginia 
Wisconsin. 
Wyoming... 





NP 


4) 


0 


8 
1, 744 
29 


0 
0 


0} 


0 
0 


5 | 


0 


10 | 
3 | 


0 
0 
1 
4 


0} 


9 


1/ 


2 
0 
0 
0 


~ 
‘ 


j 





| 
| 


TB 





-oS 


NP 


eS 


ccocoocoesdoco 


occ 


Cem cooooocooworooornd 


- 


coonScoco 


_ 


TB 





_— 
ccocecoooSsoks 





From State of- 
Alabama. - 
Arizona 
Arkansas... 
California 
Colorado 
Connecticut _...- 
Delaware 
Districtof Columbia 
Florida 
Georgia 
Sl. vanes 
Ride emsicinebeds 
Indiana, 


Kentucky....... 
Louisiana 

Maine... .....<-.- * 
Maryland : 
Massachusetts... .. 
Michigan - 
Minnesota. -.... 
Mississippi 
Missouri 

Montana. 
Nebraska 

Nevada. - ‘ 
New Hampshire 
New Jersey . 
New Mexico. ... 
New York . 
North Carolina... 
North Dakota...... 
Ohio... ; 
Oklahoma... 
Oregon 


Pennsylvania. - . 


Rhode Island 
South Carolina... 
South Dakota..... 
Tennessee _. 
Texas... 

Utah... 
Vermont... 
Virginia 
Washington_. 
West Virginia 
Wisconsin 
Wyoming. --.- 


| NP | TB 





0 
0 
1 
15 
8 
0 
0 
14 
0 
1 
1 


coonworooooeo 
NOK OoWK OK WHOS 


Worelga....i-........-- 2 
Total. .... 


Foreign 


1, 388 
| 


/1, 928 




















2572 
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Veterans in Veterans’ Administration hospitals or on waiting list as of 
Feb. 4, 1958—Continued 


In State of 
Alabama 
Arizona 
Arkansas 
California 
Colorado 
Connecticut 
Delaware 
District of Columbia 
Florida... 
Georgia... 
Idaho 
Illinois 
Indiana. 
Iowa 
Kansas 
Kentucky 
Louisiana. 
Maine 
Maryland > 
Massachusetts - - - 
Michigan -. . 
Minnesota. - 
Mississippi 
Missouri-_ 
Montana 
Nebraska. _. 
Nevada 
New Hampshire... 
New Jersey --- 
New Mexico-_-. 
New York... 
North Carolina 
North Dakota 
Ohio 
Oklahoma 
Oregon péee 
Pennsylvania. _-_. 
Rhode Island... 
South Carolina 
South Dakota... 
Tennessee 
Texas. 
Utah 
Vermont 
Virginia 
Washington___- 
West Virginia___. 
Wisconsin 
Wyoming 
Foreign - - 


Total 


| In hospitals 





Residents of Colorado 


ase —_—|| 
On waiting |} 

list | 
yn Te 
NP | TB || 


| | 
} 0 || 
0 
0 
0 
0 | 
0 
0 
0 
0 
0 
0 
0 
0 
0 
0 
0 
0 
0 
0 
0 
0 
0 
0 
0 
0 
0 it 
0 
0 
0 
0 
0 | 
0 | 
0 
0 
0 


Pcoooo 


> 
coscoocoecoococoooc]e|ecses 


cocococecoso 


oocoocoooo 


woroconcosm 


eo 
o- 


omoooooococoo 


| 
| 
| 
i 


| 
o| eeeooecceosoooe 











From State of— 
Alabama... 
Arizona 
Arkansas... 
California 
Colorado 
Connecticut 
Delaware 


District of Columbia | 


Florida 

Georgia-- 

Idaho 

Illinois 

Indiana... 

Iowa 

Kansas 

Kentucky 
Lousiana 

Maine 
Maryland__. oe 
Massachusetts - -- 
Michigan. -- 
Minnesota-- 
Mississippi 
Missouri- 
Montana... ni 
Nebraska. -.__-.-- 
Nevada. -. . 
New Hampshire. -.- 
New Jersey - - - 
New Mekxico-- 
New York....-- 
North Carolina - -. 
North Dakota__. 
Ohio. 

Oklahoma. 
Oregon < 
Pennsylvania__ 


Rhode Island___.__- 


South Carolina... 
South Dakota 
Tennessee... _-_- 
"Tes. .c<0- - 
Utah Semone 
Vermont...... - 
Virginia_. 
Washington ___-__- 
West Virginia 
Wisconsin 
Wyoming 
Foreign. . 


Veterans in Colorado 
hospitals 


| In hospitals | On _— 


| 
NP | TB | 
.- = _| 


owowrKorS 


S — 
CnowBoowwmoBorwcoroHrok® 


_ 
coornew 





= OOCOCKOCAIDOWOOHKOCWOKOK EN KON SAS 


ecoocooooscocoocooooowoooow 


orwocHroe ne 


| 





8 
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Veterans in Veterans’ Administration hospitals or on waiting list as of 
Feb. 4, 1953—Continued 


| 
| 


Residents of Connecticut | 
| 


Veterans in Connecticut 
hospitals 


On waiting 


list 


On waiting | 


In hospitals list In hospitals 


| 


NP | TB | NP | TB | NP | TB | TB 





— —$—$—— | 


In State of From State of— 
Alabama Alabama 
Arizona Arizona 
Arkansas Arkansas 
California California 
Colorado Colorado 
Connecticut Connecticut___-. 
Delaware od Delaware j 
District of Columbia District of Columbia 
Florida Florida 
Georgia Georgia. . 

Idaho Idaho 

Illinois Illinois 

Indiana Indiana 

Iowa lowa sth 

Kansas Kansas_..- 

Kentucky Kentucky 

Louisiana - - - - Louisiana 

Maine Maine 

Maryland ial Maryland.. ; 

Massachusetts - . - Massachusetts. - 

Michigan - _. Michigan - - .-..- 

Minnesota Minnesota - - -. 

Mississippi Mississippi 

Missouri Missouri 

fontana Montana. 

Nebraska Nebraska 

Nevada...... Nevada 

New Hampshire New Hamsphire 

New Jersey New Jersey 

New Mexico New Mexico 

New York. New York 

North Carolina North Carolina 

North Dakota North Dakota 

Ohio Ohio 

Oklahoma. - - Oklahoma 

Oregon : Oregon... - 

Pennsylvania Pennsylvania 

Rhode Island Rhode Island -.... 

South Carolina_.. South Carolina_._. 

South Dakota South Dakota_. 

Tennessee Tennessee... 

Texas. ... Texns..... 

Utah es Utah 

Vermont Vermont 

Virginia.. Virginia... 

Washington Washington 

West Virginia West Virginia_. 

Wisconsin Wisconsin 

Wyoming Wyoming. 
Foreign _ .. Foreign _ - 


Total 


> 
> 
= 


Bonoo 
Bocoo 
co 


= 





o 
o 


> 
coo 
coce#coo 


o 


= So 
cocoororooo 


oo 


So 
= 


oo 
ooco 








ecocoscomcoscoocefo 





ococoococoecoo 





omoocoooocoooooo 


ro 
aoos 
oococeocooeco 
eoocoocooce@ooooc“o 





cowcococosto 
> 





0 
0 
0 
0 
0 
0 
0 
1 
0 
0 
0 
0 
0 
0 
0 
0 
0 
0 
22 
0 
0 
0 
0 
0 
1 
0 
0 
0 
0 
0 
0 
0 
0 
0 
0 
0 
0 
0 
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Veterans in Veterans’ Administration hospitals or on waiting list as of 
Feb. 4, wsisttiiiinen vntinued 


Residents of Delaware 


In hospitals 


In State of 
labama 
Arizona - 
Arkansas 
California 
Colorado 
Connecticut 
Delaware 
District of C 
Florida 
Georgia... 
Idaho 
Illinois 
Indiana 
Iowa 
Kansas ‘ 
Kentucky 
Louisiana. 
Maine ; 
Maryland 
Massachusetts. 
Michigan --- 
Minnesota. . 
Mississippi 
Missouri. 
Montana 
Nebraska_. 
Nevada 
New Hampshire_.- 
New Jerse - 
= »w Mexico... 
New York... 
North Carolina _- 
North Dakota- 
Ohio 
Oklahoma. 
Oregon 
Pennsylvania 
Rhode Island 
South Carolina 
South Dakota 
Tennessee __ 
Texas. 
Utah 
Vermont 
Virginia 
Washington ss 
West Virginia____. 
Wisconsin 
Wyoming 
Foreign 


Total 


olumbia- 


On waiting 


list 


NP 





= 


} 








From State of— 
Alabama 
Arizona. 
Arkansas 
California 
Colorado 
Connecticut 
Delaware 


District of Columbia. | 


Flori = A. 
Georg 
Idaho 
Illinois 
Indiana. 
Iowa 
Kansas 
Kentucky- 
Louisiana. 
Maine 
Maryland 


Massachusetts. ____ | 


Michigan. - - 
Minnesota -- 
Mississippi 
Missouri- 
Montana 
Nebraska - - 
Nevada. 


New Hampshire. -..| 


New Jersey -. 
New Mexico 
New York. _- 
North Carolina _-. 
North Dakota. 
Ohio 
Oklahoma__ 
Oregon ae 
Pennsylvania... .... 
Rhode Island 
South Carolina... 
South Dakota 
Tennessee... - 
Texas 
Utah 
Vermont... 
Virginia 
Washington 
West Virginia 
Wisconsin. ..- 
Wyoming 
Foreign... 


ce 
| Veterans in Delaware 
| hospitals 


On waitin 
list 


NP 


| In hospitals 
| we | 


TB 


coowoococococe|coeococe|coecoocoacooo\eso 


icf cilidNiniohcinielbisibinhiach 
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Veterans in Veterans’ Administration hospitals or on waiting list as of 
Feb. 4, 1953—Continued 





‘ — —— 
Residents of District of Veterans in District of 
| Columbia Columbia hospitals 


| 
On waiting 


On waiting 
list 


In hospitals 


| In hospitals 


NP ‘B | N TB NP | TB 








n State of || From State of— 


Alabama —— 3 | | | 


Arizona 
Arkansas 
California. 
Colorado 
Connecticut 
Delaware 


District of Columbia. | 


Florida 

{ leorgia 

Idaho 

Ilinois 

Indiana 

lowa 

Kansas 
Kentucky 
Louisiana 
Maine 
Maryland 
Massachusetts 
Michigan 

M innesota 
Mississippi 

M issouri 
Montana 
Nebraska 
Nevada 7 
New Hampshire 
New Jersey 
New Mexico 
New York 
North Carolina 
North Dakota 
Ohio 
Oklahoma 
Oregon 
Pennsylvania 
Rhode Island 
South Carolina 


South Dakota_.. ee cil 


‘Tennessee . 

‘Texas 

Utah hae 
Vermont. .........-.- 
Virginia 

Washington ieon 
West Virginia... _. 
Wisconsin 

Wyoming 


POTGMR .. ccchatces 


Total 

















Alabama... 
Arizona 
Arkansas_. 
California 
Colorado 
Connecticut 
Delaware ; 
District of Columbia 
Florida ' 
Georgia 

Idaho 

Illinois 

Indiana. -. 

Iowa 

Kansas 
Kentucky 
Louisiana 
Maine 
Maryland - 
Massachusetts 
Michigan 
Minnesota 
Mississippi 
Missouri 
Montana. 
Nebraska 
Nevada 

New Hampshire 
New Jersey 

New Mexico 
New York 
North Carolina 
North Dakota 
Ohio . 
Oklahoma 
Oregon >aee 
Pennsylvania 
Rhode Island _. 


South Carolina... __| 


South Dakota .... 
Tennessee __. -- 
Texas. _. 

Utah... __. 
Vermont... 


Virginia Se 


Washington 
West Virginia. 
Wisconsin 
Wyoming 


Foreign 











2cooocooSooS 


nt 


cooorooocoooceocece|ce|ce\cecocecsco 


cocococooceococo 


eo! co 








eocoorooceocecococo 


t& 
o 





} 


eocoocooococeoo 


o 


i 
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Veterans in Veterans’ Administration hospitals or on waiting list as of 
Feb. 4, 1953—Continued 





l} 
i | Veterans in Florida 
Residents of Florida hospitals 


| on 


aaa | On wetting On waiting 
In hospitals list | In hospitals list 


ne | TB |NP| TB | NP | TB | NP | TB 


In State of | From State of— 





j 
| 


— 
y 
Oo 


MOSCOW OROOCOCOCOSGK AwSWOOCONNONT10+1I90 KH COKFOR OE 


Alabama Alabamsa.......-- 
Arizona Arizona 
Arkansas 
Catifornia _.- 
Colorado 
Connecticut 
Delaware . .. 
District of Columbia. 
Florida 
SB AE 
Idaho 
Illinois 
Indiana. 
Iowa 
Kansas atin 
Kentucky... Rapes 
Louisiana... ....... 
Maine. ._..- 
Maryland. 
Massachusetts - . ... 
Michigan....... . 
Minnesota - .. 
Mississippi. 
Missouri... : 
DOC, cbcene 
Nebraska... . 
Nevada > 
New Hampshire - ae 
New Jersey 
New Mexico. ._.- 
New York _._- 
North Carolina. 
North Dakota 
Ohio 
Okiahoma.. 
Oregon 
Pennsylvania 
Rhode Island ......_. 
South Carolina__.... 
South Dakota 
Tennessee _. 
Texas 
Utah 
Vermont ........+-.- 
Virginia haben 
Washington........._| 
West Virginia_......- 
Wisconsin... 
Wyoming... 

Foreign 


3 
0} 


Arkansas _........... 
0 California......... ‘ 
0 GE cecnkucie 
0 || Connecticut. 

0 |} Delaware 

0 District of Columbia - 
44 Florida ‘ 

3) Georgia. .....- 


oe 


a ~ 
mSeccocoowce 


~ 


eBoocororwonw 
ecosceescosessesescosSesosocoooCoeS COSC COOSCOCOCOSCONCSoSSSSSCS 


So 


Ilinois_. 

Indiana : 
EY 
Me ntcesasck 
Kentucky 
Louisiana 

Maine - - ..- 
Maryland. J 
Massachusetts . - - 
Michigan - 
Minnesota. ........- 
Mississippi....- 
Missouri _. 
Montana. 


mn 
coowmorcocococooSatocococcocS 


o 
ooororow 
~ 
cow 


Nevada _- 

New Hampshire... .. 
New Jersey - ..--- ‘ 
New Mexico... 
New York. 


North Dakota____- 
Ohio _- 

Oklahoma 

Oregon 
Pennsylvania. _..-. 
Rhode Island -.-- .- 
South Carolina__.--- 
South Dakota 
Tennessee... 

i = 

Utah 

Vermont 

itsicbep. os 
Washington __....-- 
West Virginia 
Wisconsin. a 
Wyoming. 


woocococeoococ]eceoceoceococo 


| 
} 
} 
} 


eocooococecorooooco 








ooooocooocoececorwocowoocococo 





7” 
-moocooocoocooocococooworwoocococ]e|ococo momococosewoucoccoo 


coorroocoococooceco“oosoororoooooorrKwroocoonce 


COSCON OCONNOHONCSOOSOCwWrHOCOCSO 


COoOnoNHOOCOYrDMOOCOFOSCS 


al 
| 
| 
| 








= 
o | 
3 
an 
> 
oe 











In State of— 
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Veterans in Veterans’ Administration hospitals or on waiting list as of 
Feb. 4, 1958—Continued 


Residents of Georgia 


In hospitals | 


NP | TB | 


On waiting 
list 





Alabama... - 
Arizona 
Arkansas 
California... 
Colorado... ........ , 
Connecticut_-_......-.-. 
Delaware. .....-- : 
District of Columbia 
Florida 

Georgia 

Idaho 

Illinois 

Indiana -... 

lowa ° 
Kansas__..... 
Kentucky... 
Louisiana -. 
Maine 

Maryland 
Massachusetts 
Michigan 
Minnesota. 
Mississippi 
Missouri 
Montana 
Nebraska 
Nevada... 

New Hampshire 
New Jersey 

New Mexico 
New York 

North Carolina 
North Dakota 
Ohio ‘ 
Oklahoma 
Oregon 
Pennsylvania 
Rhode Island 
South Carolina... 
South Dakota... 
Tennessee 

Texas 

Utah ae 
Vermont 

Virginia 
Washington 

West Virginia 
Wisconsin _. 
Wyoming... 





Foreign 


Total 263 


59 











From State of— 
Alabama 
Arizona. . 
Arkansas 
California. - 
Colorade,.......- 
Connecticut. 
Delaware . 
District of Columbia 
Florida ‘ hon 
Georgia 
Idaho 
I}linois 
Indiana. 
lowa 
Kansas wsied 


Kentucky... -.-- ihe 


Louisiana~ 
Maine __....... 
Maryland... .....- 
Massachusetts - 
Michigan 
Minnesota 
Mississippi 
Missouri 
Montana 
Nebraska 
Nevada a 
New Hampshire. 
New Jersey 
New Mexico... 
New York 
North Carolina 
North Dakota 
Ohio os 
Oklahoma 
Oregon... é 
Pennsylvania 
Rhode Island 
South Carolina_. 
South Dakota... . 
Tennessee 
Texas 
Utah 
Vermont. 
Virginia... 
Washington. _--_.- 
West Virginia... 
Wisconsin 
W yoming 
Foreign - .-- 





Veterans in Georgia 
hospitals 


| On waiting 


In hospitals | list 
| 


NP 


TB | NP 


TB 


11 
0 
0 
0 
0 
0 
0 
0 
8 

113 
0 
0 
1 
0 | 
0 
1 
3 
0 
0 
0 
0 
0 
2 
1 
0} 
0 
0 
0} 
0 
0 
1 

10 | 
0 
0 
0 | 


ooo 


> 


coocoscooocooo oS Boose 





cof@cococccowcooccooscocs 











2578 HOSPITAL CARE AND OUTPATIENT DENTAL TREATMENT 


Veterans in Veterans’ Administration hospitals or on waiting list as of 
Feb. 4, 19583—Continued 





Veterans in Idaho 


Residents of Idaho hospitals 


On waiting | 
j list | 


| 
In hospitals In hospitals | On } 


| NP TB NP | TB 1] NP TB NP TB 


aes 





In State of | From State of— 
Alabama... I Alabama. 
Arizona Arizona --- 
Arkansas Arkansas 
California California 
Colorado Colorado 
Connecticut Connecticut 
Delaware a Delaware ........ 
District of Columbia District of Columbia. 
Florida Florida 
Georgia __ Georgia.........-. 
Idaho Idaho-_- 
Illinois Dlinois 
Indiana Indiana -_. 
lowa Iowa 
Kansas Kansas 
Kentucky Kentucky- 
Louisiana . Louisiana ___- 
Maine ? ; Maine 
Maryland_..._-_. Maryland ._........ 
Massachusetts - _._ .. Massachusetts 
Michigan Michigan 
Minnesota - Minnesota 
Mississippi... Mississippi... 
Missouri Missouri. 
Montana ape Montans........--. 
Nebraska... -- Nebraska. .......... 
Nevada. -. , a 
New Hampshire. New Hampshire. . 
New Jersey - New Jersey -..-.... 
New Mexico... New Mexico--. 
New York New York._.....- 
North Carolina. _- North Carolina . -- 
North Dakota_... North Dakota.-...._- 
Ohio Ohi». 
Oklahoma Oklahoma ..-. 
Oregon Oregon... oe 
Pennsylvania - - Pennsyl vania--_. 
Rhode Island --.. Rhode Island 
South Carolina South Carolina -.- 
South Dakota South Dakota..... 
Tennessee Tennessee 
Texas. Texas__... 
Utah ; Utah 
Vermont Vermont __ 
Virginia Virgi ria _- ‘ 
Washington - Washington __- 
West Virginia West Virginia 
Wisconsin Wisconsin _. 
W yoming Wyoming._-- 
Foreign - . Foreign -. .. 


Total _. 


cocoooscsoo 








coooocseo 











cooooocoeoc]ecooooococooooooooooersocso 
cocococoeocoocscse 





cowoooo 





cowoooco 


ooow 


| 
| 


So | cooocococoocoecec“ecoececooeoocooooocoosoooososocs 





Total 
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Veterans in Veterans’ Administration hospitals or on waiting list as of 
Feb. 4, 1958—Continued 


In State of 
Alabama 
Arizona 
Arkansas 
California 
Colorado 
Connecticut 
Delaware 


District of Columbia 


Florida 

Georgia 

Idaho 

Illinois 

Indiana 

Iowa 

Kansas 

Kent icky 

Lov isiana 

Maine ; 

Maryland 

Massachusetts 

Michigan 

Minnesota 

Mississippi 

Missovri 

Montana 

Nebraska 

Nevada 

New Hampshire 

New Jersey 
New Mexico 
New York =¥ 
North Carolina 
North Dakota 
Ohio 
Oklahoma 
Oregon = 
Pennsylvania 
Rhode Island 
South Carolina 
South Dakota 
Tennessee 
Texas 
Utah 
Vermont 
Virginia 
Washington 
West Virginia 
Wisconsin 
W yoming 

Foreign _. 


Total. . 


Residents of Illinois 
On waiting 
list 


In hospitals 


NP | TB 


NP | 





~ 
CO SCOoOaOooCSoKWWrerwooooooorooo 


ee SOOCOFKOCOCOOFK aw 
ocococeo 


ooo 


o=- 


— | ook 
coonwncococecocoo 


S 
= 
os 
xe 











TB | 





| 


Veterans in Dlinois 
hospitals 


In hospitals | OP waiting 
| 


list 


NP 


| NP 


TB 


From State of 
Alabama 
Arizona 
Arkansas 
California 
Colorado 
Connecticut 
Delaware | 
District of Columbia 
Florida | 
Georgia 
Idaho. __. | 0 |} 
Tilinois _.- 11,323 | 
Indiana- | 194 
Iowa ll 
Kansas___. 19 
Kentucky 37 
Lovisiana__- 2 
Maine . > 0 

Maryland 1 
Massachusetts _- 0 | 
Michigan 46 
Minnesota. - 9 
Mississippi 6 | 
Missouri_.--. 245 | 
Montana.._. 0} 
Nebraska. . . 13 
Nevada  _. : 0 
New Hampshire 0 
New Jersey... 0 
New Mexico. . 0} 
New York.-_.-- 6 
North Carolina. . _. 0 
North Dakota 
Ohio 5 
Oklahoma 
Oregon... ‘ 
Pennsy)]vania_ 
Rhode Island 
South Carolina 
South Dakota 
Tennessee 
Texas 
Utah 
Vermont. 
Virginia 
Washington 
West Virginia 
Wisconsin 
Wyoming.. 
Foreign . . 


Total. _.... 


oemmwmocococeoococo 


cocoo 


ono 





= 


mm GO Com Coho 8 


Cew#orwoooenwcocoscococos- 





2,191 | 446 | 





¥s 
& 
a 
a 





2580 HOSPITAL CARE AND OUTPATIENT DENTAL TREATMENT 


Veterans in Veterans’ Administration hospitals or on waiting list as of 
Feb. 4, 19583—Continued 





Residents of Indiana 


| In hospitals 


| NP TB |N 


In State of— 


Fore 


Alabama 
Arizona 
Arkansas 
California... 
Colorado 
Connecticut 
Delaware 
District of Columbia 
Florida 
Georgia - . 
Idaho -. 
Illinois é 
Indiana -. -- 
lowa 

Kansas 
Kentucky 
Louisiana -- 
Maine 
Maryland 
Massachusetts 
Michigan 
Minnesota - -. 
Mississippi 
Missouri... 
Montana 
Nebraska . . .. 
Nevada 

New Hampshire . - 
New Jersey -- .. 
New Mexico. -. 
New York ‘i. 
North Carolina. - 
North Dakota 
Ohio 
Oklahoma 
Oregon 
Pennsylvania 
Rhode Island 
South Carolina 
South Dakota_- 
Tennessee 
Texas 

Utah 

Vermont 
Virginia 
Washington 
West Virginia_. 
Wisconsin _... 
Wyoming 

sign . 


Total..... 


ae 
—LOoOaS 


cococcococecooo 





On waiting 


|} SCowococeceoceococouwceococeococococoo“oco 


i} 








| From State of— 


Alabama 

Arizona 
Arkansas_...... 
California 
Colorado.. 
Connecticut ........- 
Delaware. - - . 
District of Columbia 
Florida. _-- Rdee 
Georgia - .. 

Idaho 

Illinois 

Indiana __.--- 

Iowa 

Kansas_._. 
Kentucky 
Louisiana. 

Maine ; 
Maryland 


Massachusetts. ...--| 


Michigan 
Minnesota 
Mississippi_- 
Missouri _. 
Montana_. 7 
Nebraska. -.--....- 
Nevada ies 
New Hampshire. - .. 
New Jersey f 
New Mexico. - -. 

tt eo 
North Carolina... .. 
North Dakota_- 
Ohio a 
Oklahoma 

Oregon 
Pennsylvania - _.-.-- 
Rhode Island _..--- 
South Carolina....- 
South Dakota 
‘Tennessee 

Texas 

Utah 

Vermont 

Virginia 
Washington 

West Virginia 
Wisconsin _. 
Wyoming. 


Foreign 


NP 


Veterans in Indiana 
hospitals 


On waiting 
list 


In hospitals 
TB NP 


So 


cooceco 


cooarocecco 


R _ _ _ 
CH ON ROKK KOI DNF WOWWN WN OD 


ow 


~ 
cooocooreoo-cwooocor Sor oonwmrooocoronxscocooecoroec$sc 


— 





ecooooococosoooooncooosorocece|c]o\ceco 


oa 
| ON CONK SOSwW ww 


ocooroconw 


| 
| 
| 
} 











Fore 


HOSPITAL CARE AND OUTPATIENT DENTAL TREATMENT 2581 


Veterans in Veterans’ Administration hospitals or on 
Feb. 4, 1953—Continued 


waiting list as of 





In hospitals 
| 


NP | TB 


ate of 
Alabama 
Arizona 
Arkansas 
California 

lorado 

onnecticut 
Delaware 
District of Columbia. 
Florida 

ieorgia 
Idaho -.. 
Illinois... 
Indiana. . 
lowa 
Kansas... 
Kentucky-.- 
Louisiana. --- 
Maine ‘ 
Maryland... 
Massachusetts 
Michigan -- - .. 
Minnesota 
Mississippi..... 
Missouri 
Montana... 
Nebraska 
Nevada 
New Hampshire 
New Jersey . 
New Mexico... 
New York 
North Carolina - . 
North Dakota_... 
Ohio Sais 
Oklahoma...._- 
Oregon... 
Pennsylvania 
Rhode Island - 
South Carolina... 
South Dakota. 
Tennessee... 
Texas 
Utah 
Vermont. 
Virginia. ae 
Washington _..... 
West Virginia... 
Wisconsin... 
W yoming 
sign 





Total... 


36102—53——_60 


| 
i! 

Residents of Iowa | 
| 


On waiting ! 
list 
—— ———-— |! 
NP | TB i] 


1 


|| From State of— 





Alabama... 
Arizona 
Arkansas... 
California. 
Colorado... 
Connecticut 
Delaware 


Veterans in Iowa 
hospitals 


| ] 
On waiting 
list 


TB 


| In hospitals 


NP 


TB | NP 


| | | 


District of Columbia_| 


Florida... 
Georgia 

Idaho 

Illinois 
Indiana 

Iowa 

Kansas. .. : 
Kentucky...._. 
Louisiana... 
Maine se 
Maryland... 


Massachusetts - - - 


Michigan 
Minnesota 
Mississippi_....- 
Missouri _ . 
Montana... 
Nebraska 
Nevada 


New Hampshire. -- 


New Jersey 
New Mexico. . 
New York 
North Carolina. 


North Dakota....__- 


Ohio ; 
Oklahoma 
Oregon._ 
Pennsylvania. - 
Rhode Island 


South Carolina... 


South Dakota... 
Tennessee... 
Texas 
Utah_. 
Vermont 
Virginia_. 
Washington... 
West Virginia. 
Wisconsin. 
Wyoming. 
Foreign 


Total 














2582 HOSPITAL CARE AND OUTPATIENT DENTAL TREATMENT 


Veterans in Veterans’ Administration hospitals or on waiting list as of 
Feb. 4, 1953—Continued 


| | 


Residents of Kansas_ || vee 158 Kane as 








On getting In hospitals On waiting 


In hospitals 


is ee 


| NP | TB | NP | TB || NP | TB | NP | TB 








i i 

In State of— | | From State of— 
Alabama Alabama.. 
Arizona Arizona a 
Arkansas Aprenmee. ........... 
California California 
Colorado _- Colorado 
Connecticut Connecticut 
Delaware wl Delaware i 
District of Columbia District of Columbia. 
Florida OOD sive sandbes 
Georgia Georgia 
Idaho 
Illinois... 
Indiana 
lowa 
Kansas___--_-. 
Kentucky 
Louisiana 
Maine. . 
Maryland. i 
Massachusetts - - . 
Michigan : 
Minnesota --_-_...- 
Mississippi_--. 
Missouri 
Montana... shi 
Nebraska. - ._..- 
Nevada- 
New Hampshire. 
New Jersey es 
New Mexico. ._..... 
New York. ___-.. 
North Carolina. 
North Dakota 
Ohio i 
Oklahoma... 
Oregon 
Pennsylvania 
Rhode Island 
South Carolina-_. 
South Dakota_. 
Tennessee __. 
Texas 
Utah_. 
Vermont 
Virginia... 
Washington_____- 
West Virginia... _- 
Wisconsin 
Wyoming 

Foreign 


So 


| 


So 


Ce ee 


So 
_ 


ooo 
o 


coco 
ooocoorwoco 


So 
_ 


Illinois __._. 
Indiana__- 


oorocoocoocarooo 
ocooooo a) 
Ww 
— 


Kentucky.......... 
Louisiana. ‘ 
Maine __ 

Maryland-_ ain 
Massachusetts 


SOCOSCOR HH HCCC COOmNSCS 
oco 


o 


Minnesota. 
Mississippi... ...... 
Missouri 
Montana._.. 
Nebraska 


o 


8 


w 
PACH OROM ODODE WNOCOONSNWH BOM HMOORWH OE 





i) 


& 


oo 


New Hampshire _. 
New Jersey-....-- 4 
New Mexico-....- J 
New York 

North Carolina. -- - 
North Dakota_...._- 
Ohio 


owe 





ono 
nm 


Oregon 
Pennsylvania 
Rhode Island 

South Carolina.._._- 
South Dakota 
Tennessee -- 
Texas... 





ooooocoooceoceocecooooo 


ooo 


We <ieccctueee 
Virginia 
Washington 
West Virginia 
Wisconsin..........- 
Wyoming 

Foreign 


cooocooocoecoceonoooorwoooorocooc\e|coo 
oooo 





o 
~ 
ScoceosoococossooSoSoSoSoCSSCSOSCOCOCSOB CSCC OoSSCONFeOSHOS 


COR OCOCOCCHeNWOOSaASO 


So 
o 





Wes wctindecanies 


- 


Total 











HOSPITAL CARE AND OUTPATIENT DENTAL TREATMENT 2583 


Veterans in Veterans’ Administration hospitals or on waiting list as of 
Feb. 4, 1958—Continued 


Veterans in Kentucky 


| Residents of Kentucky | hospitals 


On waiting On waiting 


list 


NP | TB p NP | TB TB 


! 


In hospitals In hospitals 


From State of 
Alabama 0 
Arizona 0 
Arkansas... 0 

California | 0 

| 0 
0 
0 


In State of 
Alabama 
Arizona 
Arkansas 
California. 
Colorado 
Connecticut 
Delaware 
District of Columbia 
Florida----- . 
Georgia - 
Idaho 
Illinois 
Indiana 


Colorado 
Connecticut _.. 
Delaware. -... 
District of Columbia 0 
Florida. : 2 0 
Georgia --._-..-- 0 
Idaho a 0 
Illinois b ‘ y 
Indiana ae 3 4 
lowa | Iowa 0 
Kansas | | | Kansas | 0 
Kentucky | Kentucky ; | j 79 
Louisiana. - - | Louisiana - ---. | 0 
Maine ‘ | Maine._._.- ‘ | j 0 
Maryland | | | | Maryland 0 
Massachusetts. .. a : | 0 
Michigan | ‘ | chigan . . ... 5 0 
Minnesota | | | Minnesota - - .. -- | 0 
Mississippi--. BM tstesippt coanes 0 
Missouri ; | } Missouri. - 9 
Montana | Montana. 0 
Nebraska. - - . Nebraska. - .-. 0 
Nevada | Nevada... : 0 
New Hampshire. - - | — popes. “ : 
New Jersey - - New Jersey 
New Mexico. . ad enee-+o- : 
New York 1} New York-...... 
North Carolina... North Carolina 0 
North Dakota_... — Dakota 0 
Ohio } io. : 2 
Oklahoma. -- -. ae 
Oregon . | regon 
Pennsylvania | Pennsylvania. . 0 
Rhode Island -.-.. | Rhode Island 0 
South Carolina_-..- South Carolina 0 
South Dakota._-.-.-- i South Dakota 0 
Tennessee ‘ f | | tan aaa 0 
Texas 4 | | Texas 0 
Utah | | Utah 0 
Vermont ae Vermont 0 
Virginia . | Virginia 0 
Washington | Washington... 0 
West Virginia.. j West Virginia... 1 
Wisconsin........ Wisconsin 0 
Wyoming. ons s Wyoming......- 0 
Foreign ; | PRRs to ancenthascnan 0 


mw 
-OonnNoKroooCCCOoOwWon 








noocoococecoso 


coocooco 





oooo 





—) 





co) 














oocooo 





~_ 








Total. ... zg Total... 





2584 HOSPITAL CARE AND OUTPATIENT DENTAL TREATMENT 


Veterans in Veterans’ Administration hospitals or on waiting list as of 
Feb. 4, 1953—Continued 


es 


Residents of Louisiana | Veterans in Louisiana 
hospitals 


| In hospitals On is \| lIn hospitals | On waiting 
| 5 i} j | is 


| 
TB | NP NP 


| ed i | 
In State of— || From State of— 
Alabama... 
Arizona. 
Arkansas.. 
California 
Colorado 
Connecticut.......-.- 
Delaware anien 
District of Columbia 
Florida 
Georgia. .-- 
Idaho 
Illinois seenn 
Indiana......-- 
Iowa 
Kansas... 
Kentucky 
Louisiana. -- 
Maine 
Maryland abi 
Massachusetts. -..--- 
Michigan... .......--.. 
Minnesota. --. — 
Mississippi--.---.---- 
Missouri. . 
Montana... 
Nebraska. - 
Nevada iene 
New Hampshire. - - 
New Jersey -.-..-. 
New Mexico 
New York- -..-...---- 
North Carolina... 
North Dakota.....--- 
Ohio 
Oklahoma... 
Oregon » 
Pennsylvania. .....-- 
Rhode Island 
South Carolina... 
South Dakota 
Tennessee... 
Texas... 
Utah__- abe 
Vermont. ..- 
Virginia 
Washington 
West Virginia........ 
Wisconsin 
W yoming 4 
Ss Se 


Total__- 


Arizona 


> 
wn 


woocooocorso 


California_....... v 
Colorado 
Connecticut 
Delaware... ...--.-- 
District of Columbia 
Florida_... 

Georgia 


coocoooceo 


ee 
cowococecoeom 


ae 
Indiana... 

 , ee 
Kansas_.....- : 
Kentucky--......--- 
Louisiana 


cooooceo 


os 
~s 
_ 
~ 


@oooscoscwrocooocoocooosooooowoosooonoeooo 


oBeooccocco 


Maryland__- 
Massachusetts 
Michigan 
Minnesota - . 
Mississippi 
Missouri. 
Montana 
Nebraska. - - 
Nevada- , sdiaeilll 
New Hampshire. -- 
New Jersey ..----- J 
New Mexico. .-_-_..- 


oo 


Oo 
onoro 





North Carolina 
North Dakota 
Sh chem sewshen 
Oklahoma 


Pennsylvania 
Rhode Island 

South Carolina 
South Dakota......- 
Tennessee 
Texas... 

Utah 
Vermont......... 
Virginia 
Washington__..__.-- 
West Virginia......- 
Wisconsin 

W yoming 

| Foreign. --- 


cose sccoocscoooscoscooH Sooo cooHHooscsooSooSHSCS 


wwocococoecorors 
aooocoocoocooworcooo 


a 











orwoocooroooocooceocecoooc]eo”nw[a 





Oo 





SoocecooomHOSooooSooSSoOSOCSCSCOHSSoSooOeSscoscsooosco 


coocooocoseosoewooscososcoooocosoosoososososesooo 


j;oooooooosoo 


oocoecoo 
osoooooo 


| 











R | coocoocooococococoooooooooococ]ec 





3 
& | 
8 





HOSPITAL CARE AND OUTPATIENT DENTAL TREATMENT 2585 


Veterans in Veterans’ Administration hospitals or on waiting list as of 
Feb. 4, 1953—Continued 


] 


; Veterans in Maine 
Residents of Maine | | Ee 


On waiting 


On waiting 
list i 


list 


NP | TB | NP I} NP | TB | NP | TB 
| a 


In hospitals | In hospitals 


In State of | || From State of— | 
Alabama...--......--- 


Alabama ‘ . 0} 0 
Arizona .. . | 0 | Arizona . 0 
Arkansas . 0 Arkansas_...-... 0 
California ‘ | 0 i California-.-..... 0 
Colorado. nth | | 0 Colorado_. ™ 0 
Connecticut__..-.----| | 0 Connecticut... .. 0 
Delaware : } 0 i Delaware. -- , | 0 
District of Columbia 0 ( District of Columbia _} 0 
PICtaGas.....0----0.- 0 | FL. din cect 0 
Georgia . . eae 0 1} Georgia . _. a 0 
Idaho. .--.- ‘ j 0 | | Idaho_. é | 0 
Illinois 0 | | Illinois ecb 0 
Indiana. ‘ 0} | Indiana - soba 0 
lowa : | 0 | Iowa cn cacndl 0 
Kansas ‘ 0 | Kansas____ dee 0 
Kentucky... .-....- | | 0 Kentucky._- ‘ 0 
Louisiana - . : | 0 Louisiana --- ----- | 0 
Maine--_. | i 13 Maine ideas | ‘ 0 
Maryland cee Maryland.._--...- 0 
Massachusetts. - -- 26 1} Massachusetts. - . . ¢ 0 
Michigan | 0 | Michigan - - ‘ 0 
Minnesota - - . : | 0 | Minnesota - .-..---. 0 
Mississippi ode | 0 Mississippi_...-.. 0 
Missouri 1 Missouri _........ 0 
Montana 0 Montana... , 0 
Nebraska 0 1] Nebraska. - . 0 
Nevada... ‘ 0 Nevada. wuiidt 0 
New Hampshire 0 | New Hampshire. . --| 0 
New Jersey. ...-.- | 0 New Jersey - . .- 4 0 
New Mexico. _.-..---} 0 New Mexico-.....--| 0 
New York oak 3 | New York. ...--- 0 
North Carolina 0 ) North Carolina - .- 0 
North Dakota... 0 North Dakota 0 
Ohio ; 0 | Ohio -. " 0 
Oklahoma 0 Oklahoma 0 
Oregon_..- ad 0 | Oregon _. 0 
Pennsylvania - .-.. | 0 Pennsylvania - -.--. 0 
Rhode Island - - -.- | 0 | Rhode Island - - .- - 0 
South Carolina___- 0 South Carolina_... 0 
South Dakota_- 0 South Dakota___- 0 
Tennessee... 0 ‘Tennessee ._..... 0 
Texas. 0} Texas ab< 0 
Utah.__..... 0 Utah neaded 0 
Vermont. 0 Vermont 0 
Virginia_. 0 

















Foreign . 


Washington. 
West Virginia. 
Wisconsin _..- 
Wyoming. -- 





omoocooooococo 





po 
= 











0 Virginia __- 


Washington... -.. 
West Virginia_.- 
Wisconsin . 
Wyoming. 


|| Foreign. ..-- bine 
Es isttbocn di we 





comwooococ“onco 


0 
0 
0 
0 
0 


coooooooocecoeocoooco 


ocooocoocooococecoc]eco 


ci 
| 
| 
| 


_ 
w 
o 
o 








2586 HOSPITAL CARE AND OUTPATIENT DENTAL TREATMENT 


Veterans in Veterans’ Administration hospitals or on waiting list as of 
Feb. 4, 19583—Continued 





| Residents of Maryland i Wotemige Se Mary land 


In hospitals | O® waiting || In hospitals 


| On waiting 
list 


NP | TB 


NP | TB | NP 





In State of | From State of 


Alabama 

Arizona 

Arkansas 

California 

Colorado 
Connecticut 
Delaware ; 
District of Columbia 
Florida 


Alabama 

Arizona. -. 

Arkansas 

California | 
Colorado nel 
Connecticut___-..-.-| 0 


Delaware a } 24} 
District of Columbia_| 113 | 


Florida... -- 


Georgia - Georgia 
Idaho | Idaho 
Illinois Ilinois_- 
Indiana. . | : | Indiana 
Iowa | | Iowa 
Kansas Kansas 
Kentucky Kentucky 
Louisiana Louisiana - 
Maine Maine. . 
Maryland j | Maryland ine 
Massachusetts__ . | Massachusetts. - . .- 
Michigan Michigan. _. 
Minnesota Minnesota _ . 
Mississippi Mississippi 
Missouri Missouri. 
Montana Montana. - 
Nebraska Nebraska 
Nevada Nevada. - . 
New Hampshire New Hampshire. - 
New Jersey -- New Jersey. 
New Mexico New Mexico. . 
New York ‘ New York. | 
North Carolina. _. North Carolina. - -- 
North Dakota--_. North Dakota 
Ohio ‘ | Ohio 
Oklahoma 0 Oklahoma 
Oregon | Oregon... wae 
Pennsylvania | : , | Pennsylvania. --- 
Rhode Island Rhode Island. . . 
South Carolina South Carolina. -. 
South Dakota South Dakota... 
Tennessee Tennessee 
Texas | Texas. 
Utah Utah 
Vermont Vermont 
Virginia Virginia 
Washington Washington 
West Virginia West Virginia 
Wisconsin Wisconsin. 
Wyoming Wyoming 

Foreign Foreign - - 





CPMOCOBHOKR ORK UOCwN 


Total f Total 189 | 374 | 
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Veterans in Veterans’ Administration hospitals or on waiting list as of 


In State of 
Alabama 
\rizona 
Arkansas 
California 
Colorado 
Connecticut 
Delaware 
District of Columbia 
Florida 
reorg ia 
Idaho 
[ilinois 
Indiana 
lowa 
Kansas 
Kentucky 
Louisiana 
Maine 
Maryland 
Massachusetts 
Michigan 
Minnesota 
Mississippi 
Missouri. 
Montana 
Nebraska - . . 
Nevada 
New Hampshire 
New Jersey 
New Mexico 
New York 
North Carolina. . 
North Dakota 
Ohio 
Oklahoma 
Uregon 
Pennsylvania 
Rhode Island 
South Carolina 
South Dakota 
lennessee 
1 exas 
Utan 
Vermont 
Virginia 
Washington 
West Virginia 
Wisconsin 
W yoming 

Foreign . . 


Total 





Residents of Massa- 
chusetts 


On waiting 
list 


| NP | 


TB || 


NP TB 





0 | 
0 | 


78 || 


Feb. 4, 1958—Continued 


From State of— 


Alabama 
Arizona 
Arkansas 
California 
Colorado 
Connecticut 
Delaware r 
District of Columbia 
Florida 
Georgia - 
Idaho 
Illinois 
Indiana... . 
lowa 
Kansas 
Kentucky- 
Louisiana. 
Maine 
Maryland 
Massachusetts 
Michigan . - . 
Minnesota - - 
Mississippi 
Missouri 
Montana 
Nebraska 
Nevada. 
New Hampshire 
New Jersey 
New Mexico 
New York 
North Carolina -. . 
North Dakota..... 
Ohio 
Oklahoma 
Oregon 
Pennsylvania -. 
Rhode Island 
South Carolina 
South Dakota 
Tennessee 
Texas 
Utah 
Vermont 
Virginia 
Washington 
West Virginia. 
Wisconsin 
Wyoming 
Foreign 


Total... 


Veterans in Massa- 
chusetts hospitals 


On waiting 


In hospitals list 


NP | TB | NP 


1, 282 | 











9588 HOSPITAL CARE AND OUTPATIENT DENTAL TREATMENT 


Veterans in Veterans’ Administration hospitals or on waiting list as of 


In State of 


Alabama 
Arizona 
Arkansas 
California_. 
Colorado 
Connecticut 
Delaware 


District of Columbia _| 


Florida ‘ b 
GRA. odd ctictebead 
Idaho 

Illinois 

Indiana 

Iowa 

Kansas 

Kentucky 
Louisiana 

Maine 

Maryland : 
Massachusetts - - 
Michigan. . 
Minnesota 
Mississippi 
Missouri 
Montana... . 
Nebraska 

Nevada bee 
New Hampshire 
New Jersey 

New Mexico 

New York. 

North Carolina 
North Dakota 
Ohio___- 
Oklahoma... 
Oregon tibia 
Pennsy!vania 
Rhode Island. 
South Carolina. 
South Dakota... _- 
Tennessee. 

Texas. _-.- 

i, Weegee 
Vermont... 
Virginia 
Washington 

West Virginia.__.- 
Wisconsin. ins 
Wyoming.......-.- 


Foreign 


ead kcal teaneen 


| Residents of Michigan 


| In hospitals 


| NP | TB 


— 
mnoranono 


0 
0 | 
2 | 
0 | 
3 
0 
0 
8 
0 | 
0 
1 
0 
0 
1 
3 | 
0 | 
0} 
0 | 
9 | 
0 | 
0 | 
53 | 
2 | 
0 | 


1,136 | 167 





On waiting 


NP j 


list 


| 
| 


TB || 


| 


Feb. 4, 1953—Continued 


From State of— 


Alabama 
Arizona 
Arkansas 
California 
Colorado _._- 
Connecticut 
Delaware 


District of Columbia. 


Florida-_......... 
Georgia 

Idaho 

Illinois _.-. 
Indiana 

Iowa... 

Kansas S 
Kentucky-_......-.- 
Louisiana 

Maine 
Maryland... -...... 
Massachusetts - - - 
Michigan 
Minnesota 
Mississippi 
Beeb. 5-23 5k 
Montana..._--..- 


Nevada...........- 
New Hampshire 
New Jersey . 

New Mexico 

New York i 
North Carolina-. - . 
North Dakota... 
Ohio 

Oklahoma.- 

Oregon 


Pennsylvania. _.-. .- 


Rhode Island 
South Carolina 
South Dakota_-_- 
Tennessee... 


Washington 

West Virginia 
Wisconsin... ....--. 
Wyoming 


Foreign 


38 |1, 184 || 
it 


Total 





Veterans in Michigan 
hospitals 


| 


| a 
In hospitals | °° _ 


NP 


So 


coucwe 


a 


SBOCCSOK SOHN ESAWS 


ewocroocr-w 


WOCHNHNOOKAOCKOK COTO 


TB 


cowceocooooosooosoowoososoosoooooowoseoscsescocoecorroece|cososo 


| 


a 
g| Konoorocorhe Ooronoo 








NP | 


ocoocoonwnoownw 


SCooooooo@OowornNoran 


TB 
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Veterans in Veterans’ Administration hospitals or on waiting list as of 
Feb. 4, 1953—Continued 


hospitals 
| On waiting || 
list 


| NP | | | NP | TB | NP | TB 


In hospitals 


Residents of Minnesota || Veterans in Minnesota 
| 
| 
} 


In hospitals | On wetting 
is 


| | 

In State of— | From State of— 
Alabama 
Arizona . ever 
Arkansas... . 
California 
Colorado sacha 
Connecticut_.....-. 
Delaware inbaideat 
District of Columbia. | 
Florida on 
Georgia. ...- 
Idaho 
Illinois aes 
PR ee ce scion 
lowa 
Kansas_.... 
Kentucky.. 
Louisiana -.. 
Maine “ 
Maryland..._..... 
Massachusetts. . ... 
Michigan 
Minnesota . - 
Mississippi 
Missouri 
Montana... 
Nebraska - . Nebraska. . 
Nevada... ‘ | | | Nevada bia 
New Hampshire. | | | | New Hampshire. . 
New Jersey........-. | 0} New Jersey 
New Mexico. .......-. 0 | New Mexico. ....- 
New York dan : | 0 New York edehiien 
North Carolina... .-- | 0 North Carolina... 
North Dakota_.... ‘ 5 | | North Dakota... 
Ohio ain cee | | | 0 Ohio Saeed 
Oklahoma....._- | 0 | Oklahoma 
Oregon odes 1 | Oregon 
Pennsylvania - - --- | 0 Pennsylvania 
Rhode Island --_.....| | 0 Rhode Island - 
South Carolina... -.. | 0 | South Carolina 
South Dakota._..-.-- ‘ 2 | 0 | South Dakota...... 
Tennessee............ | 0 | | Tennessee 
Dosh abas a | 0 | Texas. 
Utah b etidrien 0 Utah 
Petia s a iam ene | 0 | Vermont 
Virginia_. 7 0} Virginia 
Washington | 1 Washington... 
West Virginia 0 West Virginia... 
Wisconsin __.- 11 | 0 Wisconsin 
Wyoming... a | 0 0 Wyoming 

Foreign ‘ 0 | 0 0 || Foreign 


Arizona ........ 
Arkansas_.......... 
California ...........| 
Colorado... isd 
Connecticut......... 
Delaware teen 
District of Columbia.| 
Florida Seeeneall 
Georgia. -- 
Idaho. _. 

Illinois__... 
Indiana 


wocoeo 





omoocoooo 





Louisiana. _...- 
Maine . 
Maryland___._... 
Massachusetts . - . . 


Minnesota . . 
Mississippi 
Missouri - . 
Montana 


~ 
cornwoorocooo 


oo 














109 155 | 23 |) 





9590 HOSPITAL CARE AND OUTPATIENT DENTAL TREATMENT 


Veterans in Veterans’ Administration hospitals or on waiting list as of 
Feb. 4, 1953—Continued 





| 
oe teateatnns || Veterans in Mississippi 
Residents of Mississippi || hospitals PI 


i} 


In hospitals | 0" waiting In hospitals | On at 2® 
is 


list 
NP | ' NP | TB | NP 


TB | NP | TB 
ae I 
In State of || From State of— 
Alabama ‘ 75 § | Alabama...........- 
Arizona ........ le a | Arizona - 
Arkansas... . 6 Arkansas 

California -. 0 | | California... 
Colorado-.-.- 0 | | Colorado. 
Connecticut.......---| 0 | 1 Connecticut __- 
Delaware... - | 0 RID ac nctsme noes 
District of Columbia _| 1 District of Columbla 
Florida.......-. 0 Florida___. ‘ 
Georgia ‘ 2 : Georgia - 

Idaho . 0 | Idaho 
Illinois. aime | Illinois 

Indiana -. d Indiana - 

Iowa nd ; | | | Iowa sales 
Kansas | | Kangas..........-- 
Kentucky .....- : | Kentucky~......- 
Louisiana ‘ Louisiana 

Maine. -._- : | Maine 

Maryland | Maryland 
Massachusetts - . . | i] Massachusetts _ - 
Michigan. ....-. ' Michigan 
Minnesota - -.-. Minnesota -- - . 
Mississippi 4 | ! Mississippi_.__- 
Missouri... | | Missouri Ja 
Montana_.. | Montana... .----- 
Nebraska. -_..-- | | 

Nevada Nevada. -- deal 
New Hampshire | | | New Hampshire 
New Jersey -- | p | New Jersey -... 

New Mexico. ....-.--| | | } New Mexico. ._. 
New York ° ] New York ¥ 
North Carolina . 2 | North Carolina -- - - 
North Dakota_. | North Dakota..... i 
Ohio. Ohio-_-. Rl 
Oklahoma.. | | Oklahoma. --- 
Oregon __. IR coca 
Pennsylvania | Pennsylvania 
Rhode Island - - -- 1 Rhode Island | 
South Carolina... South Carolina_-----| 
South Dakota......._| | ) | South Dakota 
Tennessee -_- = } 5 Tennessee 
Texas weonutntneel | | Texas. 

Utah i # Utah 
Vermont... | | | Vermont 
Virginia am Virginia 
Washington iain | Washington --- 
West Virginia West Virginia 
Wisconsin... .... | Wisconsin 
Wyoming__....-- 4 Wyoming. 
| | Foreign. -.. 


16 
| 0 
| 0 
0 
0 
0 
0 


a 


Beuconwmackh 


| 


0 
12 
0 
0 


c 


0 


neoneoe 
eoocoocooccocoooecos 


S 
woos 


rs 
-s _ 
Cornwmoocoooone#oo 


-oococoeco 


125 137 58 || Total 








oe 
< 














Tr 
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Veterans in Veterans’ Administration hospitals or on waiting list as of 


State of 
Alabama. ...-.. 
Arizona. 
Arkansas 
California 
Colorado 
Connecticut 
Delaware 


District of Columbia_| 


Florida. 
Georgia 
Idaho 
Illinois 
Indiana. 
lowa 
Kansas 
Kentucky 
Louisiana 
Main 
Maryland 
Massachusetts 
Michigan 
Minnesota. - 

M ssissippl 
Missouri. 

Montana 

Nebraska -. 
Nevada 

New Hampshire - - - 
New Jersey... 

New Mexico 

New York 

North Carolina 
North Dakota 

Ohio 

Oklahoma 

Oregon dd< 
Pennsylvania... 
Rhode Island 
South Carolina 
South Dakota 
Tennessee... 

Texas 

Utah 

Vermont 

Virginia 
Washington 

West Virginia 
Wisconsin 

W yoming_. 


Foreign . . .. 


Feb. 4, 1958—Continued 


1| 


Residents of Missouri 


Di eeeeenneneenteene epinailininaertineeeieartinn | 


| stale | On waiting | 
In hospitals list | 


cian raicbicacie asia as 


| | | 

| NP | TB | NP | TB 

From State of— 
Alabama... ... 
Arizona.-...--. 
Arkansas... 
California 
Colorado 
Connecticut 
Delaware 


i 
i] 
| 
| 
1} 


Florida 
Georgia. 
Idaho... 
Illinois 
Indiana. _. 
Towa_..... 
Kansas-_...- 
Kentucky 
Louisiana. 
Maine 
Maryland a 
Massachusetts... 
Michigan - . . 
Minnesota . 
Mississippi 
Missouri. 
Montana.. 
Nebraska. - -- 
Nevada. ‘ 
New Hampshire. -- 
New Jersey 
New Mexico..... 
New York 
North Carolina. 
North Dakota... 
Geta ccbupe 
Oklahoma 
Oregon iid 
Pennsylvania _._. 
Rhode Island -. 
South Carolina 
South Dakota 
Tennessee 
Texas. 
Utah 
Vermont. 
Virginia 
Washington 
West Virginia.._. 
Wisconsin 
Wyoming 
a 





Total 


District of Columbia_| 


| In hospitals 


Veterans in Missouri 
hospitals 


list 


ocoooooococoo 


oso 





On waiting 


TB | NP | TB 





2592 HOSPITAL CARE AND OUTPATIENT DENTAL TREATMENT 


Veterans in Veterans’ Administration hospitals or on waiting list as of 
Feb. 4, 1958—Continued 


Veterans in Montana 


Residents of Montana hospitals 


‘ On waiting On wai 
In hospitals list In hospitals | Yat ® 
1 


| NP | 


a 


TB NP | TB | NP | 


| NP 
| | 


In State of— | || From State of— 
Alabama... Alabama 
Arizona Arizona.-_..... 
Arkansas Arkansas 
California California........... 
Colorado 
Connecticut 
Delware ___. 
District of Columbia_. 
Florida ; 
Georgia 
Idaho 
PL. cthemenscqees 
Indiana 
lowa_. 
Kansas aecctinayne 
Kentucky.......-..- 
Louisiana .........-.-. 
Maine 
Maryland............| 
Massauchusetts......| 
Michigan - . 
Minnesota 
Mississippi 
Missouri. ......... ‘ 
Montana 
Nebraska 
Nevada 


Connecticut 
DI ennintions 
District of Columbia 
Florida 
Georgia 
Idaho 
Illinois. 
Indiana. -__..- 
lowa.......- 
Kansas 
Kentucky 
Louisiana. -.. 
Maine. 
Maryland.______. 
Massachusetts 
Michigan _. 
Minnesota 
Mississippi 
Missouri 
Montana 
Nebraska 
Nevada. -._. Datei 
New Hampshire New Hampshire. - 
New Jersey. -.......- | New Jersey. 
New Mexico. ......-_| | | | New Mexico 
New York | i New York.. 
North Carolina on | } North Carolina. .-. 
North Dakota__.....- | North Dakota_...... 
Ohio. -- one . } Ohio ’ 
Oklahoma.._-- . Oklahoma. .-... 
Oregon lee : | | | Eee 
Pennsylvania. - ...-. | | | 0 |} Pennsylvania 
Rhode Island anne | | Rhode Island _....-- 
South Carolina | | | | South Carolina.....- 
South Dakota_.......| | | 1 South Dakota 
Tennessee édacee | | i} Tennessee 
Texas... ebayer } TRO. na<cs 
Utah daienieuals : | Pccntclicocapebncd 
Vermont........-.. | ) 1} Vermont... .......... 
We diticiatemeual WH necesmebons 
Washington_.......-.| 5 | Washington......_.. 
West Virginia | West Virginia....... 
Wy Eas centanes | Wisconsin 
W yoming .| 5 | i Wyoming 
Foreign - - - - || Foreign ---.-. 


eoococeco 
coocoococoo 





ocoooce 








cooococooooo 
cococeo 


So 


eocoocoooorooooococoococe|coceocoso 


cocoococoeceocooooosecooooocooces 





oo 


> 


ooo 











eocoooococeocococ]eocoooooooo 


| 


aad | eccooeosooocooocoeoooeceo|cecooooors 








oa 


Total 











HOSPITAL CARE AND OUTPATIENT DENTAL TREATMENT 2593 


Veterans in Veterans’ Administration hospitals or on waiting list as of 
Feb. 4, 1953—Continued 





~ | 
| Residents of Nebraska Veterans in Nebraska 


hospitals 


ate | On waiting 
| In hospitals | list 
| 


\—————_—— | —————_- —_ 


On waiting 


In hospitals | list 


NP TB NP TB | NP TB | NP | TB 





ee | | 
In State of | From State of— 
Alabama Alabama... 
Arizona Arizona -.-- 
Arkansas Arkansas__.. 
California California. 
Colorado ae Colorado.. 
Connecticut____. Connecticut. 
Delaware - Delaware - 
District of Columbia. District of Columbia 
Florida - Florida _. 
Georgia . - Georgia _ - 
Idaho -. Idaho. 
Illinois Tilinois 
Indiana Indiana . 
Iowa Iowa 
Kansas Kansas__- 
Kentucky Kentucky 
Louisiana . Louisiana - 
Maine Maine. 
Maryland ‘ Maryland 
Massachusetts. . Massachusetts 
M ichigen Michigan 
Minnesota - Minnesota 
Mississippi Mississippi 
Missouri _. ; Missouri 
Montana...-..-- Montana.._- 
Nebraska. Nebraska... 
+ vada. Nevada.. ; 
New He ampshire. - New Hampshire. — 
New Jersey New Jersey . .. 
New Mexico. - New Mexico... 
New York... New York. 
North Carolina. North Carolina 
North Dakota North Dakote... 
Ohio Ohio... .- 
Oklahoma. Oklahoma. 
Oregon ; Oregon... -- 
Pennsylvania - _-.--- Pennsylvania. - 
Rhode Island... Rhode Island. 
South Carolina_. South Carolina____- 
South Dakota South Dakota___.-- 
Tennessee Tennessee. 
Texas Texas... 
Utah Utah 
Vermont Vermont. 
Virginia Virginia 
Washington Washington 
West Virginia _- West Virginia_- 
Wisconsin _. Wisconsin 
Wyoming | Wyoming 
Foreign . Foreign _ ...-..- 


escooosoooesce 


weoocoococemrosoo 


@monooocoororooeo 





Ss 
coors 





cooonarcoocoooororce 
> 


coooncoco 


So 


“OO 
coooco 
> 


0 | 
0 
2 
0 
4 
0 
6 
0 
0 
0 
0 
0 i 
0} 
0 
0 


eccocococeceo\ocoa@ooooceo 





aocoococococecoon 


ooceo 














;orcorwroooo 


Total 
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HOSPITAL CARE AND OUTPATIENT DENTAL TREATMENT 


Veterans in Veterans’ Administration hospitals or on waiting list as of 
Feb. 4 1953—Continued 


In State of 
Alabama... 
Arizona.... 
Arkansas ...-. 
California... 
Colorado... 
Connecticut 
Delaware 


District of Columbia- 


Florida__..- ; 
Georgia_...--.----- 
Idaho... 
Ilinois_ 
Indiana..-.- 
BU <ctciieo 
Kansas__-.--. 
Kentucky. 
Louisiana. - 
Maine 
Maryland. 
Massachusetts .._. 
Michigan - . .- 
Minnesota... 
Mississippi -- 
Missouri _-- 
Montana.... 
Nebraksa....-. 


New Hampshire. -. 


New Mexico... 


New York.........-.| 


North Carolina-_. 
North Dakota..-. 
Ohio- ; sid 
Oklahoma. 
Oregon... ne. 
Pennsylvania... 
Rhode Island... 
South Carolina... 
South Dakota-.. 
‘Tennessee... .. 
Texas 


Vermont... 

Virginia. 

Washington. i 

West Virginia... _. 

Wisconsin ... 

Wyoming... 
Foreign... 


In hospitals 


NP 





Residents of Nevada 


list 


TB | 


NP | TB 


cocococnwroeeo | 


coooocoococccocoececoe 


ocoooccoonweo 


cocorooceco 
owocococoocotcooceocecocoscecococoeoooooooSesSooosces 


coc 


0 
0 
0 
3 | 
2 
0 
0 
0 
0 
0 
0 
0 
0 | 
0 i 
0 
0 
0 
0 
0 
0 
0 
0 
0 
0 
0 
0 
4 
0 
0 
0 
0 
0 
0 
0 
0 
2 
0 
0 
0 
1 
0 
0 
l 
0 
0 
1 
0 
0 
0 
0 


So 





| 
| 


SSS eee 


_ 
ae 
a 
= 





coocoooococooocoaeooo 


a | ecococcooocoocoece|ceceocec]eoc]eocec]eoc]ecoceoco 


On waiting || 


| From State of— 
Alabama.-----.--.-- 


Distriet of Comgpats. 
Florida_. de 
Georgia. alias leet ‘ 


Illinois - - - - 


Kentucky - 
Louisiana 


Maryland_.. 
Massachusetts 
Michigan 
Minnesota -_. 
Mississippi-___.._..-- 
Missouri... 
Montana...._....- ‘ 
Nebraska... 


New Hampshire---. 
New Jersey......... 
New Mexico......-- 
New York 


Oklahoma.........-- 
Oregon... -- 
Pennsylvania... ._. 
Rhode Island. .- 
South Carolina...._. 
South Dakota-...._- 
Tennessee... ...... 
, | Sa SRS: 


Vermont. __. 

Virginia_. 

Washington. ened 

West V irginia. Sitios 

Wisconsin 

Wyoming.-_. 
Foreign 





Veterans in Nevada 
hospitals 


: On waiting 
In hospitals list 


eoocococececoceceocecoooococowoocooce|ceococecooooooceoc]eocoo 














HOSPITAL CARE AND OUTPATIENT DENTAL TREATMENT 2595 


Veterans in Veterans’ Administration hospitals or on waiting list as of 
Feb. 4, 1953—Continued 


Residents of New Hamp- Veterans in New Hamp- 
shire shire hospitals 


On waiting | 
list 


NP | TB | NP | TB} |} TB | NE TB 


On waiting 


In hospitals list 


In hospitals | 


| 


tate of | | From State of— 

Alabama . Alabama... 

Arizona “ a ° | } Arizona 

Arkansas Arkansas _ 

California , | California. - 

Colorado... -- | Colorado — 

Connecticut | 1} Connecticut._.......| 

Delaware } | | Delaware | 

District of Columbia. | | | | District of Columbia_| 

Florida wie Florida 

Georgit. ..<2+--s<s- | Georgia 

Idaho ‘ Idaho 

Illinois . | Illinois 

Indiana ; Indiana 

lowa ae — } | lowa 

KeURNG.. .nsccas | Kansas 

Kentucky... Kentucky.. 

Louisiana... .-. Louisiana. -.. . 

Maine dati lilies Maine 5 

Maryland Leneli Maryland... 

Massachusetts . . i Massachusetts 

Michigan Michigan 

Minnesota | Minnesota 

Mississippi_.....-..- Mississippi- 

ae Missouri 

Montana sii Montana... ‘ 

Nebraska. . . . | Nebraska... -...- 

Nevada Nevada Bu 

New Hampshire | New Hampshire. - .- 

New Jersey } New Jersey cane 

New Mexico... New Mexico. .--.- 

New York De On nnemnee 

North Carolina North Carolina... 

North Dakota North Dakota..._. 

Ohio a. Ohio. 

Oklahoma Oklahoma 

Oregon . Oregon. 

Pennsylvania Pennsylvania <a 

Rhode Island Rhode Island - .._.- 

South Carolina... -.- South Carolina 

South Dakota... South Dakota 

lennessee_........- Tennessee 

l'exas Texas 

Utah Utah 

Vermont. -- Vermont... 

Virginia Virginia... 

Washington Washington 

West Virginia... -- West Virginia. 

Wisconsin Wisconsin 

W yoming W yoming_-...- 
Foreign Foreign. 


eceoscocececooo 


os 








conwnococococ/eoec]“e“oooors 








ooo 











o | eoococecoo 


Total 














92596 HOSPITAL CARE AND GUTPATIENT DENTAL TREATMENT 


Veterans in Veterans’ Administration hospitals or on waiting list as of 
Feb. 4, 1953—Continued 


In State of— 


Alabama 

Arizona 

Arkansas. 

California 

Colorado 
Connecticut _. 
Delaware -. 

District of Columbia 
Fiorida.........--.- 


ED ccketnon — 3 


Tilinois-- - - 


Kentucky __ 
Louisiana _- 

Maine __- puleduanea 
Maryland_. hulpas 
Massachusetts 
Michigan.._........ 
Minnesota 
Mississippi. -- 
Missouri 
Montana.._.....-. : 
Nebraska... ...... ; 
Nevada 

New Hampshire _- 
New Jersey 

New Mexico 

DUG EE te, oceuso< 
North Carolina... . 
North Dakota. 
Ohio. 

Oklahoma 
Oregon... 

Pennsylv ania 
Rhode Island 

South Carolina....-. 
South Dakota__....- 
Tennessee 

Texas 

Utah 

Vermont 

Virginia 
Washington. _....... 
West Virginia... _- 
Wisconsin 
Wyoming 


Foreign 


Total 








Residents of New 


| In hospitals | 


NP | TB 


S 
SCONCOCNOONKKOSCSCSOSCOOCOOCOOANONOOSOSSOOSCOWKHPMOCOrFOoOSCCOOoOFONOCOOFOCN 


| 
| 
} 
| 





oocorowornwnonwno 


ooowwocooo 


| On waiting 


list 


NP | 





ocooocooeco 





Mem ooooooomooscoowos 





ooo 


| 


Jersey || 


TB 


ooocoosooocoecocecoceocooacorwosoo 


coonwooococo 








oof 


= 


From State of— 


Alabama. 
Arizona... 
Arkansas....... 
California. - 
Colorado 
Connecticut _- 
Delaware . 

District of Columbia 


Kentucky 
Louisiana. 
Maine 
Maryland.. 
Massachusetts . - - -- 
Michigan 
Minnesota 
Mississippi 
Missouri 
Montana.........-. 
Nebraska 
Nevada........... 
New Hampshire - - 
New Jersey 

New Mexico 


North Carolina 
North Dakota 
Ohio -_-- 
Oklahoma 
Oregon... 
Pennsylvania 
Rhode Island 
South Carolina 
South Dakota... 
Tennessee 


We caedaes 
Washington 

West rome 
Wisconsin... 
Wyoming. 


| Foreign 


| In hospitals 





Veterans in New Jersey 


hospitals 


On waiting 
list 


NP | TB | NP 





dhecsesequsnensaueweundwucues 





coocorsortrorococecococoso:s 


ecocosccocosc coo BH OMoHrmoZoocccoscoorscoHcoocoosoooseccos 


} nw 
SCOCH OOH CON OH OB HOMO 





e| 
| 
ze 
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Veterans in Veterans’ Administration hospitals or on waiting list az of 


In State of— 
Alabama 
Arizona 
Arkansas 
California 
Colorado 
Connecticut 
Delaware... . 
District of Columbia 
Florida - 
Georgia. - 
Idaho 
Illinois 
Indiana. 
lowa 
Kansas 
Kentucky 
Louisiana . . 
Maine 
Maryland ; 
Massachusetts . . - 
Michigan 
Minnesota. . 
Mississippi 
Missouri 
Montara 
Nebraska... 
Nevada 
New Hampshire - . 
New Jersey . .- 
New Mexico. -. 
New York... 
North Carolina... . 
North Dakota 
Ohio 
Oklahoma 
Oregon 
Pennsylvania - - 
Rhode Island. . _- 
South Carolina__. 
South Dakota... _-. 
Tennessee .. 
Texas. 
Utah 
Vermont 
Virginia 
Washington_ dee 
West Virginia. _- 
Wisconsin-.. 
Wyoming 
Foreign ........ 


¥: Eee d 





Residents of New Mexico 


On waiting 


In hospitals list 


| 
NP 


NP | TB | 


TB 


> 
SnNooce 


oo 


coooonwnooneo 
= So 


So 


> 


eocoococorrwooooocoecooonoocecocooo 





|; Cwocoooconemwooooceco 3 
| cooeoewscooeocooorwocososeoesoeoscsescosesocooece|ssescs 


| 


2 | 
y 








86102—53——61 





Feb. 4, 1953—Continued 


From State of— 
Alabama. 
Arizona 
Arkansas. 
California 
Colorado 
Connecticut... - 
Delaware 
District of Columbia. 
Florida 
Georgia. . 

Idaho 

Illinois 

Indiana 

Iowa 

Kansas 
Kentucky... . 
Louisiana - 

Maine - . .- 
Maryland 
Massachusetts 
Michigan 
Minnesota. - 
Mississippi - 
Missouri. 
Montana 
Nebraska. - . 
Nevada. 

New Hampshire - - 
Nev Jersey 

New Mexico. . 
New York : 
North Carolina- - - 
North Dakota...- 
Ohio 

Oklahoma 
Oregon 
Pennsylvania 
Rhode Island 
South Carolina 
South Dakota 
Tennessee 

Texas 

Utah 

Vermont. - 
Virginia 
Washington 
West Virginia 
Wisconsin... 
Wyoming 


\| Foreign . .... 


; - 
| Veterans in New Mexico 
hospitals 


| In hospitals 


On waiting 
list 


| NP | TB 


NP | TB 


0 
0 
0 
0 
0 
0 
0 
0 
0 
0 
0 
0 
0 
0 
0 
0 
0 
0 
0 
0 
0 
0 
0 
0 
0 
0 
0 
0 


oooco 


ecocooscocec]eco 














2598 HOSPITAL CARE AND OUTPATIENT DENTAL TREATMENT 


Veterans in Veterans’ Administration hospitals or on waiting list as of 
Continued 


Veterans in New York 
hospitals 


. . > i 
Residents of New York 


On waiting 


In hospitals list 


On waiting | itale 
list In hospitals 
| 


NP | TB |] | NP | TB 


In State of From State of— 
Alabama j Alabama 
Arizona 5 Arizona. 
Arkansas Arkansas 
California 3 : California 
Colorado Colorado 
Connecticut Connecticut 
Delaware Delaware. é 
District of Columbia | | District of Columbia- 
Florida : Florida... 
Georgia Georgia . - 

Idaho Idaho 
Illinois | : | Illinois 
Indiana Indiana - 
lowa | lowa 
Kansas : Kansas__. 
Kentucky | Kentucky- 
Louisiana - Louisiana. 
Maine ‘ § | | Maine ‘ 
Maryland f Maryland. 
Masgachusetts 3: | | Massachusetts - . 
Michigan . . . | ( i| Michigan. 
Minnesota. | 1] Minnesota - . 
Mississippi : Mississippi-_-. 
Missouri Missouri _. 
Montana | i} Montana 
Nebraska. . Nebraska- - . 
Nevada } Nevada. 
New Hampshire - - - New Hampshire. - 
New Jersey 3: é New Jersey 
New Mexico New Mexico. - 
New York : 690 2! New York 
North Corolina. - . - 4 | North Carolina... 
North Dakota 0 | North Dakota 
Ohio f l | Ohio... 
Oklahoma 0 | Oklahoma 
Oregon i 0 | Oregon 
Pennsylvania - . | ‘ l : | Pennsylvania _. 
Rhode Island - - .- 0 Rhode Island - - - 
South Carolina... 0 South Carolina 
South Dakota : 0 | South Dakota_...-- 
Tennessee : 2 | ‘Tennessee... 
rexas ; 3 | 0 | ‘Texas 
Utah 0 | Utah 
Vermont | 0 Vermont... 
Virginia | 0 | Virginia 
Washington 7 1 |} | | Washington__. 
West Virginia 0 | West Virginia 
Wisconsin | 2 Wisconsin__. 
W yoming q 0 Wyoming. 
Foreign 0 | Foreign. 


S.-.co~ 


— mem OW Wh 


coco 





S 
oacoooronwoese- 


a] 


- 


= 





COWMSNOCNKONWK OHH 








Total... 2, 2 733 | Total 





HOSPITAL CARE AND OUTPATIENT DENTAL TREATMENT 2599 


Veterans in Veterans’ Administration hospitals or on waiting list as of 
Feb. 4, 1953—Continued 


| Veterans in North Caro- 


lina hospitals 


Residents of North ! 
Carolina | 


| 


:¢-4.| On waiting || 
| In hospitals | list 


| 
| NP | TB | NP | TB} 


On waiting 
list 


In hospitals | 


TB 


| From State of 


In State of 
Alabama... 


Alabama 


oo 
— 
& 


Arizona 

Arkansas... 
California 

Colorado 
Connecticut 
Delaware J 
District of Columbia. 
Florida..... a 
Georgia - - . 

Idaho 

Llinois-.-. 

Indiana. .-. 

lowa 

Kansas... 
Kentucky... 
Louisiana. - 

aaa 
Maryland. 
Massachusetts 
Michigan 





Minnesota. .........-| 


Missussippi........... 
Missouri ..... a 
Montana..... 
Nebraska > 
Nevada 

New Hampshire 
New Jersey 

New Mexico 

New York - 
North Carolina - - 
North Dakota_.-. 
Ohio 
Oklahoma..-_... 
Oregon 
Pennsylvania - . 
Rhode Island - 7 
South Carolina...--- 
South Dakota... 
Tennessee... 

Texas 

Utah_. oe 
Vermont. 
Virginia.......- 
Washington_. 

West Virginia_._- 
Wisconsin. 

W yoming 


wo 


Be OH OCC OOR OHH SOOWHOROOA 


272 


cooocooneo 
_ 
oorooceorcoe 


coocooococecor 


_ 
ooncooocoooneo 

Seneca 
coooceo 


coooroooo 


0 | 
0 
0 


t 

er 

= 
coocoocooscoocoohoocoscoocoscosccoso-is 


~ 
os 


1 
0 
0 | 
0 














Arizona 
Arkansas... 
California. 
Colorado... 
Connecticut 
Delaware - - 


District of Columbia. 


Florida... 
Georgia... 
Idaho 
Illinois 
Indiana. . 
lowa 
Kansas.... 
Kentucky. 
Louisiana 
Maine _ - 
Maryland___- 
Massachusetts - - - 
Michigan 
Minnesota 
Mississippi 
Missouri. . 
Montana... . 
Nebraska. 
Nevada. -. 


New Hampshire... 


New Jersey 

New Mexico 

New York_....... 
North Carolina. - 
North Dakota... 
Ohio ieeaed 
Oklahoma....._- 
Oregon... dé 
Pennsylvania 
Rhode Island 
South Carolina... 
South Dakota... 
Tennessee... . 
‘Texas. 

Utah..._.. 
Vermont... 

iin ccdegece 
Washington..... 
West Virginia... 
Wisconsin......... 
Wyoming. 


ccooenwceoo 


a 
wSCacocororonoocooneo 


coc 





cononeBo 





Foreign yey Pits 0) Foreign . ..._. 





445 | 317 


| 
| 
| 
| 
i 


S| cooceo 


_ | 


Total... 





Tee, <<. 
! 





2600 HOSPITAL CARE AND OUTPATIENT DENTAL TREATMENT 


Veterans in Veterans’ Administration hospitals or on waiting list as of 
Feb. 4, 1958—Continued 


Residents of North 
Dakota 


Veterans in North 
Dakota hospitals 


| 
| 


On waiting | 
list 


On wait 
list 


In hospitals In hospitals 


| 
| 


NP | TB T | NP | TB | NP 


In State of From State of 
Alabama Alabama. 
Arizona Arizona 
Arkansas | Arkansas 
California | California 
Colorado - | Colorado 
Connecticut Connecticut 
Delaware Delaware 
District of Columbia District of Columbia 
Florida ; Florida... | 
Georgia. | Georgia... 
Idaho | Idaho 
Illinois | Illinois 
Indiana . ‘ Indiana 
Iowa... | | Iowa 
Kansas ‘ | 1 Kansas 
Kentucky Kentucky 
Louisiana... ..._. | Louisiana. -. 
Maine Maine 
Maryland Maryland 4 
Massachusetts _. . Massachusetts - . 
Michigan. -. ) | Michigan 
Minnesota... 3 | j | Minnesota 
Mississippi i Mississippi 
Missouri... Missouri 
Montana Montana > 
Nebraska _. } | Nebraska. e 
Nevada | Nevada 
New Hampshire New Hampshire 
New Jersey New Jersey 
New Mexico New Mexico 
New York 1} New York 
North Carolina 4 North Carolina 
North Dakota North Dakota_- 
Ohio Ohio 
Oklahoma Oklahoma 
Oregon Oregon 
Pennsylvania | Pennsylvania 
Rhode Island Rhode Island. -. 
South Carolina South Carolina. 
South Dakota 5 { Sonth Dakota 
Tennessee... Tennessee 
Texas Texas 
Utah ) Utah 
Vermont Vermont 
Virginia Virginia 
Washington Washington 
West Virginia West Virginia 
W tsconsin ) Wisconsin 
W yoming ’ W yoming 

Foreign ) Foreign 


Total 1 Total 





HOSPITAL CARE AND OUTPATIENT DENTAL TREATMENT 2601 


Veterans in Veterans’ Administration hespitals or on waiting list as of 


Feb. 4, 1953 


| In hospitals | 


tate of 
Alabama 
Arizona 
Arkansas 
California 
Colorado 
Connecticutt 
Delaware 
District of Columbia. | 
Florida 
Georgia 
Idaho 
Illinois 
Indiana 
Iowa 
Kansas-._.-. 
Kentucky 
Louisiana. 
Maine 
Maryland 
Massachusetts 
Michigan. - 
Minnesota. . 
Mississippi 
Missouri 
Montana 
Nebraska... 
Nevada... 
New Hampshire... 
New Jersey. . 
New Mexico 
New York : 
North Carolina... 
North Dakota_. 
Onio 
Oklahoma 
‘ jregon 
Pennsylvania 
Rhode Island 
South Carolina 
uth Dakota 
Tennessee... 
Texas 
Utah 
Vermont 
Virginia 
Washington 
West Virginia 
Wisconsin. 
Wyoming -. 
Foreign. 


Total 





Residents of Ohio | 


On waiting || 


NP 





Continued 


Veterans in Ohio 
hospitals 


On waiting 


In hospitals list 


TB 


NP NP 


From State of— 
Alabama 
Arizona 
Arkansas 
California 
Colorado 
Connecticut 
Delaware | 
District of Columbia 
Florida 
Georgia. . 
Idaho. 
Illinois 
Indiana_ 
Iowa 
Kansas... 
Kentucky 
Louisiana. 
Maine. --. 
Maryland ; 
Massachusetts _ 
Michigan. 
Minnesota - . 
Mississippi 
Missouri... 
Montana 
Nebraska. - - 
Nevada . 
New Hampshire... 
New Jersey 

New Mexico 

New York 

North Carolina 

North Dakota. - .- 

Ohio . 

Oklahoma 

Oregon 

Pennsylvania 

Rhode Island 

South Carolina 

South Dakota 

Tennessee 

Texas. 

Utah 

Vermont. 

Virginia 

Washington 

West Virginia 

Wisconsin 

Wyoming 











29602 HOSPITAL CARE AND OUTPATIENT DENTAL TREATMENT 


Veterans in Veterans’ Administration hospitals or on waiting list as of 
Feb. 4, 19583—Continued 


Residents of Oklahoma | Veterans in Oklahoma 


hospitals 


On waiting 


On waiting 
list 


In hospitals y 
ee list 


In hospitals | 
NP TB NP 


In State of 
Alabama 
Arizona 
Arkansas 
California 
Colorado 
Connecticut 
Delaware 
District of Columbia 
Florida 
Georgia 
Idaho 
Ilinois 
Indiana 
lowa 
Kansas 
Kentucky 
Louisiana 
Maine 
Maryland 
Massachusetts 
Michigan 
Minnesota 
Mississippi 
Missouri 
Montana 
Nebraska 
Nevada 
New Hampshire 
New Jersey 
New Mexico 
New York 
North Carolina 
North Dakota 
Ohio 
Oklahoma 
Oregon 
Pennsylvania 
Rhode Island 
South Carolina 
South Dakota 
Tennessee 
Texas 
Utah 
Vermont 
Virginia 
Washington 
West Virginia 
Wisconsin 
W yoming 

Foreign 


Total 


0 
0 
0 
0 


13 | 


From State of- 
Alabama 
Arizona 
Arkansas 
California 
Colorado 
Connecticut 
Delaware 


District of Columbia _| 


Florida 
Georgia 
Idaho 
Tilinois 
Indiana 
Iowa 
Kansas 
Kentucky 
Louisiana 
Maine 
Maryland 
Massachusetts 
Michigan 
Minnesota 
Mississippi 
Missouri 
Montana 
Nebraska 
Nevada 
New Hampshire 
New Jersey 
New Mexico 
New York..-- 
North Carolina - 
North Dakota 
Ohio 
Oklahoma. 
Oregon 
Pennsylvania 
Rhode Island 
South Carolina 
South Dakota 
Tennessee 
Texas 
Utah 
Vermont 
Virginia 

| Washington 

| West Virginia 

| Wisconsin 
Wyoming 


Foreign 


Total 











Foreign....... 


HOSPITAL CARE AND OUTPATIENT DENTAL TREATMENT 2603 


Veterans in Veterans’ Administration hospitals or on waiting list as of 
Feb. 4, 1958—Continued 


| Residents of Oregon l 


| 5 
| On waiting 


In hospitals list 


NP | TB | NP | TB 


| 
| 
| 


Alabama... 
Arizona 

Arkansas 
California 
Colorado 
Connecticut 
Delaware wid 
District of Columbia 
Florida_.. | 
Georgia. - 

Id iho - 

Illinois 

Indiana 

Iowa 

Kansas 

Kentucky 
Louisiana 

Maine 

Maryland 
Massachusetts - 
Michigan 
Minnesota 
Mississippi 
Missouri... 
Montana 
Nebraska 
Nevada ‘ 
New Hampshire 
New Jersey 

New Mexico 
New York nde 
North Carolina. - - 
North Dakota... 
Ohio 

Oklahoma 
Oregon . 
Pennsylvania - - 
Rhode Island 
South Carolina 
South Dakota 
Tennessee 
Texas... 

Utah 

Vermont 

Virginia 
Washington... 
West Virginia. 
Wisconsin 
Wyoming 


| 
State of | | 


TERR . ctvhoembieed 








From State of— 
Alabama 
Arizona 
Arkansas 
California 
Colorado 
Connecticut 
Delaware d 
District of Columbia 
Florida... 
Georgia. 

Idaho 
Tllinois 
Indiana. 
lowa 
Kansas 
Kentucky._.- 
Louisiana 
Maine- 
Maryland.__..... 
Massachusetts - - 
Michigan. .-.....- 
Minnesota. -....-. 
Mississippi... 
Missouri. _..-..-- 
Montana_.....- 
Nebraska. ....-- 
Nevada shell 
New Hampshire 
New Jersey .....-- 
New Mexico. .---- 
New York.-......- 
North Carolina- - 
North Dakota... 
Ohio..-- 
Oklahoma 
Oregon oo 
Pennsylvania_- - 
Rhode Island 
South Carolina... 
South Dakota... 
Tennessee... ..- 
Texas 
Utah 
Vermont 
Virginia 
Washington 
West Virginia_. 
Wisconsin__.... 
Wyoming... 
Foreign. ......-..- 


Veterans in Oregon 
hospitals 


On waitin 
snitals | Q g 
In hospitals | list 


NP TB 
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HOSPITAL CARE AND OUTPATIENT DENTAL TREATMENT 


Veterans in Veterans’ Administration hospitals or on waiting list as of 


In State of— 
Alabama 
Arizona 
Arkansas .. 
California 
Colorado 
Connecticut 
Delaware 
District of Columbia 
Florida 
Georgia 
Idaho 
Iilinois 
Indiana. 
lowa 
Kansas 
Kentucky -. 
Louisiana 
Maine 
Maryland 
Massachusetts _ - 
Michigan 
Minnesota. . 
Mississippi 
Missouri 
Montana 
Nebraska 
Nevada 
New Hampshire 
New Jersey 
New Mexico 
New York 
North Carolina. - 
North Dakota 
Ohio 
Oklahoma 
Oregon 
Pennsylvania 
Rhode Island 
South Carolina 
South Dakota 
l'ennessee 
Texas 
Utah 
Vermont 
Virginia 
Washington 
West Virginia 
Wisconsin 
W yoming 

Foreign. 


Residents of Pennsyl- 
vanila 

a}. | On waiting 

In hospitals list 

NP NP 


TB 


0 | 
0 
0 
2 
0 
0 
0 | 
0 
0 
0 
0 | 
0 
0 
0 
0} 
0 
0 
0 


6 
0 
2 
1 
0 
0 


0 
0 
0 
0 
45 
0 


Feb. 4, 19538—-Continued 


From State of 
Alabama 
Arizona 
Arkansas 
California 
Colorado 
Connecticut 
Delaware 


District of Columbia _| 


Florida 
Georgia 
Idaho 
Illinois 
Indiana 
Iowa 
Kansas 
Kentucky 
Louisiana 
Maine 
Maryland 
Massachusetts_ - - 
Michigan 
Minnesota. - 
Mississippi. 
Missouri - 
Montana. 
Nebraska. 
Nevada 
New Hampshire 
New Jersey 
New Mexico 
New York 
North Carolina 
North Dakota. 
Ohio 
Oklahoma 
Oregon dj 
Pennsylvania _- 
Rhode Island 
South Carolina. 
South Dakota 
Tennessee. 
Texas 
Utah 
Vermont 
Virginia 
Washington 
West Virginia. 
Wisconsin 
W yoming 
Foreign. . 


Total 


Veterans in Pennsy)- 
vania hospitals 


On waitin: 


In hospitals | list 


NP | TB | NP ‘ 


| _— 
| 
| 


_ 
eI OM OOS 


oo 


-OOo-t 


oococroronw 





-wpoowrH@ 


8. 


oocorocooocooooon 











HOSPITAL CARE AND OUTPATIENT DENTAL TREATMENT 2605 


Veterans in Veterans’ Administration hospitals or on waiting list as of 
Feb. 4, 1953—Continued 


In State of— 
0 
Arizona . ... - 
Arkansas 
California... . 
Colorado. 
Connecticut_. 
Delaware ba 
District of Columbia 
Florida__... lies 
Creorg1a occcecs 
Idaho 
I}linois 
Indiana. 
Iowa 
Kansas 
Kentucky 
Lousiana 
Maine 
Maryland.. 
Massachusetts 
Michigan 
Minnesota 
Mississippi 
Missouri. -. 
Montana... 
Nebraska 
Nevada..........- 
New Hampshire 
New Jersey wiles 
New Mexico 
New York 
North Carolina 
North Dakota 
Ohio 
Oklahoma 
Oregon 
Pennsylvania 
Rhode Island - -. 
South Carolina... 
South Dakota 
Tennessee 
Texas... 
Utah_-- 
Vermont. .. 
Virginia 
Washington 
West Virginia 
Wisconsin... 
Wyoming... 

Foreign 





Residents of Rhode 
Island 


In hospitals 


NP | 


COMwEMS 


we 








TB | 





| On waiting 


list 


NP 


TB 











From State of— 
Alabama..........-- 
Arizona. 

Arkansas. 
California 
Colorado 
Connecticut __. 
Delaware._......-.- 
District of Columbia 
Florida atl 
CRRIRG atawcuintine 
Idaho-_..... 

Illinois ___.. 
Indiana 

Iowa 

Kansas __. 
Kentucky. 
Louisiana 

Maine hana 
Maryland_. 
Massachusetts 
Michigan 
Minnesota. - 
Mississippi 
Missouri 
Montana... - 
Nebraska 

Nevada ili 
New Hampshire 
New Jersey 

New Mexico 

New York ‘ 
North Carolina 
North Dakota... 
Ohio 

Oklahoma. 
Oregon... = 
Pennsylvania 
Rhode Island 
South Carolina 
South Dakota__-.-- 
Tennessee ae 
SE wbidicccdedion 
Vermont....<......- 
Virginia............. 
Washington 

West Virginia_.. 
Wisconsin.......-- 
Wyoming. ..--..- 


BE nibees taaidhictalaiteaieen i 


Total 





In hospitals 


NP | 


Veterans in Rhode 
Island hospitals 


| On waiting 
list 


NP | TB 
! 


TB 
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HOSPITAL CARE AND OUTPATIENT DENTAL TREATMENT 


Veterans in Veterans’ Administration hospitals or on waiting list as of 
Feb. 4, 1953—Continued 


Residents of South 


Carolina 


On 


State of 
Alabama 
Arizona. 
Arkansas 
California. 
Colorado... 
Connecticut 
Delaware 
District of Columbia 
Florida... 
Georgia... 
Idaho 
Illinois 
Indiana... 
Iowa 
Kansas 
Kentucky 
Louisiana 
Maine. 
Maryland 3 
Massachusetts. 
Michigan 
Minnesota 
Mississippi 
Missouri 
Montana 
Nebraska. 
Nevada 
New Hampshire 
New Jersey -_ . 
New Mexico 
New York 
North Carolina 
North Dakota 
Ohio 
Oklahoma 
Oregon ‘. 
Pennsylvania 
Rhode Island 
South Carolina 
South Dakota 
Tennessee 
Texas 
Utah 
Vermont 
Virginia 
Washington 
West Virginia 
Wisconsin 
Wyoming 


Foreign 


Total 


waiting 


i1St 


From State of— 
Alabama 
Arizona 
Arkansas 
California 
Colorado 
Connecticut 
Delaware 


District of Columbia 


Florida 
Georgia 
Idaho 
Ilinois 
Indiana 
Iowa 
Kansas ___. 
Kentucky 
Lonisiana 
Maine 
Maryland 
Massachusetts 
Michigan 
Minnesota 
Mississippi 
Missouri 
Montana 
Nebraska 
Nevada ‘ 
New Hampshire -. 
New Jersey 
New Mexico. 
New York...... 
North Carolina. 
North Dakota 
Ohio 
Oklahoma 
Oregon 
Pennsylvania. 
Rhode Island 
South Carolina... 
South Dakota 
Tennessee 
Texas 
Utah 
Vermont 
Virginia 
Washington 
West Virginia 
Wisconsin 
Wyoming 
Foreign 


Total 


j 
| Veterans in South Caro- 
lina hospitals 


On waiting 
list 


NP 


In hospitals 


NP | TB 





HOSPITAL CARE AND OUTPATIENT DENTAL TREATMENT. 26(0)7 


Veterans in Veterans’ Administration hospitals or on waiting list as of 
Feb. 4, 1958—Continued 


Residents of South } Veterans in South 
Dakota Dakota hospitals 


On waiting 
list 


On waiting 


In hospitals list 


In hospitals 


TB TB || NP | TB | NP 





State of 
Alabama 
Arizona 
Arkansas 
California 
Colorado 
Connecticut _. 
Velaware 
District of Columbia 
Florida 
reOoTgla 
Idaho 
[inois 
Indiana 
lowa 
Kansas 
Kentucky 
Louisiana 
Maine 
Maryland 
Massachusetts 
Michigan 
Minnesota 
Mississippi 
Missouri 
Montana 
Nebraska~ 
Nevada 
New Hampshire 
New Jersey 
New Mexico 
New York 
North Carolina 
North Dakota 
Ohio 
Oklahoma 
Oregon 
Pennsylvania 
Rhode Island 
South Carolina 
South Dakota 
Tennessee. _. 
Texas 
Utah 
Vermont 
Virginia 
Washington 
West Virginia 
Wisconsin 
W yoming 
Foreign 


Total 


From State of- 


Alabama. 
Arizona... 
Arkansas 
California 
Colorado 
Connecticut _. 
Delaware 
District of Columbia 
Florida 
Georgia 

Idaho 

Illinois 

Indiana 

Iowa 

Kansas 
Kentucky 
Louisiana 
Maine 
Maryland 
Massachusetts 
Michigan 
Minnesota 
Mississippi 
Missouri. 
Montana 
Nebraska. 
Nevada. . 

New Hampshire. . 
New Jersey 
New Mexico 
New York 
North Carolina 
North Dakota 
Ohio 
Oklahoma 
Oregon 
Pennsylvania 
Rhode island... 
South Carolina... 
South Dakota 
Tennessee 
Texas 

Utah 

Vermont 
Virginia_. 
Washington 
West Virginia 
Wisconsin 

W yoming 


Foreign 


Total 








2608 HOSPITAL CARE AND OUTPATIENT DENTAL TREATMENT 


Veterans in Veterans’ Administration hospitals or on waiting list as of 
Feb. 4, 1953—Continued 


| Residents of Tennessee V SS 


On waiting In hospitals On waiting 


In hospitals list list 


NP | TB | TB II NP 


In State of | | From State of— 


Alabama 
Arizona 
Arkansas... 
California 
Colorado 
Connecticut... 
Delaware. ......- | 
District of Columbia 
Florida 

Georgia -. 
Idaho 

Illinois 
Indiana-- 

lowa 

Kansas ; 
Kentucky .. 
Louisiana . 
Maine 
Maryland 
Massachusetts - - 
Michigan - - - 
Minnesota. ..-- 
Mississippi-....- 
Missouri - 
Montana 
Nebraska. - -- 
Nevada 

New Hampshire 
New Jersey 
New Mexico 
New York 
North Carolina 
North Dakota... 
Ohio 

Oklahoma 
Oregon - 
Pennsylvania. . 
Rhode Island 
South Carolina 
South Dakota-- 
Tennessee 
Texas 

Utah 

Vermont 
Virginia E 
Washington... . 
West Virginia-. 
Wisconsin 
Wyoming 
Foreign......-- 


Total... 


Alabama... 
Arizona 
Arkansas 
California 
Colorado 
Connecticut 
Delaware 
District of Columbia 
Florida 
Georgia - - 
Idaho 
Illinois 
Indiana. -- 
lowa_. 
Kansas 
Kentucky 
Louisiana... ---- 
Maine 
Maryland 
Massachusetts. ..--- 
Michigan - - - 
Minnesota. ---. 
Mississippi--.-.- 
Missouri 
Montana 
Nebraska. - -- 
Nevada eS 
New Hampshire. 
New Jersey ----- 
New Mexico. -..-- 
New York 
North Carolina... - 
North Dakota...-. 
Ohio natok 
Oklahoma 
Oregon oi 
Pennsylvania 
Rhode Island --- 
South Carolina.. 
South Dakota...-- : 
Tennessee.......... 
Texas. 
Utah... 
Vermont. . 
Virginia 
Washington 
West Virginia 
Wisconsin _...... 
Wyoming 

Foreign _ .-.. 


Total _- 


iS 
LPoNooor os 


BocowoS 


monmoowh 
cococomoco 


oo 


ooc¢ 


n 
cowSenscoconoswwoHcoceo 
oooo 


_ 


oooooe 








| 
| 











HOSPITAL CARE AND OUTPATIENT DENTAL TREATMENT 2609 


Veterans in Veterans’ Administration hospitals or on waiting list as of 
Feb. 4, 1953—Continued 


Residents of Texas | Veterans in Texas 
| 


hospitals 


On waiting | In hospitals On waiting 


In hospitals list list 


asec —— mae 


NP | TB | NP | TB 


In State of From State of 

Alabama | Alabama 

Arizona. . Arizona. ........-. 

Arkansas... Arkansas.....--. 

California. . California. 

Colorado ee: Colorado. . be naie 

Connecticut....-.-.-- Connecticut_.._. - “id 

Delaware — Delaware iad j 

District of Columbia. District of Columbia. 

PR dctncodce aces Florida__._- Rain 

Georgia Georgia. .......-.- 

Idaho. - NO. scl ocsadbonce 

Illinois Nolin codbocce 

Indiana OS eae -| 

lowa. Iowa.....- 

BARNS. 4ag-ccnscdove NE. Ln oedbocoul 

ON EE Kentucky 

Louisiana. - Louisiana 

Maine Maine ed astra 

Maryland... .. Maryland........-.. 

Massachusetts . Massachusetts. . . . 

Michigan --. Michigan 

Minnesota Minnesota 

Mississippi... Mississippi 

Missouri Missouri - - ud 

Montana.......--. Montana........-- 

Nebraska - Nebraska. . 

Nevada. .-.-- oon Nevada... wil 

New Hampshire New Hampshire... 

New Jersey - .-- New Jersey --.- 

New Mexico. ..-..- New Mexico. .. 

New York a New York sil 

North Carolina- - North Carolina 

North Dakota........ North Dakota_.__- 

Ohio : Ohio... iw 
Oklahoma.....-- 
Oregon... . ‘ 
Pennsylvania. -...._-| 
Rhode Island... ....| 
South Carolina_...-- 
South Dakota_-. 
Tennessee... .. 





oo 


cooocone 


-SOOCOnNK OOF KaAoo 








eK OO°CCUrFnN oS 


KOOCOCCCOSHE NW NOCOAOCROCOROSCCOSS 


Oklahoma...- 

Oregon... . 
Pennsylvania. ..._. ‘ 
Rhode Island 

South Carolina..._.-- 
South Dakota....-- 2 
Tennessee... _.......- 


onmnoococ. 


~ 
owoo 


Vermont. ........... 
WR thcnnedbeces 
Washington 

West Virginia 
Wisconsin._...._.. 


Virginia 
Washington _. 
West Virginia. 
> =a 
Wyoming 

Foreign 


Total 





conmococooSwoscoso 








eS 
% 
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HOSPITAL CARE AND OUTPATIENT DENTAL TREATMENT 


Veterans in Veterans’ Administration hospitals or on waiting list as of 


State of 

Alabama 

Arizona 

Arkansas 
California 
Colorado 
Connecticut 
Delaware ‘ 
District of Columbia 
Florida 

Georgia 

Idaho 

Illinois 

Indiana 

lowa 

Kansas 

Kentucky 
Louisiana 

Maine 

Maryland 
Massachusetts 
Michigan 
Minnesota 
Mississippi 
Missouri 

Montana 
Nebraska 

Nevada 

New Hampshire 
New Jersey 

New Mexico 

New York 

North Carolina 
North Dakota 
Ohio___. 
Oklahoma. 
Oregon 
Pennsylvania 
Rhode Island 
South Carolina 
South Dakota 
Tennessee 
Texas 
Utah 
Vermont 
Virginia 
Washington 
West Virginia 
Wisconsin 
W yoming 


Foreign 


_, | eee 


Feb. 4, 1953—Continued 


Veterans in Utah 


Residents of Utah hospitals 


On waiting | In hospitals On waiting 


In hospitals list | list 


NP | TB | NP | TB 


NP | TB 


NP | TB 


From State of 
Alabama 
Arizona 
Arkansas 
California 
Colorado 
Connecticut 
Delaware 
District of Columbia.| 
Florida. 

Georgia 
Idaho 
Illinois 
Indiana 
Iowa. 
Kansas 
Kentucky 
Louisiana 
Maine . 
Maryland 
Massachusetts - - . 
Michigan 
Minnesota _- 
Mississippi 
Missouri... 
Montana. - 
Nebraska. . . 
Nevada... ‘ 
New Hampshire. - 
New Jersey -. 
New Mexico 
New York__.._- 
North Carolina 
North Dakota. 
Ohio osu 
Oklahoma. - - 
Oregon pale 
Pennsylvania... 
Rhode Island 
South Carolina... 
South Dakota. 
‘Tennessee... . 
Texas... 
Utah... 
Vermont 
Virginia 
Washington... .. 
West Virginia._- 
Wisconsin 
W yoming 
Foreign 


mocooocoocoonwoococeoc/oceoc]oco 


coococococooorcecn[s 





oooooow 











HOSPITAL CARE AND OUTPATIENT DENTAL TREATMENT 2611 


Veterans in Veterans’ Administration hospitals or on waiting list as of 


Residents of Vermont 


In hospitals 


NP 


tate of 

Alabama 

Arizona 

Arkansas | 

California | 

Colorado 

Connecticut | 

Delaware | 

Distriet of Colum bia_| 

Florida | 

ieorgia | 

iaho 

ll nois 

liana 

iowa 

Kansas 

Kentucky 

Louisiana 

Maine 

Maryland 

Massachusetts 

Michigan 

Minnesota 

Mississippi 

Missouri 

Montana 

Nebraska 

Nevada 

New Hampshire 

New Jersey 

New Mexico 

New York 

North Carolina 
North Dakota 
Ohio 
Oklahoma 
Oregon 
Pennsylvania 
Rhode Island 
South Carolina 
South Dakota 
Tennessee 
Texas 
Utah 
Vermont 
Virginia 
Washington 
West Virginia 
Wisconsin 
W yoming 

Foreign 


( 
I 
I 
I 
I 
I 
1 


Total 


Feb. 4, 1953—Continued 


Veterans in Vermont 
hospitals 


On waiting | 
list 


On waiting 


In hospitals list 


TB | NP NP | TB | NP 

|| From State of 
Alabama 
Arizona 
Arkansas 
California 
Colorado 
Connecticut 
Delaware 
District of Columbia 
Florida 
Georgia 
Idaho 
Illinois 
Indiana 
Iowa 
Kansas 
Kentucky 
Louisiana 
Maine 
Maryland 
Massachussets 
Michigan 
Minnesota 
Mississippi 
Missouri 
Montana 
Nebraska 
Nevada... 
New Hampshire 
New Jersey 
New Mexico 
New York 
North Carolina 
North Dakota 
Ohio 
Oklahoma 
Oregon 
Pennsylvania 
Rhode Island 
South Carolina 
South Dakota 
Tennessee 
Texas 
Utah 
Vermont 
Virginia 
Washington 
West Virginia 
Wisconsin 
W yoming 

Foreign 





Total 





2612 HOSPITAL CARE AND OUTPATIENT DENTAL TREATMENT 


Veterans in Veterans’ Administration hospitals or on waiting list as of 


| 
| 
| In hospitals 


| NP | TB 


In State of 


Ik 


i 


Alabama 
Arizona... .. 
Arkansas 
California 
Colorado 
Connecticut 
Delaware | 
District of Columbia_| 
Florida - _- | 
Georgia | 
Idaho- 

Illinois 

Indiana 

Iowa 

Kansas 

Kentucky -_- 
Louisiana. 

Maine 

Maryland 
Massachusetts 
Michigan 
Minnesota. . 
Mississippi-_._-. 
Missouri 

Montana 
Nebraska... 
Nevada. 

New Hampshire. --. 
New Jersey... -.. 
New Mexico... 
New York ad 
North Carolina 
North Dakota 
Ohio 

Oklahoma 
Oregon... . 
Pennsylvania. --_. 
Rhode Island_.-- 
South Carolina... 
South Dakota... 
lennessee 

lexas 

Utah 

Vermont 

Virginia 
Washington 

West Virginia 
Wisconsin 

W yoming 


reign. . 


i 


Feb. 4, 1953—Continued 
Residents of Virginia 


On waiting | 


NP 


list 


j 


From State of— 
Alabama 
Arizona. . 
Arkansas 
California 
Colorado 
Connecticut 
Delaware 
District of Columbia 
Florida 
Georgia_ . 
Idaho. 
Illinois 
Indiana_ 
Iowa ; 
Kansas sheen 
Kentucky... - 
Louisiana. .-. 
Maine _-__ 
Maryland_.- 
Massachusetts. . - 
Michigan. -. 
Minnesota. - 
Mississippi--. 
Missouri. 
Montana 
Nebraska- - 
Nev uda_ 
New Hampshire... 
New Jersey. ...- 
New Mexico. -...-- 
New York. ...-..-- 
North Carolina. .--_} 
North Dakota_ -.- 
Ohio 
Oklahoma 
Oregon 
Pennsylvania. ---- 
Rhode Island_-.-.- 
South Carolina.... 
South Dakota_.- 
Tennessee __. 
Texas 
Utah 
Vermont 
Virginia_- 
Washington 
West Virginia 
Wisconsin _- 
Wyoming 
Foreign... 








Total 


In hospitals 


NP 


Veterans in Virginia 
hospitals 


list 


TB 


NP 











On waiting 


HOSPITAL CARE AND OUTPATIENT DENTAL TREATMENT 2613 


Veterans in Veterans’ Administration hospitals or on waiting list as of 
Feb. 4, 1953—Continued 


Residents of Washing- 
ton 


On waiting 


In hospitals list 


NP 


tate of— 
Alabama. 

Arizona. ... 
Arkansas... 
California... 
Colorado 
Connecticut 
Delaware 

District of Columbia 


Florida 


wa 
Kansas 
Kentucky 
Louisians 
Maine 
Maryland 
Massachusetts 
Michigan 
\finnesota 
Mississippi 
Missouri 
Montana 
Nebraska 
Nevada 
New Hampshire 
New Jersey 
New Mexico 
New York 
rth Carolina 
North Dakota 
Ohio 
Oklahoma 
(jregon 
Pennsylvania 
Rhode Island 
uth Carolina 
South Dakota 
i ennessee 
Texas 
Utah 
Vermont 
Virginia 
Washington 
West Virginia 
Wisconsin 
W yoming 


gn 


otal 


Veterans in Washing- 


ton hospitals 


», | On waiting 


In he it 
— list 


NP rB 


From State of 


Alabama 

Arizona 

Arkansas 
California 
Colorado 
Connecticut 
Delaware 

District of Columbia 
Florida 

(;eorgla 

Idaho 

illinois 

Indiana 

lowa 

Kansas 

Kentucky 
Louisiana 

Maine 

Maryland. 
Massachusetts 
Michigan 
Minnesota 
Mississippi 
Missouri 

Montana 
Nebraska 

Nevada 

New Hampshire 
New Jersey 

New Mexico 

New York. 

North Carolina 
North Dakota 
Ohio os 
Oklahoma 
Oregon. 
Pennsy!vania 
Rhode Island 
South Carolina 
South Dakota 
rennessee 
Texas 

Utah 
Vermont 
Virginia 
Washington 
West Virginia 
Wisconsin 

W yoming 


Foreign 


Potal 
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Veterans in Veterans’ Administration hospitals or on waiting list as of 


Residents of West 
Virginia 


On waiting 
list 


NP | TB 


In hospitals 
NP 


TB 


In State of 


Alabama 
Arizona. 
Arkansas 
California 
Colorado 
Connecticut 
Delaware 
District of Columbia | 
Florida- 
Georgia. - 
daho 

Illinois 
Indiana 

Iowa 

Kansas 
Kentucky 
Louisiana- 
Maine 
Maryland 
Massachusetts - - - 
Michigan. .. 
Minnesota - 
Mississippi 
Missouri 
Montana 
Nebraska. 
Nevada. = 
New Hampshire... 
New Jersey 
New Mexico... 
New York 
North Carolina 
North Dakota. 
Ohio 
Oklahoma 
Oregor 
Pennsylvania 
Rhode Island 
South Carolina 
South Dakota 
‘Tennessee 
Texas 

Utah 

Vermont 
Virginia 
Washington 
West Virginia 
Wisconsin 
Wyoming 


0 
0 





Foreign. . 


i} 
| 


0} 


Feb. 4, 1953—Continued 


From State of 
Alabama... 
Arizona. 
Arkansas -. 
California 
Colorado 
Connecticut 
Delaware 
District of Columbia 
Florida . 
Georgia... 
Idaho. 
Tilinois_- 
Indiana. 
Iowa 
Kansas 
Kentucky 
Louisiana. 
Maine 
Maryland 
Massachusetts - -. 
Michigan - - 
Minnesota- - 
Mississippi 
Missouri 
Montana... 
Nebraska 
Nevada 
New Hampshire -- 
New Jersey 
New Mexico. - 
New York. 
North Carolina 
North Dakota 
Ohio 
Oklahoma. 
Oregon 
Pennsylvania- - 
Rhode Island 
South Carolina 
South Dakota 
Tennessee 
Texas _ 

Utah 

Vermont 

Virginia 

fi ngton 
t Virginia 

Wisconsin 

Wyoming 
Foreign. - 


Total 


Veterans in West Vir. 
ginia hospitals 


erence ensineeneeeeeteeee 


In hospitals 


On waiting 
list 


TB 
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on 


ococorocooconre 


os 





ocoowowoooceooorooooooocoe 


oe | 
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Veterans in Veterans’ Administration hospitals or on waiting list as of 


Residents of Wisconsin 


| 


ce 
In hospitals On ms | 


NP 


__ 
| NP | TB 
e —___— | — 
In State of 
Alabama... 
Arizona... 
Arkansas 
California 
Colorado 
Connecticut 
Delaware 1 al 
District of Columbia 
Florida d a 
Georgia. .-- 
Idaho 
I}linois...-.. 
Indiana. . 
lowa 
Kansas i 
Kentucky... 
Louisiana - - 
Maine 
Maryland ade 
Massachusetts . - 
Michigan. . .. 
M innesota . - . 
Mississippi 
Missouri 
Montana 
Nebraska 
Nevada -- nde 
New Hampshire -- - 
New Jersey. --.- 
New Mexico. - 
New York 
North Carolina 
North Dakota 
Ohio 
Oklahoma... 
Oregon 
Pennsylvania 
Rhode Island 
South Carolina. 
South Dakota 
Tennessee 
Texas 
Utah 
Vermont 
Virginia 
Washington 
West Virginia 
Wisconsin -... 
Wyoming 
Foreign - . 








Total 





Feb. 4, 1953—Continued 


Veterans in Wisconsin 
| hospitals 


On waiting 
list 


| NP | TB | NP | TB 


a — -_ 


In hospitals 


| 
| 


From State of— 
Alabama.....-- 
Arizona. 
Arkansas 
California. - 
Colorado 
Connecticut 
Delaware - - - | 
District of Columbia. | 
Florida_.-..- 
Georgia - - 
Idaho 
Iilinois_ . 
Indiana 
i nedclvavesd 
Kansas... aoe 
Kentucky... 
Louisiana . 
Maine. 
Maryland 
Massachusetts - 
Michigan - - - 
Minnesota. 
Mississippi 
Missouri 
Montana 
Nebraska. - - 
Nevada. -. 
New Hampshire - 
New Jersey - - - 
New Mexico. 
New York 
North Carolina 
North Dakota 
Ohio 
Oklahoma 
Oregon 
Pennsylvania 
Rhode Island 
South Carolina 
South Dakota... 
Tennessee 
Texas.-_... 
Utah 
Vermont 
Virginia 
Washington 
West Virginia.. 
Wisconsin 
Wyoming. 
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Veterans in Veterans’ Administration hospitals or on waiting list as of 
Feb. 4, 1953—Continued 


Veterans in W yomir 


Residents of Wyoming hospitals 


On waiting 
list 


On wait 
list 


In hospitals 


NP | TB | NP 


In State of From State of 
Alabama Alabama 
Arizona. --- Arizona 
Arkansas Arkansas 
California I California 
Colorado Colorado 
Connecticut Connecticut 
Delaware ) Delaware 
District of Columbia District of Columbia 
Florida ) 1} Florida_. 
Georgia ) | Georgia 
Idaho idaho 
Illinois Illinois 
Indiana Indiana 
Iowa Iowa 
Kansas ‘ Kansas 
Kentucky Kentucky 
Louisiana { Louisiana 
Maine ( Maine 
Maryland Maryland 
Massachusetts Massachusetts 
Michigan - - - f Michigan 
Minnesota. Minnesota 
Mississippi . | Mississippi 
Missouri... - Missouri 
Montana Montana 
Nebraska. -. ) Nebraska 
Nevada Nevada 
New Hampshire - New Hampshire 
New Jersey New Jersey 
New Mexico | New Mexico 
New York-.. New York 
North Carolina North Carolina 
North Dakota North Dakota 
Ohio | Ohio 
Oklahoma | Oklahoma 
Uregon 4 { Oregon 
Pennsy!vania ( Pennsylvania 
Rhode Island Rhode Island 
South Carolina | South Carolina 
South Dakota South Dakota 
Tennessee Tennessee 
Texas Texas 
Utah Utah 
Vermont Vermont 
Virginia Virginia 
Washington : Washington 
West Virginia | West Virginia 
Wisconsin _._. Wisconsin 
Wyoming : j Wyoming 

Foreign - -- send Foreign 


ewoococeNNwWNOWwUrFore 


couwwcoo 


Soon wnwn 


sBooeoccoitzc 
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Veterans in Veterans’ Administration hospitals or on waiting list as of 
Feb. 4, 1958—Continued 


Lit 
tware 
trict of Columbia 


achusetts. - . 
ichigan 
Viinnesota 
Mississippi 
M yuri 
Montana 

braska 
Nevada 

w Hampshire 
New Jersey. 
New Mexico... 
New York... 
North Carolina 
North Dakota 
Ohio 


)klahoma 
regon 

Pennsylvania. - 

Rhode Island... 

South Carolina 
uth Dakota 

i ennessee 

lexas. 

Utah 

Vermont 

Virginia 

Washington 

West Virginia. 

Wisconsin 

W yoming 


reign 


Total 


Residents of foreign 
countries 


: waiting 
In hospitals aes vist B 


NP | TB | NP 


270 | 223 


366 248 


tate or country of residence not shown 


ym State of 


Alabama 

Arizona 

Arkansas -.. 
California 
Colorado 
Connecticut 
Delaware 

District of Columbia 
Florida 

Georgia 

Idaho 

Illinois 

Indiana 

lowa 

Kansas 
Kentucky 
Louisiana 
Maine 
Maryland 
Massachusetts. .. 
Michigan 
Minncsota 
Mississippi 
Missouri 
Montana 
Nebraska. 
Nevadsa. 

New Hampshire- 
New Jersey... 
New Mexico... 
New York.... 
North Carolina. 
North Dakota 
Ohio- 
Oklahoma 
Oregon 
Pennsylvania. 
Rhode Island _.. 
South Carolina 
South Dakota 
‘Tennessee 
Texas. 

Utah 

Vermont 
Virginia 
Washington 
West Virginia_. 
Wisconsin 
Wyoming. 


| Foreign... 


Total. 


Veterans in foreign 
hospitals 


On waiting 


In hospitals list 


NP | TB TB 
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Mr. Evins. Mr. Chairman, I have a further request. I have a let- 
ter from Mr. Edward E. Odom, Solicitor of the Veterans’ Adminis- 
tration, in response to an inquiry from me in regard to the legality 
and operation of the VA hospital program. In connection with Mr. 
Odom’s statement I wish to include a copy of a statement on the alleged 
failure of the Veterans’ Administration to collect amounts for which 
insurance companies liable for treatment rendered veterans in VA 
hospitals. 

I ask that Mr. Odom’s statement and the memorandum a!:9 be made 
a part of the record. 

Mr. Sartor. Without objection, it will be made a part of the record. 

(The letter and memorandum referred to are as follows:) 


VETERANS’ ADMINISTRATION, 
Washington, D. C., July 9, 1953. 
Hon. Jor L. Evins, 
House of Representatives, 
Washington, D. C. 

Dear Mr. Evins: I am addressing this letter to you pursuant to your oral 
request, transmitted through our mutual friend, Col. George E. Ijams. Your 
inquiry, as I understand, has to do with the possibility of prosecution of a vet- 
eran for making a false statement in connection with an application for hos- 
pitalization in a Veterans’ Administration facility. One of the criteria of eligi- 
bility is the inability to defray the cost of needed hospital care. 

For a more or less complete dscussion on this matter I am attaching a copy 
of my letter of May 26, 1953, to Hon. John Phillips, House of Representatives. 

Briefly, however, to answer the question which you ask, I may state that upon 
more than one occasion, both in my own office and at the conference held by 
the American Legion rehabilitation committee at the Statler Hotel early last 
spring, which was attended by representatives of the American Medical Associa- 
tion, the American Dental Association, and representatives of other governmental 
agencies, I made the categorical statement that I will present to the appropriate 
officials of the Department of Justice any case referred to me by anyone wherein 
a prima facie case of fraud can be shown. As may be noted in my letter to 
Congressman Phillips, however, this office has no record of any attempt to prose- 
cute any such case since the enactment of the statute in question. 

I am sure you understand that it is not within the province of the Veterans’ 
Administration to initiate prosecution of any case—that our duty is to report 
to the Department of Justice or to the appropriate United States attorney any 
ease wherein we feel that the evidence available shows a probable violation of 
the Federal penal statute. Perhaps I should add that throughout the years 
we have always enjoyed the most complete cooperation from the Department 
of Justice in such matters. 

I cannot, of course, speak for the Attorney General, but the thought suggests 
itself that if you desire the views of the Department consideration would be given 
to a request therefor. 

I trust that this is the information that you desire. If I can be of any assist- 
ance to you in any matter, please do not hesitate to call upon me. 

Sincerely yours, 
Epwarp B. Opom, Solicitor. 


JULY 26, 1953. 
Hon. JOHN PHILLIPS, 
Chairman, Subcommittee on Independent Offices Appropriations, 
House of Representatives, 
Washington, D. C. 

Dear Mr. Puriures: Complying with your request for my opinion on two sub- 
jects, the first, having to do with limitations upon action by the Veterans’ Ad- 
ministration by reason of the language of the last sentence of paragraph 6, 
Public Law 2, 73d Congress, as amended (38 U. S. C. 706), the second, as to 
the effect of H. R. 4601 in this connection, should it be enacted into law. I am 
glad to give you my opinion on the matters, that on the first subject only being 
official 
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The last sentence of the statute referenced is ‘The statement under oath of 
the applicant on such form as may be prescribed by the Administrator of Vet- 
erans’ Affairs shall be accepted as sufficient evidence of inability to defray neces- 
sary expenses.” In what follows, it must be kept in mind always that this lan- 
guage and the antecedent proviso relate to non-service-connected conditions and 
conditions other than permanent disabilities, tuberculosis, or neuropsychiatric 
ailments. As to these the statutes give the right of hospital or domicilliary care 
subject to basic entitlement and existence of appropriate facilities, whereas 
the proviso relates to other conditions and criteria for entitlement including the 
inability to defray the necessary expenses for needed hospital or domiciliary 
care. 

An understanding of the real problem requires knowledge of the legislative 
history leading up to the enactment of this proviso which may be gained from 
the attached copy of memorandum of March 17, 1953, of the undersigned to the 
Chief Medical Director, on the subject of section 202 (10), World War Veterans 
Act, 1924 (38 U. S. C. 484). Repeal of the very reasonable provisions of section 
202 (10) by Public Law 2, 73d Congress, caused such revulsion as to induce the 
enactment of the quoted language—and other liberalizing provisions—notwith- 
standing Presidential disapproval. The purpose was well understood, viz, to 
afford prompt hospital care when needed without delay due to administrative 
adjudication. 

Ever since its enactment (sec. 29, Public Law 141, 73d Cong., Mar. 28, 1934), 
the Veterans’ Administration has been required by the quoted language to give 
hospital care to a veteran, otherwise entitled, who executed such statement 
under oath. The Administration has given warning by calling attention to cer- 
tain penal provisions of the Federal statutes and has asked applicants whether 
in view thereof, they desire to execute such statement under oath. This was quite 
effective prior to World War II; but during that conflict the national psychology 
seemed to assure that every veteran was promised hospital care regardless of 
service incurrence of disability. At least veterans generally entertained that 
view, and the administration was criticized for expressing any contrary views. 

For nearly 20 years it has been considered that a violation of the penal pro- 
vision of section 15, Public Law 2, 73d Congress (38 U. S. C. 715), with respect 
to either the criminal or the civil sanctions thereof, would arise only if it could 
be proved beyond a reasonable doubt that the statement is other than one of 
opinion, is clearly false, and made willfully with intent to defraud. Whereas 
under the law as it existed prior to the enactment of Public Law 2 benefits were 
forfeited for false statements made in connection with application for care under 
section 202 (10), World War Veterans’ Act, and some cases were actually prose- 
cuted, there is no record known to me of either forfeiture or successful prose- 
cution for statements made under oath pursuant to said section 6. It has always 
been considered apparent that administrative investigations to determine the 
falsity of such statements would be wholly unjustified in view of the effect of 
the language underscored in the quotation hereinabove. That is still my opinion, 
as it was the opinion of my predecessors in office, but I have always been willing 
to report any flagrant case to the Department of Justice, if the facts should 
seem to justify such reference. I am not advised as to whether the Depart- 
ment of Justice has ever reached any conclusion as to whether the said language 
would preclude prosecution under any applicable statutes, such as 18 United 
States Code 1001, for example. 

The criticism recently directed at the Veterans’ Administration for accepting 
sworn statements is wholly unjustified. The administration must apply the law 
as it is written; any changes deemed necessary being the prerogative of the Con- 
gress to accomplish by legislation. 

The bill, H. R. 4601, identified hereinbefore, would not amend the first part 
of section 6, except by inclusion of the Korean hostilities, but would amend the 
proviso. The language beginning with line 18, page 2, and continuing to line 3, 
page 3, spells out what is now the law with respect to veterans meeting the other 
criteria of the first part (preceding the proviso) of section 6, supra. As to numer- 
ous others it would give a right to hospital care without regard to ability to pay. 
The omission of the language in the present law, that the statement under oath 
shall be sufficient evidence of inability to pay for care, would require that the 
Administrator prescribe conditions for admissions to hospital or domiciliary care 
of all applicants other than those within the provisions of said first part of sec- 
tion 6. This would be somewhat similar to the situation which existed under 
section 202 (10), World War Veterans Act, except that proof of the inability to 
defray expenses under that act related to the question of priority rather than 
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that of basic entitlement. Even so, the procedures thereunder caused great delay 
in the adjudication of applications for such care, often requiring extensive field 
investigations to determine such eligibility. It was largely to overcome this 
administrative difficulty that Public Law 2 was amended as hereinabove indi- 
cated. It would be no small or simple job to prescribe governing criteria, and it 
would involve an unusual amount of administrative work unless indeed prompt 
admissions were confined to the emergency cases, with all others delayed unti) 
necessary adjudicating action based upon established facts could be taken. To 
a considerable extent this is the present procedure, except that the applicant’s 
sworn statement takes the place of administrative determination and the lack 
of facilities either denies or postpones admission for minor disease, operations 
of choice, etc. 

The proviso, beginning in the third line, page 3, of the bill would have par- 
ticular reference, I believe, to such emergency cases admitted to Administration 
facilities. In this respect, it would have a distinct bearing upon the Adminis- 
tration’s ability to collect (in effect by way of subrogation) cost of veterans’ 
hospital care in cases covered by hospital or insurance policies or by reason of 
liability of a third person (in this connection, your attention is invited to at- 
tached memorandum of April 15, 1953, addressed by the undersigned to the 
Administrator on the subject: Aileged Failure of VA To Collect Amounts for 
Which Insurance Companies Are Liable for Treatment Rendered Veterans in 
VA Hospitals). The proviso would have the further effect of permitting vet 
erans of any war to secure hospital care in the Veterans’ Administration facility 
upon the promise to pay the cost thereof in whole or in part; and this, notwith- 
standing the fact that the introductory part of the proviso apparently relates 
to collecting for hospital care after the event. It seems clear that this would 
require strict regulatory provisions to prevent undue utilization of facilities to 
the detriment of veterans having higher priorities. 

I do not know of any other pending bills, although bills have been introduced 
from time to time which would simply repeal the oath or last sentence of sec- 
tion 6. That, as would H. R. 4601, would require additional administrative 
action to adjudicate claims. I am not aware of any bill which would afford 
priority on the basis of inability to pay, a cardinal feature of section 202 (10), 
World War Veterans Act. 

I trust that the foregoing answers the inquiry of the committee. I assume 
that official information will be afforded by the Administrator in any official 
report requested by the legislative committee. 

Very truly yours, 
Epwarp E. Onom, Solicitor. 


OFFICE MEMORANDUM, UNITED STATES GOVERNMENT 


APRIL 15, 1953. 
To: The Administrator. 
From: The Solicitor. 
Subject: Alleged failure of VA to collect amounts for which insurance com 
panies are liable for treatment rendered veterans in VA hospitals. 

1. This memorandum is addressed to you in the light of the assumption and 
statements made in letter addressed to you on April 7, 1953, by Marshall E. Mil- 
ler, national commander, AMVETS, with a view to affording an accurate factual 
statement of the situation and at the same time a partial understanding of at 
least some of the legal principles involved. 

2. In his letter the commander refers to an Associated Press story to the 
effect that ‘the Veterans’ Administration loses over $3,500,000 annually because 
of its inability to collect from certain hospital insurance companies for treatment 
rendered veterans in VA hospitals” and he suggests as a remedy that you take 
up with the Governors of the several States, as well as the directors of insurance 
in the States, the question of compelling “corporations issuing hospital insurance 
policies to delete therefrom any clauses or provisions designed to relieve them 
of liability” for the expenses of such hospitalization. Finally, he requests a list 
of all insurance companies which have “sought to evade their contractual obliga- 
tions,”’ which list he desires for the purpose of advising all members of the AM 
VETS to reexamine their insurance policies with a view of preventing “a fraud 
upon the American taxpayers.” 

3. The figures quoted in the press story apparently were taken from informa- 
tion supplied the Comptroller General by the VA and contained in the report 
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f the Comptroller General to the chairman, Committee on Veterans’ Affairs, 
House of Representatives, which showed that for the first half of the fiscal year, 
1952, VA hospitals had prepared statements of charges in 11,842 cases amounting 
n total to $4,913,390.51 and had collected from insurers a total of $1,265,564.86. 
it seems that some have assumed that the difference between these figures rep- 
sents liabilities of insurance companies which they refuse to pay. That this 
s not a fact may, I think, be readily demonstrated. In fact, there is no signifi- 
ance whatever in the amounts, and no relationship between them. 

{ Because of the procedure necessarily followed by the VA, there is no direct 
relationship between the amount billed and the amount collectible, or indeed 
he amount, if any, that ought to be collected in any particular case. Under the 
regulations which have been in effect for many years each veteran or other person 
1dmitted to a VA hospital for a non-service-connected disability is asked whether 
he has any insurance, or was injured under circumstances possibly resulting in 
iability on a third party, under workmen’s-compensation statutes or otherwise. 
n the event of an affirmative answer he is requested to execute an assignment 
favor of the VA. Obviously, neither the patient nor the admitting officer, nor 
the finance officer of the hospital, can know at that time whether there exists a 
tatutory, or a tort liability ; or liability under the terms of an insurance policy 
1 policies held if any. Naturally the policy is not then available. If it were, 
t would not affect the situation, since lawyers are not stationed at the hospital. 
Che bills are made on the basis of the administratively prescribed rate for each 

ay of hospital care, and for all extra items furnished, and without investiga- 

on of the facts or law applicable in the particular case. Insurance companies 
which, under their policies, are legally liable, usually make payment either rou- 

nely or after the matter has been referred to a representative of this office, 
isually our local chief attorney, for collection, upon appropriate explanation. 
If it is determined that the insurance company is not liable, no further efforts 
to collect are in order. Obviously the matter is determinable strictly upon the 
terms of the insurance policy involved and the facts of the particular case. It is 
juite erroneous to assume that the mere existence of an insurance contract af- 
fords an answer as to the right to collect. In this field of contract law, as in 
‘thers, differences of opinion as to liability, and the extent thereof, do occur. 
But in most cases the terms of the contract are reasonably clear. 

5. The inquiry is in error also in assuming that it is only with respect to 
hospital insurance” that the question arises. The quoted term is a Joose popular 
term used to identify some “prepaid plans of medical or hospital care.” It has 
no definite meaning, taken alone. Other types of policies, either individual or 
group, often are the contracts potentially applicable. Some cover third-party lia- 
bility as for injury in automobile and other accidents. Others are personal acci- 
dent policies, Further, there are, under various State workmen’s compensation 
aws, policies covering, within limits, care for certain occupational diseases, 
is well as for injuries. Some such statutes exclude payment to a State or Fed- 
eral hospital, with certain conditional exceptions. 

6. With respect to the so-called “prepaid plans,” the VA some 15 or 20 years ago, 
made every effort to secure agreements whereby it could be repaid, at least in 
part, for the hospital care by the VA for nonservice-connected disabilities of 
veterans insured under such plans. For reasons which are at once apparent, 
considering the state of the law (38 U. S. C. 706), it was not legally possible to 
deny hospital care for eligible veterans who signed the required statement. This 
was and is true notwithstanding such persons may have such insurance policies; 
this for the reason, among others, that no such policy in existence then or now 
covers everything which is afforded an eligible veteran under the Federal statute 
in a VA hospital. (Of course, except in emergency or serious long-term cases 
such as TB or NP, such applicants can be placed in a nonpriority status on the 
list.) Some of these companies demurred on the ground that the veteran was 
entitled to the Federal care and to use his prepaid privileges would deprive his 
family and possibly him of such care that might be needed later. (It will be 
borne in mind that practically all policies fix a limit of benefits, either in dollars 
or in hospital time, or both.) They also objected to the length of hospital care 
in VA hospitals which, for reasons readily seen, is generally greater than that in 
private hospitals. The matter was taken up by the VA with the State commis- 
sioners of insurance in some of the States, wherein such corporations were organ- 
zed or did business, but without any tangible results. Probably in few, if any, 
States do the commissioners of insurance, or other officials have any legal right 
(0 preseribe the terms of policies of insurance. They often do have statutory 
unctions with respect to rates. We are not here discussing statutory “standard” 
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fire policies, so-called. Certainly it is most unlikely that any Governor has beer 
given any such powers. In due course, in the light of experience, the companies 
quite generally changed their insurance contracts so as to expressly exclude 
from coverage any hospital care in a State or Federal hospital; some also men- 
tion municipal hospitals ; some generalize by excluding “tax supported” hospitals 
7. With respect to “liability policies,’ much greater success was and still is 
attained. These policies indemnify the assured, within limits, against loss by rea- 
son of liability for tort. Other individual or group policies undertake, within 
limits, to pay for expense of medical and hospital care occasioned by accident or 
illness.’ In the first group fall many of the cases in which assignments are taken 
that is, emergency cases where the veteran has been injured in an accident, 
usually an automobile accident. Quite obviously the question of liability under 
such policies depends upon establishing that the insured was at fault in causing 
the injury and the injured person was free of fault. In many cases liability is 
not conceded but must depend upon the result of a proper action filed in a court 
of competent jurisdiction. Many of such cases are compromised, often for a 
relatively minimal amount of the total damages claimed, and frequently under 
circumstances which make is impossible for the VA to recover any sum, or more 
than a small token payment. The VA has no legal right to take anything from 
the veteran. The law varies in different States as to recovering from a tort de 
fendant the plaintiff’s hospital expense, when plaintiff has not paid same. In 
the second of the type of policies mentioned in this paragraph the insurance com 
panies have quite generally changed their policies so as to preclude payment to the 
VA or to other tax supported agencies. This is done in various ways, the means 
being influenced no doubt by supposed sales resistance, and individual choice; 
rather than by purely legal considerations. Some policies are reimbursement 
policies only, that is, they purport to cover only amounts actually paid by, the 
insured. The insurer is not liable under such policy because the veteran does not 
pay the VA. In fact the VA has no legal authority to collect from the veteran 
who signs the statutory application. (This of course also precludes collection if 
the policy provides for paying specified amounts to the insured irrespective of 
whether and to what extent he incurs expense). Still other policies cover cars 
only in designated hospitals, viz., those which admit patients of affiliated physi 
cians. It is safe to say that most of the policies currently being written contair 
one of these, or similar, exclusion clauses. There is nothing illegal about this 
The parties have a right to contract as they please. No State insurance commis- 
sion or other regulatory body, or Governor, would have any legal authority to 
require such insurance companies to insure a risk they do not want to insure. 

8. There is still another category of cases, namely those covered under work 
men’s compensation laws. Upon proper application and proof by our chief 
attorneys, VA bills for hospital care of the type herein considered, if given in an 
emergency in a case covered by such act, can be and are collected, within the 
limits prescribed by such act. 

9. It is impracticable to examine the statutes of 48 States to ascertain the 
exact scope of the widely varying regulatory statutes presently existing. Except 
for certain “compulsory” automobile liability insurance statutes (e. g. Massa- 
chusetts), it probably is correct to say that in every State an insurer is at liberty 
to refuse to contract, and in general to determine the scope of coverage if he 
does contract. Moreover, even when the State statute authorizes certain regula 
tion, or a fixing of premium rates, it necessarily is true that the losses suffered 
will to a large extent determine the required rates. To protect the public the 
insurer must be given profitable rates, or insolvency is inevitable if the particu- 
lar type risk is continued. There is a natural and proper effort to provide 
premiums sufficient to carry each particular type of risk, so as to avoid charging 
other types of assured’s for a risk they have not insured, e. g. life premiums 
ought not to be used to pay disability losses, etc. To the extent that potential 
losses are circumscribed, the necessity for higher rates is avoided, or postponed. 
As a matter of economic and industrial history of the United States the expe- 
rience of insurers in the health field has been generally unprofitable. The record 
in the “reorganization” of several companies active in that field in the past, and 
which got into financial difficulties, demonstrates the reasons or caution as to 
coverage, and the necessity for restrictive coverage if premium rates are to 
be kept within a range that the purchasers of insurance can and will pay. These 
are simply existing facts that must be recognized, irrespective of one’s regret 


2In general all policies exclude, or limit, HMability for NP and TB hospital care. 
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that they exist. There is no question of morality involved. The parties, insurer, 
and insured, have a right to contract as they please. Hither can refuse to con- 
tract if the terms are not satisfactory. The Government is not a party to the 
eontract and does not pay the premium. 

10. Under the circumstances, it is my opinion that the VA is doing everything 
possible and that none of the recommendations of the AMVETS or others who 
have expressed themselves in the matter offer any possibilities which have not 
heen heretofore fully explored. Finally, this office knows of no company which 
has refused to pay its uncontroverted liabilities; albeit there are cases wherein 
nformed lawyers disagree as to existence of liability, a situation not peculiar 
to insurance contracts. 

Epwarp B. Opom. 


Marcu 17, 1953. 
To: Chief Medical Director. 
From: The Solicitor. 
Subject: Bnactment of section 202 (10) World War Veterans Act, 1924. 

The history of this enactment dates from an item in the appropriation act for 
the fiscal year 1923, act of April 20, 1922, which authorized additional hospital 
and outpatient facilities for the Veterans’ Bureau and made such facilities avail- 
able for Spanish War veterans, including Philippine Insurrection and Boxer 
Rebellion, having NP and TB diseases. The authority for hospitalization for 
World War I veterans at the same time included only those who had service- 
connected disabilities of 10 percent or more (sec. 302 (6) War Risk Insurance 
Act). 

In 1923 there was initiated under a Senate Select Committee on Investigation 
of the United States Veterans’ Bureau, of which Senator David A. Reed was 
chairman, an investigation generally known as the O’Ryan investigation, Gen. 
John F. O’Ryan being counsel to the aforesaid committee. At the same time 
there was in the Veterans’ Bureau, or in connection therewith, a Committee on 
Revision and Codification of Laws as administered by the United States Veterans’ 
Bureau, comprised of representatives of the American Legion, the Disabled 
American Veterans, Military Order of the World War, United Spanish War 
Veterans, Veterans of Foreign Wars, and three staff officials of the Veterans’ 
Bureau. The said committee agreed upon and recommended a number of amend- 
ments to the basie act, one of them being to authorize hospitalization of all hon- 
orably discharged veterans in the discretion of the director of the Veterans’ 
Bureau. 

On December 19, 1923, the Director, Gen. Frank T. Hines, addressed a letter 
to the President of the United States, Hon. Calvin Coolidge, transmitting these 
proposals, and requesting Presidential consent to their presentation to the Con- 
gress. No. 1 was as follows: “To authorize the hospitalization, in the discretion 
of the Director, of all honorably discharged veterans of any war, in need of 
hospitalization, wherever facilities are available and sufficient therefor.” 

General Hines added: “The President of the United States in his recent ad- 
dress to Congress said: 

“*At present there are 9,500 vacant beds in Government hospitals. I recom 
mend that all hospitals be authorized at once to receive and care for, without 
hospital pay, the veterans of all -wars needing such care, whenever there are 
vacant beds, and that immediate steps be taken to enlarge and build new hospitals 
to serve all such cases.’ 

“The authority here sought does not contemplate the paying of compensation 
or other allowances to those not now entitled to them. It does not create a 
right to hospitalization beyond that already provided in existing laws. Soldiers’ 
homes have long existed for the hospitalization of needy veterans, but those 
facilities are now lamentably inadequate for the numbers to be cared for. This 
proposal would authorize the reception into hospitals of the Veterans’ Bureau 
of all veterans of all wars without regard to their compensability. It would 
permit treatment in our hospitals of the disabled soldier for any malady or 
injury whether caused by his service or not, but without hospital pay. And it 
would permit this aid to be given at the very time of the need without having 
to wait, as at present, for a determination of the patient’s compensability. The 
discretion confided to the director would permit a selection in favor of the 
worthier and needier cases, existing facilities being limited, and would provide 
a safeguard against abuse. This proposal, originating I beleve wth me, has been 
generally endorsed by the servce organizations, who likewise urge a sufficient 
appropriation for completion of the permanent hospital building program. Let 
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me emphasize the President’s recommendation that ‘steps be taken to enlarge 
and build new hospitals to serve all such cases,’ ”’ 

Having received Presidential approval, the Director transmitted these pro- 
posals to the chairmen of the Finance Committee, Senate, and of the Committee 
on Interstate and Foreign Commerce, House of Representatives, on January 4, 
1924. But the latter transferred them to the newly created House Committee 
on World War Veterans’ Legislation. 

Bills were promptly introduced in both Houses of Congress, embodying the 
proposals for codification of the laws, and also the authorizations for hospital 
eare. In addition to such care for compensable disabilities’ there was added 
another section’*® authorizing such care for direct service-connected disabilities 
not compensable; that is to say, less than 10 percent. The House bill with 
respect to other authorizations simply contained the provisions of the 1923 appro 
priation act, but the Senate bill added world war veterans suffering from NP 
or TB diseases, and encephalitis lethargica, loss of sight of both eyes, and the 
following: 

“The Director is further authorized, so far as he shall find that existing Gov- 
ernment facilities permit, to furnish hospitalization and necesary traveling ex 
penses to honorably discharged veterans of any war, military occupation, or 
military expedition since 1897, without regard to the nature or origin of their 
disabilities, if such veterans have no adequate means of support, and by reason 
of their disability are incapable of earning their living.” 

The Senate bill, having passed the Senate (8S. 2257), was referred to the Com- 
mittee on World War Veterans’ Legislation, House of Representatives, May 15, 
1924. The House of Representatives passed S,. 2257, striking out everything after 
the enacting clause and inserting an entirely new bill, section 202 (6) of which 
merely contained the language of the appropriation act for the fiscal year 1923 
In conference the two Houses compromised and reported a bill which was enacted 
as the World War Veterans’ Act of 1924, section 202 of which provided for 
hospital and medical care as follows: 

Subsection (6) for persons in receipt of compensation ; 

Subsection (9) for persons having service-connected disabilities, not in receipt 
of compensation ; 

Subsection (10) reading as follows: “That all hospital facilities under the 
control and jurisdiction of the Bureau shall be available for every honorably 
discharged veteran of the Spanish-American War, the Philippine Insurrection, 
the Boxer Rebellion, or the World War suffering from neuropsychiatric or 
tubercular ailments and diseases, paralysis agitans, encephalitis lethargica, or 
amoebic dysentery, or the loss of sight of both eyes regardless whether such ail- 
ments or diseases are due to military service or otherwise, including traveling 
expenses as granted to those receiving compensation and hospitalization under 
this act. The Director is further authorized, so far as he shall find that existing 
Government facilities permit, to furnish hospitalization and necessary traveling 
expenses to veterans of any war, military occupation, or military expedition since 
1897, not dishonorably discharged, without regard to the nature or origin of 
their disabilities: Provided, That preference to admission to any Government 
hospital for hospitalization under the provisions of this subdivision shall be 
given to those veterans who are financially unable to pay for hospitalization and 
their necessary traveling expenses.” 

Subsection (10) was later amended as follows: 

Act of March 4, 1925: “In the insular possessions of the United States, the 
Director is further authorized to furnish hospitalization in other than Govern- 
ment hospitals.” 

Act of July 2, 1926: (1) To include Army and Navy nurses; (2) to supply 
clothing when necessary to veterans hospitalized under said section 202 (10): 
(3) to authorize prosthetic appliances to such veterans unable to pay for them; 
(4) to provide that pension of a veteran hospitalized under said subsection shall 
not be subject to deduction for board, maintenance, or other purposes incident 
to such hospitalization. 

Act of July 3, 1930: To include contract surgeons of the Arnmty who served over- 
seas at any time during the Spanish-American War: to define the Spanish-Ameri- 
can War as meaning service between April 21, 1898, and July 4, 1902, and the 
term “veteran” to include persons retired or otherwise not dishonorably separated 
from active list of the Army or Navy. 


1See. 202 (6) 
* Sec. 202 (9). 
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Section 202 (10) as it thus existed was repealed by Public Law 2, 73d Congress, 
an act to maintain the credit of the United States, usually referred to as “The 
Economy Act.” Thereunder authorization for hospitalization for veterans of all 
wars and for those who served in peacetime * was confined generally to those 
having service-ineurred disabilities or in receipt of pension for service-incurred 
lisabilities, and for those having permanent disabilites, tubercular and neuro- 
psychiatrie ailments. Section 6 of said Public Law 2 was amended by section 29 
f Public Law 141, 73d Congress, passed over the veto of the President, by adding 
a proviso as follows: “Provided, That any veteran of any war who was not dis- 
honorably discharged, suffering from disability, disease, or defect, who is in need 
of hospitalization or domiciliary care, and is unable to defray the necessary ex- 
penses therefor (including transportation to and from the Veterans’ Adminis- 
tration facility), shall be furnished necessary hospitalization or domiciliary care 
(including transportation) in any Veterans’ Administration facility, within the 
limitations existing in such facilities, irrespective of whether the disability, 
disease, or defect was due to service. The statement under oath of the applicant 
on such form as may be prescribed by the Administrator of Veterans’ Affairs 
shall be accepted as sufficient evidence of inability to defray necessary expenses.” 

The foregoing was reenacted by Public Law 312, 74th Congress, and is basically 
the present law (38 U.S. C. 706). 

Epwarp Bb. Opom. 

Mr. Sartor. We have with us this morning Dr. Boone, Commander 


Bigelow, and Dr. Fauber. 


STATEMENTS OF DR. JOEL T. BOONE, CHIEF MEDICAL DIRECTOR, 
DEPARTMENT OF MEDICINE AND SURGERY; EDWARD E. ODOM, 
SOLICITOR; DR. JOHN FAUBER, ASSISTANT CHIEF MEDICAL 
DIRECTOR FOR DENTISTRY; AND COMDR. A. F. BIGELOW, 
DIRECTOR FOR PROGRAM ANALYSIS 


Admiral Boonsz. I would like to make a statement in behalf of 
Mr. Stirling, the Acting Administrator. He wants me to express his 
deep regret that he cannot be here this morning. He wished to be 
here very much, but he had an engagement with the Civil Service 
Commission of great importance dealing with reorganization. 

Mr. Sartor. I think, Dr. Boone, you were testifying yesterday, and 
at the time of adjournment I told you there were two matters that 
had come to my attention which I felt we should call upon you to 
comment. 

One is whether or not in NP cases there is any appreciable difference 
between combat veterans and noncombat veterans. 

Admiral Boonr. We have no records making any differentiation 
between casualties of NP cases in combat and out of combat. I am 
personally gratified that we have not. I was very fortunate to have 
been in a lot of combat. There were a great many who did not get 
into combat who would like to have participated. Each man per- 
formed his assigned duty wherever that may have been. 

Mr. Saytor. The second point is: There has been criticism in these 
hearings of the difference between the average stay in a general medical 
and surgical hospital in civilian life and in the Veterans’ Administra- 
tion. Figures have been given here that the average stay in a civilian 
hospital for general medical and surgical treatment is 7 days, and the 
average stay in the veterans’ hospitals is 30 days. 

Would you care to comment ? 


* Public Law 78, 73d Cong. 
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Admiral Boonsr. Yes. When you spoke to me about that yesterday, 
I had a memorandum prepared which I should like to read. I think 
that I can present it that way in the shortest period of time. 

(Question: Why is there a difference in length of stay in private 
hospitals of 7 days and VA hospitals of 30 days? 

Comment: The overall average length of stay of VA patients treated 
for general medical and surgical conditions is somewhat in the neigh- 
borhood of 30 days, although it should be noted that about half of 
the patients treated for these types of disabilities remain in hospital 
less than 18 days. Published Setorwatton of length of inpatient stay 
of individuals treated for general medical and surgical conditions in 
private hospitals indicates an average stay of 7 days. That a differ- 
ence exists is not contested. If this difference actually represented a 
valid comparison, VA medical practice could properly be charged 
with gross inefliciency. However, the validity of statistical differ- 
ences of this kind requires a comparison of like with like. Are the 
total general medical and surgical patients discharged from VA hos- 
pitals the same, or even similar, to the general medical and surgical 
patients discharged from private hospitals? 

Pediatrics: A large percentage of private-hospital patients are chil- 
dren requiring pediatric care, and women requiring care for gyne- 
cological or obstretical conditions, whereas the VA general medical 
and surgical patientload contains no children, relatively few female 
patients, no maternity cases, and a relatively large proportion of 
chronic patients requiring long-term hospitalization. Among VA 
patients discharged during a recent period, the largest single diag- 
nostic class represented was that of the malignant neoplasms, Some 
43 percent of veteran patients are in the older age group, and they have 
diseases from which they do not recover rapidly. 

Even if we could compare similar patients treated in VA and pri- 
vate hospitals, differences in length of stay would be found. A doctor 
in private life, before he sends a patient to a hospital, usually does the 
preliminary workup necessary so that when the patient is admitted 
treatment can commence immediatedly. In a VA hospital, all that is 
nerformed after the patient is admitted. We make an effort to reha- 
filitate people, to restore them to society. We keep them until they 


‘an go back and live in their homes. However, a ena in a private 
t 


institution is sent home as soon as possible and a 
by his physician. 

Comparing veterans in VA hopitals with civilians in private insti- 
tutions is not fair, as there are too many variables. That is a very 
important thing for the public to understand, but they do not under- 
stand it. Most of our difficulties in life are due to lack of information 
and misinformation. 

Then there is another factor concerning our patients. We must 
consider our responsibility not only to the patient but also to the 
Government. A patient may be admitted with symptoms which seem 
to be simple, but the symptoms may be preliminary to a coronary or 
cerebral hemorrhage or other serious disorders. So, I say that the 
VA and non-VA length of stay are not comparable. 

Mr. Sartor. Am I correct that every patient in a VA hospital who 
is not presently receiving a pension or compensation is a potential 
applicant for either a pension or compensation ? 

Admiral Boone. That is correct, sir. 
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‘day, ; Mr. Sartor. Therefore, when he is in a VA hospital the treatment 
hink J) hich is accorded him is for the eventual determination of his future 
| laim against the Government ? 

wate Admiral Boong. Yes; that is right. 

Mrs. Roerers. Admiral Boone, can you tell me what the woman 
patientload is at the present time? ; 

Admiral Boonr. I might explain in that connection that we will 
have more and more Wacs, Waves, Spars, and women marines as they 
become veterans, but for the most part, because of the specialized care 
for them, we put them in contract [non-Federal | oat 

Mrs. Rogers. Under the law they can be hospitalized in contract 
hospitals. 

Admiral Boonr. Yes, Mrs. Rogers. 

Mrs. Rogers. They can all be hospitalized whether they are service 
onnected or not; that is the law ? 

Admiral Boonr. Yes; that is correct. 

Mrs. Rogers. Whether service connected or not? 

Admiral Boone. 'That is right. 

During 1951 473,000 patients were discharged, of whom 8,414 were 
females. 

Mr. Evins. Admiral Boone, some witnesses have testified here be- 
fore the committee that these hearings are a tempest in a teapot. 
Others have said we are making a mountain out of a molehill. Others 
have testified, we are getting down to the skin-and-bones proposition 
in proposing to restrict the VA medical program. 

Is it your feeling that the small percentage of questionable cases 
that are involved can be handled administratively by the Veterans’ 
{dministration ¢ 

Admiral Boonr. The answer to the second part of your question 
s“Yes.” Concerning the first part of your question, about the work 
if this subcommittee and of the committee as a whole, I do not think 
tisatempest in ateapot. I think its importance has been justified by 
the evidence. As I said yesterday, I feel very indebted to this com- 
mittee as Chief Medical Director, having now rounded out almost 
2 years in that office. I think that the Veterans’ Affairs Commit- 
tee of the House of Representatives and this subcommittee have done 
1 magnificent job as a service to the veterans and to our country. I 
think it has been time very well spent. Your work is going to help us 
very much to give better performance in connection with our obliga- 
tions and responsibilities in caring for the veterans of this country. 
[ am very pleased with the questionnaire which you sent to VA hospi- 
tals. ‘The responses have been very informative. Iam glad that you 
are conducting these hearings. Factual information as developed in 
these hearings will be of such a nature that it cannot be discounted. 

Mr. Evins. Once we have completed these hearings, not only the 
members of the committee but others should be better educated as to 
the extent of the program, and certainly thus far the testimony seems 
to minimize the greatly exaggerated stories that have gone about 
regarding abuses. 

Admiral Boone. I spoke yesterday of a resolution passed by the 
American Medical Association in New York in June. That same 
resolution had been defeated 6 months earlier in Denver. I have been 
1 fellow of the American Medical Association throughout my entire 
{0 years in medicine. Iam very proud to be one. I was in the house 
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of delegates of the American Medical Association for 2 years as 
representative of the Navy. I was advised from Denver last Decem 
ber when this resolution was brought forth by the board of trustees, 
from a special committee, that the situation was dangerous to the 
Veterans’ Administration, and urged to get out there. So, I flew 
quickly to Denver. I requested permission to appear before the 
board of trustees to try to help them and guide them in connection 
with action which I felt would be very detrimental to the welfare of 
medicine and would reflect adversely on the profession and the Ameri- 
can Medical Association. I got there and was permitted to testify 
at 8:30 in the morning the day they were going to consider the matter 
on the floor of the house of delegates. I got nowhere. Their minds 
were made up. I produced additional facts which they did not pos 
sess at the time. I said before the house of delegates my testimony 
before the board of trustees had not changed them and the resolution 
was brought forth on the floor. I was granted the privilege of ad 
dressing the house—not being a delegate at that time—I cautioned 
them about the effects of this resolution. The resolution was defeated 
by the delegates themselves. The same resolution was reintroduced 
at the A. M. A. meeting in June in New York, and it was passed. It 
was stated that it was unanimously passed, but the delegate from the 
Veterans’ Administration opposed the resolution. I think if you will 
analyze it you will see the pitfalls in it. 

It is stated at the end of the resolution that they want all of their 
State and county medical societies to bring forth the statistics and 
facts before the public and their constituents, and yet I tried to get 
them to publish my article—F rom A to Z, inserted on page 503—which 
Mrs. Rogers has already placed in the Congressional Record, correct 
ing misinformation. T ‘hey refused to publish it. I feel that "their 
tion is keeping factual information from the profession. 

In that connection, if you will bear with me for just a minute, I 
think it would be of importance to the committee if I were to read a 
letter emanating from Dr. Karl Menninger, one of the outstanding 
ysychiatrists in the country. He wrote this letter to the Journal of 
the American Medical Association on June 22, 1958. I will read the 
letter : 

JUNE 22, 1953. 
E/pITOR, 
Journal of the American Medical Association, 
Chicago, Il. 

Dear Doctor: I have seen the manuscript of an article by Dr. Joel T. Boone, 
Chief Medical Director of the Veterans’ Administration, entitled “From A 
to Z,” examining and correcting certain popular misconceptions concerning 
the medical and hospital program of that branch of the Government. 

It seems to me that this is a clear straightforward statement of the problem 
of the work of the Veterans’ Administration, and the misinterpretations of that 
work with which we doctors are constantly faced. It seems to me that it would 
do a great deal of good for all doctors to have this information at their elbow. 
I was myself very glad to be informed about certain details which I had not 
known about, although T am a consnitant to the Veterans’ Administration. 

I am — sure that this manuscript has been submitted to you for publication 
in the Journal of the American Medical Association, and I have not asked Dr 
soone about it, but I have heard rumors that it was submitted to you and its 
publication. deferred. No doubt you have good reasons for this, but I very 
much hope that it will not be necessary to defer it too long. We doctors are work- 
ing hard and trying hard to do our best. Yet we manage to create the wrong 
impression with the public constantly (see current issue of Life magazine) 
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| think information of this kind distributed directly to the doctors first would be 
vreat help in silencing certain querulous criticisms and misunderstandings. 
Sincerely yours, 
Karu A, MENNINGER, M. D. 


[he editor, Dr. Austin Smith, replied to that letter on June 26. 
| will read that letter: 


THE JOURNAL OF THE AMERICAN MEDICAL ASSOCIATION, 
June 26, 1958. 
Dr. Kart A. MENNINGER, 
The Menninger Foundation, 
Topeka, Kans. 
Dean Dr. MENNINGER: In reply to your letter of June 22, Vice Adm. Joel 
(. Boone did submit a manuscript entitled “From A to Z—An Examination of 
Certain Popular Misconceptions Concerning the Medical and Hospital Program of 
the Veterans’ Administration.” 
Enclosed is a copy of my letter to Admiral Boone, which was dated May 
Since then I have not heard from him. 
[ hope that this information is helpful. 
Sincerely yours, 


Austin Situ, M. D. 


Then on July 2, 1953, Dr. Menninger wrote again to Dr. Smith. | 

will read that letter: 
JuLY 2, 1953 
Dr. AUSTIN SMITH, 
Journal of the American Medical Association, 
Chicago 10, Iu. 

DeAR Dr. Smita: Thank you for your letter of June 26, enclosing a copy of a 
letter you wrote Admiral Boone about his paper. I respect your opinion, although 

don’t agree with you that the information in Dr. Boone’s article is already well 
known to the medical profession. Sometime ago I would have thought you were 
ight, but I have talked to so many doctors since then that are ignorant of these 
asic things that I think you would be doing them, yourself, and the Veterans’ 
Administration a service to put this official statement from a high-ranking col- 
league squarely before them. 

You say in your letter that you have not heard further from Dr. Boone. I can’t 
see that your letter calls for him to say anything. You ask him to reconsider the 
nanuscript in the light of any new policy which the AMA might establish, but as 
I read it the paper is not dependent on AMA policy but upon Veterans’ Adminis 
tration policy. This, so far as I know, has not changed, since no mandate from 
Congress has been received permitting it to be changed. 

I still think that it would be highly desirable for the AMA to publish Dr. 
Boone’s paper and, to be quite honest, from where I sit it puts the AMA in a 
somewhat bad light not to publish it. If you had noét received the manuscript, 
you could defend your lack of information to readers by saying that, but you have 
received the manuscript and the manuscript is from a high source, and to turn it 
down seems to me regrettable. Please forgive me for butting into your business, 
Lut I assume that you want the members of the AMA to feel that it is not just 
your business but our business, and I have, therefore, been presumptuous enough 
to tell you what I thought. 

Sincerely yours, 
KARL MENNINGER, M. D. 


‘From A TO Z’’—AN EXAMINATION OF CERTAIN POPULAR MISCONCEPTIONS CON 
CERNING THE MEDICAL AND HOSPITAL PROGRAM OF THE VETERANS’ ADMINISTRA 
TION 


By Joel T. Boone, Vice Admiral (Medical Corps) United States Navy, Retired. 
Chief Medical Director 


I have always felt that when a magazine publishes an article its readers 
have the right to expect at least two things: first, that the author knows what 
he’s talking about; and, second, that his material is reasonably informative and 
interesting. 

My position and experience as Chief Medical Director of the Veterans’ Ad 
ministration and the head of its Department of Medicine and Surgery may offer 


86102—53 63 
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some assurance that I meet the requirements of point 1; as to the second, 
it seems to me that what is factual and of direct concern not only to physicians, 
but to every American taxpayer, ought to invite, at the very least, sufficient 
interest to encourage informative reading. 

Misconceptions about the Veterans’ Administration’s medical and hospital 
program are numerous. They are to be found in almost any group. They may 
be seen in the pages of some of even the most carefully edited newspapers; in 
popular magazines, usually those with a penchant for breathless advance 

otice about the very latest in “miracle drugs’’; and even in medical journals 

Such widespread misconceptions or even just plain ignorance by distorting 
medical facts, as I expect to show, into half-truths, or downright untruths, can 
do great damage to the medical and professional standing and accomplishments 
Lack of information also does a great deal of mischief to public understanding of 
what Veterans’ Administration medicine is accomplishing; how it is being ac- 
complished ; and why it is being done at it is. 

To put the matter bluntly, wrong in wrong and should be set right. In com- 
mon fairness to veterans, the Government, to every loyal hardworking member 
of the Veterans’ Administration’s Department of Medicine and Surgery, to the 
American medical and ancillary professions, to say nothing of our taxpaying 
fellow citizens throughout the United States, the Veterans’ Administration’s 
medical and hospital program deserves to be discussed in terms of factual 
accuracy. 

Now, good faith is an admirable quality. But the fact that many misconcep- 
tions about the Veterans’ Administration may be passed from one uninformed 
person to another in entire good faith does not lessen by a featherweight the 
grievous injury done to veterans and their loved ones, to the Veterans’ Adminis 
tration’s Department of Medicine and Surgery, or to the American medical pro- 
fession, whose cooperative work is so often misunderstood, whose high motives 
are so hastily maligned, whose all-important professional integrity is some- 
times mistakenly assailed by persons who are uninformed, albeit of good intent. 
Some, of course, fully informed may have less admirable motives. 

I now respectfully invite my readers to examine with me the A to Z record 
of certain prevalent misconceptions about the Veterans’ Administration’s med- 
ical and hospital program. If some patent examples are omitted, it’s only be- 
cause the list is too long for a treatise of this scope. Here, then, are some 
prime examples of medical misinformation about the Veterans’ Administration, 
followed in each case by a brief statement of the fact: 

(A) “I hear that * * * 90 percent of patients in VA hospitals (in some state 
ments the percentage used was 80 percent or two-thirds) are being treated for 
non-service-connected disabilities.” 

Considerable interest has been centered on the authority of the Veterans’ 
Administration to hospitalize veterans for conditions not attributable to military 
or naval service. Even when this authority is not questioned, questions have 
arisen concerning the degree to which Veterans’ Administration's beds are used 
for the care of veterans requiring hospitalization for service-connected condi 
tions as compared to the number of beds provided for veterans requiring care 
for non-service-connected disabilities. To understand more clearly the composi- 
tion of the patient load of the Veterans’ Administration, it is important to con- 
sider not only their legal status but their clinical condition as it relates to chronic 
illness. The most recent statements on the clinical and legal status of veterans 
hospitalized under Veterans’ Administration auspices are those pertaining to 
the approximately 108,000 patients in hospital on January 31, 1952. Of these: 
0.6 percent were nonveterans (United States Armed Forces personnel humani- 
tarian cases, etc.) ; 35.6 percent were veterans receiving care for service-con- 
nected disabilities ; 11.4 percent were veterans discharged from a military service 
for disabilities incurred in line of duty or veterans in receipt of compensation 
for service-connected disabilities who are receiving care for other disabilities: 
and 52.4 percent were other war veterans treated for non-service-connected 
disabilities. 

To stop at this point in discussion of the legal eligibility pf the Veterans’ 
Administration’s patient load is to ignore the underlying concept implied in the 
legislative acts providing bed facilities beyond those necessary for the case of 
veterans sufferng from service-incurred disabilities, Let us therefore examine 
the nature of the disabilities currently being treated in that portion of the total 
Veterans’ Administration bed facilities allocated to the care of veterans with 
non-service-connected disabilities only, that is, the group representing 52.4 
percent of the total patients. 
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This group can be initially subdivided as follows: 31.8 percent, patients with 
eonditions Which are known to be chronic in nature; 20.6 percent, patients with 
presumed nonchronie conditions, 

In the first group I have included veterans hospitalized for the treatment of 
tuberculosis or psychosis as well as those hospitalized for some other chronic 

ibility as evidenced by the fact that on the particular census day they had 
ilready been hospitalized for more than 90 days, These undisputedly chronically 
|] patients total 34,426 or 31.8 percent of all patients. The rest of the patient 
ad, veterans with presumably “nonchronic” disabilities, constitute 20.6 percent 

the total patients. When we examine the composition of the so-called non- 
hronie cases we find evidence to suggest that many of them are in truth 
hronically ill. For example, of the 23,306 veterans with presumed “nonchronic” 
lisabilities, 9,184 patients or 8.5 percent of all patients are in receipt of or have 
ipplied for a VA pension for a permanently and totally disabling non-service- 
onnected condition. These veterans, in addition to their severely incapacitating 
isability, must have incomes less than $1,400 a year if without dependents, 
ir $2.700 with dependents to be eligible for VA pension. While these veterans 
had been hospitalized for less than 90 days when the census was taken, it 
ppears likely that because of their severe disabilities they will require long-term 
\ospitalization. More than half of these veterans were being treated for one 

f the following chronic conditions: Cardiovascular diseases, carcer, neurologi- 

al diseases, or arthritis. 

Another small subcategory of interest which had been included in the “non- 
hronic,” non-service-connected class is 1,198 patients (or a 1.1 percent of the 
total patient load) who on the day of the census had a claim for compensation 
for a service-incurred disability pending adjudication action. A significant 
percentage of these claims for compensation are subsequently adjudged to be 
service-incurred or service-aggravated disabilities and therefore would permit 
the reclassification of these veterans to the service-connected category. 

The residual group of “nonchronic,” non-service-connected veterans in hos- 
pitals comprise 11,656 patients (or 10.8 percent of the total patient load). How 

any of these patients may require long-term hospitalization is a moot point. 
One-third of these patients are found to be suffering from one of the follow- 
ng serious disabilities: Cardiovascular disease, cancer or neurological dis- 
ease, or arthritis. 

in summary, an examanination of the composition of the current VA patient 
population makes it evident that the question of the legal eligibility of veterans 
is somewhat complex. It becomes obvious that a description of the patient 
load in terms of two classes, service-connected and non-service-connected pa- 
tients, is an oversimplification. On legal grounds, there are 3 and not 2 cate- 
gories of veteran patients: (1) veterans treated for SC disabilities, (2) veter- 
anans with compensable SC disabilities treated for NSC disabilities only, and 
(3) other eligible veterans treated for NSC disabilities. Moreover, on clinical 
grounds, we find a relatively small percentage of VA beds are used for the 

reatment of patients with “non-chronic”’ disabilities which are not service 
onnected. 

(B) “I hear that * * * veterans with non-service-connected ailments sign a 
pauper’s oath to get into a Veterans’ Administration hospital, and the Veterans’ 
\dministration makes no effort to check for fraudulent oaths.” 

The law does not require a pauper’s oath. The law does permit the applicant 
to make a statement under oath to the effect that he cannot afford to pay for 
necessary treatment elsewhere. There is a considerable difference, as but a 
cursory thought will reveal. Further, the law specifies that the statement 
under oath shall be acceptable by the Veterans’ Administration as sufficient 
evidence of the applicant’s inability to defray necessary expenses. There is 
contained on the form for application for hospital treatment or domiciliary 
care a statement of the penalty prescribed by statute for making false state- 
ment or claims, and the applicant, or if incompetent, his representative, is 
required to sign that he understands its import. If anyone will charge in writ- 
ing that a Veterans’ Administration patient has committed fraud in the mat- 
ter, the Veterans’ Administration will refer the case at once to the Department 
f Justice for any action deemed appropriate. The Veterans’ Administration 
s without authority to require verification of a war veteran’s statement; and 
is not responsible for criminal investigation or prosecution action. 

(CG) “I hear that * * * non-service-connected patients are encouraged by 
the Veterans’ Administration to be dishonest in preparing applications for 
hospitalization by claiming pauperism.” 
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Criminal fraud of this kind is punishable, upon conviction, by fine or jai) 
term or beth, under Public Law 2, 73d Congress or other statute. I know of no 
such practice. Those who claim they do should, and have a duty to, present 
any evidence they have to the proper authorities. Every American citizen has 
an obligation to present valid information of perpetrated fraud so that the 
culprit may be prosecuted. 

(D) “I hear that * * * too many hospitals have been built by the Veterans’ 
Administration. Right now there are more than are needed to serve eligible 
veterans.” 

This contention is completely refuted by the size of the waiting list of veterans 
seeking admission to Veterans’ Administration hospitals. The waiting list of 
veterans who are eligible for hospitalization, and who have been certified } 
the Veterans’ Administration as needing hospitalization, has averaged more 
than 20,000 every day in the week for many months. Further, the Veterans 
Administration has built no hospitals except as directed by authorizing statute 
and appropriation acts. 

(E) “I hear that * * * thousands of Veterans’ Administration hospital beds 
are standing empty because there aren't enough patients to keep them filled.” 

Veterans’ Administration hospital beds are not empty because of a. lack of 
patients. The waiting lists of veterans seeking admission refute any such con 
tention. Empty beds exist in Veterans’ Administration hospitals because of lack 
of operating funds, or because of personnel recruitment difficulties or because 
of construction projects that are under way. 

(I) “I hear that * * * patients are kept in Veterans’ Administration hospi- 
tals far longer than necessary, longer than the normal stay in a non-Veterans’ 
Administration hospital.” 

When attempts are made to compare the lengths of stay of patients in Vet 
erans’ Administration hospitals with those in non-Veterans’ Administration hos- 
pitals, quite erroneous conclusions are apt to result. It is difficult, if not en- 
tirely illogical, to attempt to compare two dissimilar groups. I do not need 
to point out to you what constitutes the patient load of a non-Veterans’ Admir 
istration hospital. You know that. The patient load of Veterans’ Administra- 
tion hospitals is constituted, for the most part, of an aging population charac 
terized by a greater frequency of multiple disabilities and chronic disorders less 
amenable to treatment and which require longer care. Approximately half of 
the patients in Veterans’ Administration hospitals are veterans of World War | 
or earlier periods of service with a median age of 61 years. The median age 
of World War ITI patients is 35 years. Other hospital systems do not present 
comparable situations, and therefore comparisons are of little significance. The 
chronic nature of the Veterans’ Administration patient load is indicated by the 
fact that over 50 percent of the Veterans’ Administration patients in hospitals 
on January 51, 1952, had already spent more than a year on hospital rells as Vet 
erans’ Administration patients. This situation will become even more accentu 
ated with the passing of time. 

There are other factors which influence the lengths of stay of patients in Vet- 
erans’ Administration hospitals which are not generally known. The accessi 
bility of the patient and the hospital to each other, the nature of the service 
provided in the Veterans’ Administration hospital, special requirements for 
medical evaluations having a bearing on the veterans’ legal status all are of 
significance. 

When a patient is hospitalized by the Veterans’ Administration, it is necessary 
not only to treat the disability which caused the patient’s hospitalization, but 
it is also necessary to study, evaluate, and treat other concomittant disabilities 
the patient may have, since pension and compensation payments may be affected. 
When it is realized that compensation and pension payment for the fiscal year 
1952 amounted to $1,564,752,108, then the importance of this phase of a veteran’s 
hospitalization cannot be minimized. Further, it is common practice that when 
a patient enters a non-Veteran’s Administration hospital he has already had 
preliminary examinations and laboratory tests. Nor is it usual to retain such 
a patient in the hospital until medical attention is no longer called for. The 
patient’s treatment in this class is continued and completed after his release 
from the hospital by his doctor. All this cuts down the length of stay of the 
patient in the non-Veterans’ Administration hospital. 

The situation that prevails in patients cared for by Veterans’ Administration 
hospitals is not analogous. The hospital must start its medical work-up on its 
patients from scratch and must carry it to completion, since none except the 
service-connected may be cared for on an out-patient basis. 
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Finally, the lengths of stay of Veterans’ Administration patients are influenced 
by the necessity, in many instances, for properly arranging for the patients’ 
nosthospitalization care. The more aged patients may be afflicted with consider- 
able residual disabilities upon conclusion of treatment. A moment’s thought will 
iemonstrate the necessity for retaining them in the hospitals until suitable 
irrangements can be effected for their posthospitalization care. 

(G) “I hear that * * * Veterans’ Administration hospital construction is 
, waste of public money. They cost more to build per bed than do non-Veterans’ 
(Administration hospitals.” 

The cost-per-bed argument is illogical and completely misleading. However, 
even when used as a computation, the cost of Veterans’ Administration hospitals 
has been found to compare favorably with non-Veterans’ Administration hos- 
nitals throughout the country. A far more reasonable comparison is cost per 
square foot of floor space, or cost per cubie foot of content. Because of the 
types of patients, and the requirement that complete medical service must he 
rendered, Veterans’ Administration hospitals of necessity contain space and 

juipment for various kinds of therapy, space and equipment for rehabilitative 
measures, dining facilities, administrative offices, chapels, libraries, none of 

ich provide beds, all of them requiring space. Considerations like these make 
ost-per-bed statistics completely misleading. 

(H) “I hear that * * * some patients who enter Veterans’ Administration 
hospitals have prepaid hospital insurance, They cannot properly sign a state- 
ment that they're unable to pay; and besides, why doesn’t the Veterans’ Admin- 
stration try to collect that money?” 

Prepaid hospital insurance and a veteran's ability to pay are not antithetical 
or inconsistent. At the very most, medical insurance applies only to that part 
of medical care covered by the policy. It seldom covers all hospital costs, and 
it does not pretend to cover all costs in related areas. For example, hospitali- 
zation insurance does not usually cover all medical costs, physicians’ fees, ex- 
iminations and so on, all of which are included in Veteran’s Administration 
hospital care. 

Effort by the Veterans’ Administration to recover hospital insurance pay- 
ments is not based on the belief that the insurance policy indicates a veteran’s 
ability to pay. It is based on the Veterans’ Administration’s authority to pre- 
scribe limitations for nonservice hospitalization. And, of course, should the 
Veterans’ Administration receive such payment, not one cent comes from the 
veteran or his family. Collection is made from a third party, the insurance com- 
pany, or other person who is liable for such costs. 

The sheer truth is that the Veterans’ Administration is collecting such pay- 
ments wherever and whenever actual liability exists. During the fiscal year 
1952 * * * the Veterans’ Administration secured for the Federal Government 
approximately $2,500,000 in reimbursement for hospital care furnished veterans 
with non-service-connected disabilities, for which hospital care third parties 
were liable in contract or tort. But Veterans’ Administration collections of this 
sort in no way indicate the slightest departure from the lawful policy of deal- 
ing with patients having nonservice disabilities. 

(I) “I hear that * * * if the Veterans’ Administration would toss out all 
nonservice patients and admit to its hospitals only service cases, millions of 
dollars would be saved, and the nonservice veterans could pay for their treat- 
ment in private hospitals the same as anyone else.” 

Those who subscribe to the above err in several major premises. The Vet- 
erans’ Administration could not, even if it would, toss out all non-service-con- 
nected patients. The law prescribes the eligibility requirements of veterans for 
admission to Veterans’ Administration hospitals, both for the treatment of 
service-connected and non-service-connected disabilities. The Veterans’ Admin- 
istration administers the law and its hospital program is predicated on its pro- 
visions. Only Congress can change the law, not the Veterans’ Administration. 
However, assuming that Congress did change the law and that non-service-con- 
nected veterans were in fact barred from Veterans’ Administration hospitals, 
it does not follow that millions of dollars would be saved the American taxpayer. 
The bulk of non-service-connected cases, which includes the tuberculous and 
neuropsychiatric patients, the long-term chronic cases and the indigents would 
either have to be treated at public expense in other public-supported hospitals, 
with no consequent “savings of millions”, or they would receive no care at all, 
with consequent economic loss to the community, State and Nation. 
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(J) “I hear that * * * Veterans’ Administration hospitals are full of a lot 
of ‘frills’ that produce useless ‘coddling’ of patients. Veterans’ Administration 
hospital methods should be streamlined in accordance with best medical opinion 
in the United States.” 

It has generally been found that those who hold that Veterans’ Administra- 
tion hospitals are full of a lot of frills are uninformed as to the medical reason 
for and uses of the so-called frills. These so-called frills, when investigated, 
prove to be approved and accepted procedures in modern medicine which has 
made giant strides in recent years. As for the Veterans’ Administration’s hos- 
pital methods, the close collaboration of the hospitals with this country’s leading 
medical schools has resulted in a practice of medicine in Veterans’ Administra 
tion hospitals that has received widespread commendation. Modern hospital 
treatment includes many items not formerly thought indispensable or even 
practicable. 

(K) “I hear that * * * Veterans’ Administration hospitals are an opening 
wedge for socialized medicine. The overwhelming majority of its nonservice 
patients are depriving private physicians of legitimate fees.” 

It would be well at this point to review the constitution of the Veterans’ 
Administration’s hospital patient population as itemized under (A) supra. Of 
the 103,774 patients, 13.9 percent were tuberculous, 47 percent psychotic, 2.7 
percent had other psychiatric disorders, and 5.1 percent had neurological disa 
bilities. Well over a third of the tuberculous patients had been on the hospital 
rolls for more than 1 year, well over a third of the psychotic patients for more 
than 10 years, and over 50 percent of all patients hospitalized on January 31, 
1952, had already spent more than a year on hospital rolls as Veterans’ Admin 
istration patients. Further, nearly half of the World War I patients (hos 
pitalized for all causes) had been on hospital rolls as Veterans’ Administration 
patients for more than 5 years, and nearly one-fourth for more than 15 years 
Over 43 percent of the World War II patients had been on hospital rolls for 
more than a year and 18 percent more than 5 years. I leave it to the judgment 
of the reader whether these patients could be expected to defray the costs of 
such long period of hospitalization. It is reasonable to assume that were they 
excluded from the Veterans’ Administration hospitals they would turn else- 
where for treatment at public expense, burdening beyond their capacities the 
already overtaxed State, city, and country institutions. Further, I believe it 
unrealistic to compare Veterans’ Administration medicine with socialized medi 
cine as its exists in some countries. 

(L) “I hear that * * * what the Veterans’ Administration is really doing is 
hiding behind the law, what with all this talk about Congress.” 

This is a statement of opinion that is negative, unrealistic, and untrue 
Properly stated: The Veterans’ Administration is obliged to and intends to 
obey the law at all times. It executes the law that was promulgated for it to 
follow. The Veterans’ Administration canont, in the nature of things, “hide” 
behind anything or anybody, as far as public knowledge of its duties and its 
accomplishments is concerned. Ultimately, it is for the people of the United 
States to say what the Veterans’ Administration shall do; we are merely the 
servants of the people to carry out their mandates as expressed in law. 

(M) “TIT hear that * * * veterans and their wives and children get free medica! 
care in Veterans’ Administration hospitals. I’ve heard of cases where the 
wives have their babies, and the children have their tonsils removed at the 
taxpayer's expense.” 

That just isn’t true and never has been. Wives, children, dependents, and 
relatives of veterans cannot and do not get medical service from the Veterans’ 
Administration—unless they themselves are eligible in their own right by reason 
of the fact that they themselves are veterans. The women patients being treated 
by the Veterans’ Administration are women veterans, and for them pregnancy 
per se does not entitle them to hospitalization by the Veterans‘ Administration. 

(N) “I hear that * * * getting into a Veterans’ Administration hospital is 
a matter of favoritism. I’ve heard of a sick veteran waiting weeks and weeks 
to get into a hospital, whereas I’ve seen veterans from this same town admitted, 
and they didn’t look a bit sick to me.” 

Being admitted to a Veterans’ Administration hospital is regulated by rules 
set up under the law. Emergency cases get top priority ; service-connected cases 
get first call. Non-service-connected cases must be legally eligible for treatment, 
must need hospital treatment, must be unable to pay for necessary care (per- 
missibly evidenced by sworn statement of such inability), and must follow 
priority rules for admission. A patient who does not need treatment cannot 
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be admitted except those who are brought in for a period of observation and 
examination for adjudication of claims, During the fiscal year of 1952, nearly 
a million applications for hospital care were received; 495,056 were admitted. 

(O) “I hear that there’s no humanity in Veterans’ Administration hospitals. 

Patients are handled like robots. I heard of a patient, seriously ill with tuber- 
culosis, sent miles away for treatment instead of to the Veterans’ Administra- 
tion hospital close to home where his wife and kids could come to see him. It 
isn’t humane.” 
On the contrary, it is humane and sensible, too. The humane thing is to 
ive this patient the best possible treatment for tuberculosis and to return 
him to his home and family in the shortest time possible. Sometimes a special- 
ized tuberculosis hospital remote from his home is the answer to a problem 
of this sort. However, when it’s medically feasible, the invariable Veterans’ 
Administration rule is to hospitalize veterans as close as possible to where their 
families live. 

(P) “I hear that Veterans’ Administration hospitals are more like country 
clubs than places for sick people. Why all this tennis and golf, all this basket 
weaving and shop work? I thought the idea is to get the patient well.” 

The idea is to get the patient well, and to do this with the utmost speed 
consistent with good medical practice. In Veterans’ Administration hospitals, 
we treat the “whole man,” not just the disease. Games, shopwork, and other 
programs are done on doctors’ prescriptions; in short they are part of various 
therapies aimed at helping to make the patient ready for discharge at the 
earliest possible time. “Getting well” involves far more than lying in bed and 
taking medicine, Veterans’ Administration medicine is modern medicine at its 
best. With thousands clamoring for admission, what possible motive could the 
Veterans’ Administration have for extending care unnecessarily? 

(Q) “I hear that one service-connected veteran gets treated by his pri- 
vate doctor, while another fellow can’t. I heard of a veteran—service connected— 
who went to his own hometown doctor, and then when the bill came due, had 
to pay out of his own pocket. Yet the other veteran didn’t pay. Does this 
make sense?” 

It’s a matter of following simple, easy-to-understand rules. If a service- 
connected veteran needs medical treatment, and treatment at a Veterans’ Ad- 
ministration facility is not convenient for the Veterans’ Administration, or for 
him, he may be granted permission to go to his own private physician—if he 
applies beforehand for the Veterans’ Administration’s authorization. If a vet- 
eran does not apply to the Veterans’ Administration before going to his own 
doctor for treatment, he does not bring himself within the rules, risks paying 
out of his own pocket for the unauthorized private treatment. 

(R) “I hear that Veterans’ Administration doctors are below par profes- 
sionally. There’s no incentive for a young doctor who’s ambitious and eager 
to advance in his profession, if he joins the Veterans’ Administration medical 
staff.” 

Those who hold thusly manifest an astounding ignorance of the professional 
staff of the Department of Medicine and Surgery of the Veterans’ Administration 
and the opportunities that are afforded its members. As of the last day of .. 
fiscal year 1952, 2,047 physicians were receiving residency training under medica 
school supervision at 64 Veterans’ Administration hospitals and in 1 Veterans’ 
Administration mental hygiene clinic. There were 63 different medical schools 
affiliated with 78 Veterans’ Administration hospitals. Not only do the faculty 
members and other leaders in the profession share in the treatment of the 
Veterans’ Administration’s patients, but they also engage in the education and 
research programs in operation throughout the Veterans’ Administration hospital 
system. Postgraduate and in-service training programs provide ample oppor- 
tunities for educational and professional advancement. In those Veterans’ 
Administration hospitals situated at a distance from medical schools and institu- 
tions, leaders in medical and related fields of health have been able to bring to 
the staffs of these hospitals by lecture programs information concerning recent 
developments in a wide variety of fields of specialization. In fact, the success of 
Veterans’ Administration medicine has been closely related to the education and 
research activities, all essential factors in providing the veteran patient with the 
best possible medical treatment and hospital care. There is no better profes- 
sional opportunity for a young, ambitious physician than in Veterans’ Admin- 
istration medicine. It is not a get rich quick opportunity, but one to grow by 
serving; to progress by accomplishment. 

(S) “I hear that * * * research into atomic medicine and other things out of 
place in a hospital are going on at the Veterans’ Administration. Why all this 
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emphasis on isotopes? Why not do the things that actually help sick patients 
to get well?’ 

Atomic medicine is not out of place in a Veterans’ Administration hospital. 
Radioisotopes are used in clinical diagnosis and treatment as well as in medical 
research. The medical profession has learned their value in thyroid and sus- 
pected brain tumor cases, to mention only two of a large array of physical 
ailments susceptible to this new diagnostic and therapeutic procedure. Veterans’ 
Administration atomic medicine research is in the van of this kind of medical 
advance. In fact, the Veterans’ Administration is operating some 17 radioiso- 
tope laboratories. They complement the investigations of the Atomic Energy 
Commission. What’s more, every advance made in a Veterans’ Administration 
laboratory is available to the entire medical profession, as is every other advance 
in other fields. It would be difficult to refute the proposition that Veterans’ 
Administration medicine has furthered inestimably general medical practice, 
or that it should do so. 

(T) “I hear that * * * in Veterans’ Administration hospitals they practice on 
patients with young and untried doctors who don’t know what it’s all about.” 

That is completely untrue. Resident physicians in training for specialties are 
the backbone of any well-run hospital. All are graduate doctors. All have 
completed an internship. All have been recommended by dean’s committees 
in the foremost medical centers in the United States. Young, well-qualified and 
ambitious physicians gladly enter Veterans’ Administration medicine because 
it puts them in daily touch with the latest and best ir treatment and the most 
modern medical concepts and practice. 

(U) “I hear that * * * ina Veterans’ Administration mental hospital veterans 
disappear for good. They just keep you there—never cure anybody.” 

It is realized that the length of hospitalization of a patient afflicted with a 
mental disorder may extend over a considerable period of time. I have pointed 
that out elsewhere in this article. Nevertheless, through the efforts of all the 
people that comprise the hospital teams of Veterans’ Administration hospitals, 
large numbers of patients are being rehabilitated successfully to permit them to 
return to their families. To indicate the extent to which the Veterans’ Admin- 
istration is succeeding in helping the psychotic patients and those afflicted with 
other psychiatric conditions, it is interesting to note that 2,700 of the former and 
2,800 of the latter group were discharged from Veterans’ Administration hospitals 
during the last quarter of 1952. This evidences real accomplishment—-worth far 
more to the country than it costs. 

(V) “I hear that * * * the Veterans’ Administration lets mental patients go 
home when the family insists on it—then later the released mental patient kills 
somebody. Why do Veterans’ Administration hospitals release people like that 
to become a public menace?” 

A patient afflicted with a mental disorder cannot be legally kept in a Veterans’ 
Administration hospital against his will unless he has been legally committed 
by an authority of proper jurisdiction. A person who has not been committed is 
a voluntary patient; if he insists on leaving, the Veterans’ Administration medical 
authorities cannot legally detain him. However, every effort is made to col- 
laborate with family and civil officials to insure commitment when deemed neces- 
sary for the safety of the patient or the public. Veterans’ Administration 
hospitals are not asylums. 

(W) “I hear that * * * Veterans’ Administration hospitals stage ‘raids’ in 
their local areas to snatch away doctors and nurses who may be badly needed 
where they are.” 

The Veterans’ Administration considers its hospitals as integral parts of the 
communities in which they are located, and, as such, strives for a mutual spirit 
of good will and cooperation between Veterans’ Administration and non-Veterans’ 
Administration medical institutions in any given area. The “raiding” of local 
areas as a method of obtaining doctors and nurses for the staffing of new Vet- 
erans’ Administration hospitals is contrary to the Veterans’ Administration hiring 
policy, and any such charge is not supported by the facts. The Veterans’ Admin- 
istration hospital svstem is national in scope. Doctors and nurses who express 
their interest in serving with the Veterans’ Administration indicate their geo- 
graphical preferences for assignments. Vacancies are filled by transfers from 
other stations and by new appointments, meeting the desires of the new applicants 
as to location insofar as it is possible. 

(X) “Ihear that * * * a lot of these so-called nonservice patients in Veterans’ 
Administration hospitals are alcoholics—in there just to ‘boil it out.’ ” 
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The same principles and procedures govern the admission of these veterans 
to Veterans’ Administration hospitals as apply to all veterans. When it is medi- 
cally determined that a veteran is in need of hospital treatment he is admitted, 
if he is legally entitled to Veterans’ Administration care and a bed is available. 
Unless he meets all criteria, he is not admitted. 

(Y) “I bear that * * * Veterans’ Administration doctors are old fogies who 
couldn’t make good in private practice and join the Veterans’ Administration for 
snug berths.” 

This is the opposite side of the “green young doctor” canard. It is, of course, 
just as false. As of June 30, 1952, 1,562 out of a total of 4,125 fnil-time Veterans’ 
Administration doctors held memberships in various of the several specialty 
boards. The progressive medical atmosphere of the medical department of the 
Veterans’ Administration that pervades through all of its echelons completely 
refutes this contention. 

(Z) “I hear that * * * veterans whose trouble has nothing to do with their 
service in the Armed Forces are no more entitled to free Veterans’ Administra- 
tion hospitalization than anyone else. After all, we're all citizens. Why should 
the Veterans’ Administration discriminate in favor of one group?” 

The Veterans’ Administration discriminates in favor of neither group, veteran 
or nonveteran. It applies the laws as they have been enacted by Congress, 
which express but the will of the people as made manifest through their elected 
representatives. From colonial days, the citizenry of this country has offered 
its resources to the veterans of this Nation and have expressed its interest in 
meeting their medical needs. Until this concept of the people is relinquished 
through legislative expression, the Veterans’ Administration will continue to 
administer the laws as they exist today. 

And so on, and so on, and so on. I think enough has been written, although 
briefly, to sustain my thesis that many prevalent notions about Veterans’ Ad- 
ministration medicine have no basis in fact, and contribute nothing to better 
publie understanding of the very real problems, the truly hard labors, and the 
demonstrable achievements of the Department of Medicine and Surgery of the 
Veterans’ Administration. 

In bringing this topic to the attention of my fellow physicians, I am animated 
by the hope that all of us may join hands professionally in an endeavor, if not 
to wipe out these and other misconceptions, at least to help minimize their ill 
effects as far as we may. 

To silence the malicious rumor monger is an impossible task, but to shine 
a little truthful light into dark corners, where darkuess exists only because no 
one has yet bothered to come with a light: That, it seems to me, offers a real 
opportunity to medical men of good will everywhere. And the gainers will be 
the veterans, the hospital patients, the physicians, and all the taxpaying citizens 
of our country. 


Mr. Evins. Notwithstanding that excellent statement which you 
have made, Dr. Boone, see mingly the American Medical Association 
is continuing its crusade against the program because there has been 
organized a junior medical association—an association known as the 
Veterans’ Physicians Association. The president of that organization 
testified here the other day that as far as he was concerned and his 
organization was concerned, he would “empty the beds” now and turn 
“out” all cases of non-service-connected veterans. I am sure that the 
American Medical Association does not agree with such a proposal, not 
the Congress and the people of the country. 

Admiral Boonr. Mr. Congressman, may I add this to your obser- 
vation, that witness was Dr. Walsh, I believe from Georgetown. 

This morning I made inquiry from some of my top assistants who 
had been in the VA for 30 years, whether any president, president- 
elect, member of the board of trustees, or the secretary general has 
ever visited the Veterans’ Administration central office and I was in- 
fored in the negative. Neither has that been the case during my ap- 
proximate 21% years as chief medical director. The files are open to 
everybody. 
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I am not at issue with the American Medical Association. I am a 
fellow of the AMA and proud to be. But there is great concern 
among some of our profession over a tendency toward reactionary 
leade rship, and I say “reactionary” because action which would de- 
troy the great VA medical program is reactionary. When I talked 
before the house of delegates I said that we could not ever afford to be 
other than progressive : and that medicine cannot go backward. Medi- 
cine moves very fast, and if we do not keep a step ahead someone will 
take over, which would be regrettable. 

Mr. Evins. With regard to the dental-care program, as a result of 
the rider on the appropriation bill, what steps or action, if any, has the 
Veterans’ Administration taken thus far and how will it affect the den- 
tal care program ¢ 

Admiral Boong. Dr. Fauber, who is Assistant Chief Medical Direc- 
tor for Dentistry, is here. He is very able, and I will ask him to make 
a presentation on the dental matter. He represents dentistry in our 
organization, and to him I defer on dental matters. 

Mr. Sayvor. I will ask Dr. Fauber not to comment at this point if 
there are any other questions with regard to your program. We will 
take the dental program up as a separate matter. 

Admiral Boonr. I have one other point about which I spoke to your 
secretary. Mr. Teague asked the questions and also Mr. Frelinghuy- 
sen. I think this information will be helpful. We are up to our necks 
in reorganization and to accomplish the objectives of the budget for 
1954 as soon as it comes out conference. We do not want to wait as 
planning must be in advance. We must practice the concept of “read- 


iness.” In connection with our planning we have sent the following 
message to the managers of all VA hospitals, regional officers, and 
domiciliary and all area medical directors. I will read it. 


[Priority] 


VETERANS’ ADMINISTRATION, July 15, 1953. 
Managers, All VA Hospitals, Regional Offices, and Domiciliaries All Area 
Medical Directors: 

Priority (Med.) at recent hearings before congressional appropriations com- 
mittees, the status of the VA hospital program was fully examined and its needs 
were fairly appraised. As a result, the Congress has indicated its intent to 
provide sufficient funds for more complete utilization of VA hospital facilities, 
thereby permitting hospital care sufficient to provide more adequately for the 
needs of sick and disabled veterans. This fact has direct implications for all 
of us in the VA hospital program. We must recognize these implications at 
once and begin to act on them immediately. 

The size of the intended appropriation for the VA hospital program implies 
congressional intent that a greater number of sick and disabled veterans be 
hospitalized by VA, whether they be young or old, acutely or chronically ill. 
Within the limits of available funds, hospitals will be provided the financial 
means to enable them to operate the number of beds needed to accomplish this. 
The means having been provided, the burden is now on us—to hospitalize 
eligible veterans and to give them the best medical care possible. 

The utmost cooperation and interaction of VA hospitals, regional offices, 
area medical directors, and central office are required. The full utilization of 
our beds necessarily requires close liaison and cooperation between hospitals 
and regional offices. A mutual understanding of the medical and administrative 
problems common to both is a requisite to the cooperative efforts which must 
be made by each to insure continual maximum utilization of VA beds. 

In the expansion of your patient load which increased funds will now 
make possible, you should not overlook the group of veterans with medical, 
surgical or neurological disabiiities of a geriatric nature. Geriatric illness is 
rapidly becoming one of the major medical problems in the United States It is 
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now, and will become in greater measure, a particularly pressing problem for VA, 
in what is actually a very near future. The veterans population is a relatively 
fixed and. aging one with an increasing incidence of the geriatric diseases. In 
order to Lecome more familiar with these diseases it is essential at the present 
time to begin to develop policies governing admission of patients with such 
conditions if we are to be prepared to cope with them in increasing volume and 
to set up bed services to provide for them, 

I propose to suggest at a later date other areas of patient needs to which 
special attention must be devoted. It was explained to Congress how limitation 
of funds resulted in idle beds which we could not operate and how this made it 
impossible for us to meet adequately the needs of veterans. Congress has now 
indicated its intent to provide a remedy provided we shall meet the challenge 
now facing us—to care for all sick and disabled veterans eligible for and in 
need of hospital treatment—to merit the confidence publicly expressed. I 
ask you and your staff to proceed at once to develop means for increasing your 
occupancy and for reactivating any closed beds, by adjusting your local hospital 
policies and methods, to admit and care for as many as possible of the sick 
and disabled veterans who have called upon us for needed hospital care. 


J. T. Boone. 


Mr. Saytor. There is just one question that I would like to ask 
you in that regard: It does not have to do with the matter directly 
before this committee at this time, but I believe it is of importance 
because I have talked to the other members of the committee and 
they tell me that they have had the same experience. 

In talking to the various managers of hospitals, I have found that 
the managers feel that there is not sufficient information given to them 
in advance of the funds that will be available to them for the opera- 
tion of their hospital. I am wondering whether or not in view of the 
funds which are now made available to you by this new appropriation 
bill it will be possible for you to set up a — which will enable 
the managers to anticipate their needs for more than 30 days in 
advance. 

Admiral Boonr. We are dependent in the Department of Medicine 
and Surgery on policies laid down and for distribution of funds from 
the Bureau of the Budget and the budget officer of the Veterans’ 
Administration. 

I would like Commander Bigelow to explain that procedure. 

Commander Biezstow. There are several laws governing the alloca- 
tion of funds after Congress makes an appropriation. 

Answering your first question, we have given managers prior in- 
formation on 1954 plans. The message went out yesterday. They 
have been provided with information on the number of beds to be 
operated and the number of staff which they could recruit. This 
year they will have had advance notice and it will partially correct 
the difficulty, the complaint, which is a just one, that they have had 
in the past. 

Mr. Secrest. May I say that in the past, when Congress has not 
given them sufficient money to operate at capacity there has been a 
juggling within the Veterans’ Administration of what funds they 
have had as the load would vary throughout the country. It was not 
a matter of operating the hospitals at full capacity. There might 
have been one hospital where they needed additional funds, and the 
only way they could do that would be to take money from other 
hospitals. 

Mr. Sartor. I know a number of managers told me that if they 
would be able to plan for more than 30 days in advance they felt 
that they could operate their hospitals much more economically. 





9€40 HOSPITAL CARE AND OUTPATIENT DENTAL TREATMENT 


Mr. Seorest. I think that is a hundred percent right. I think by 
getting this full appropriation for the hospital program we will save 
the t taxpayers money. 

Admiral Boonr. It is true that we did not have a good planning 
system in the past, but we are developing a good one now. I thin 
in this reorganization with more control and autonomy within the 
Department “of Medicine and Surgery it will be improved. 

Mrs. Rogers. Of course, if you could have used the 8 million that 
you turned back, things would have been better. You needed the 
noney very badly, but you did not dare branch out. 

Admiral Boone. I hope that I will not have such a difficult year 
from the financial standpoint that I had last year 

Mrs. Rocers. It is always a battle. 

Admiral Boones. I have been at war ever since I have been in 
office these past 214 years and always trying to put out fires. 

Mr. Evins. Mr. Bigelow, in connection with advising the individual 
hospitals of the number of beds to be operated, I wonder if you ad- 
vised the facility at Murfreesboro, Tenn., that full bed capacity will 
be authorized and used. 

Commander Bicriow. I do not have the data with me, but every 
one has been advised. 

Mr. Evrns. I have a statement that I would like to read for the 
record. This statement represents the summary of recommendations 
of the manager of the veterans’ hospital in the district which I repre- 
sent. [Reading :] 

MURFREESBORO, TENN. 


Listed below are the necessary changes, alterations, and additions in the 
priority in which they should be completed, in order to maintain a cohesive 
operation, 

A new 100-bed tuberculosis building as located on the attached plot plan: 
a new 100-bed general medical and eurgical building to include 25 beds for 
neuropsychiatric-G. M. and §8. patients, and 25 beds for neurological patients. 
The kitchen should be of sufficient size to Ore food for a centralized dining 
room in one of the new nurses’ quarters. A new 150-bed neuropsychiatric- 
admissions building (male and female) to include space on the ground floor for 
the entire registrar division. A new 250-bed geriatric building located as out- 
lined on the attached plot plan. 

The most pressing need at this hospital is an adequate staff of professional 
medical employees, including psychiatrists, neurologists, and other physicians 
in the following fields: internal medicine, pathology, and physical medicine re- 
habilitation. 

This station would encounter little difficulty with regard to recruitment of 
auxiliary staff if we had an adequate staff of physicians to give the necessary 
leadership in promoting a dynamic treatment program. 

This is a 1,307-bed neuropsychiatric hospital of which only 1,085 beds are 
presently activated. The lack of professional personnel heretofore mentioned 
recently necessitated our closing ward building 8. With the recruitment of an 
adequate number of physicians, all of the beds in this building could be activated. 

At the present time, we are only admitting service-connected cases; however, 
we can expect an ever-increasing demand for additional neuropsychiatric beds 
for the next 25 years. We have a long list of non-service-connected cases for 
which there are no Government, State, or civil facilities available. , 


Sam JARED, Jr., 
Manager, Veterans’ Administration Hospital. 
Mr. Evins. Mr. Bigelow have you advised the manager, Mr. Jared, 
that these beds can be activated ? 
Commander Bicrtow. It appears to be a staffing problem. We will 
look into it. 





HOSPITAL CARE AND OUTPATIENT DENTAL TREATMENT 2641 


Mr. Evins. I hope that you will look into it. 

Admiral Boonsg. I h: ive been to the VA hospital at Murfreesboro. 
[hey are doing a fine job, and I mean to support them in every way. 

Mr. Frecincuuysen. Mr. Chairman, I should like to comment 

riefly on the notice which was sent out by the Veterans’ Administra- 
tion yesterday. As I understand the import of that notice, it was 
that the Congress had given the Veterans’ Administration notice that 
there should be no idle beds this year, and therefore the VA would 
fill them up as quickly as possible with any kind of case that was de- 

serving. ‘The only case I heard you mention specifically that might 
ot have received much attention previously were the geriatric cases. 

My question, as I recall yesterday, was directed at the NP and TB 
cases. Was there any special indication they should be given priority 

nany way ¢ 

Admiral Boonr. I explained yesterday, using Albany as an example, 
we moved patients there from Northport, Long Island, Fort Hamil- 
ton, Brooklyn, and the hospital at the Bronx, where there are always 
a lot of patients waiting admission. We did not move all the patients 
that we planned to move because we did not have the travel money. 
In 1954 we will make every effort to take care of more N P’s in general 
medical and surgical hospitals. 

Mr. Frevincuuysen. I do not want to prolong this discussion 
unduly, but it seems to me that what you are talking about in Albany 

s a fairly local problem. You may be relieving pressure on other 
hospitals by building up at Albany an NP hospital. What I am won- 
dering about is whether it has not been represented to this committee 
that the NP and the TB cases represent a very substantial part of 
the waiting list which now exists, and, therefore, emphasis should be 
put on them. 

I was also under the impression that part of the problem with the 
present patient load is that a great many of the cases were chronics. 
There is nothing particularly that can be done for them. They occupy 
bed space which perhaps could be used more advantageously by the 
more recently developed NP or TB cases, which might be cured. If 
you are going to fill the newly available beds with plain geriatric 
cases, people who are getting old, you are certainly not going to have 
the turnover which might he desirable. You certainly are not spe- 
cifically answering my question as to whether or not these beds are 
going to be used to answer critical needs. 

Admiral Boonr. Mr. Congréssman, I do not know any law that 
relatives disease with regard to admission. The law stipulates that 
the service connected shall be taken care of first, and after them 
those veterans with non-service-connected disabilities if beds are avail- 
able and if they have certified their inability to defray the cost of 
hospitalization, 

We have been criticized very much for not admitting eligible 
veterans with chronic disease. We are trying to overcome the criti- 
cism by action. ‘That is one part of this telegram. 

I have something here that I would like to put into the record, a 
letter from me to all of the dean’s committees asking their help in 
this matter. 

Mr. Savior. The letter will be inserted in the record at this point. 
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(The letter referred to is as follows:) 


Sent July 17 to chairman, all dean’s committees and managers of each hospital 
affiliated with a medical school: 


VETERANS’ ADMINISTRATION 
OFFICE OF CHIEF MEDICAL DIRECTOR, DEPARTMENT OF MEDICINE AND SURGERY 


Washington 25, D. C. 


Dear Doctor ———————: I am calling on yuu at this time for assistance in 
helping to develop a much needed forward step in the medical program of the 
Veterans’ Administration as it pertains to hospitalization of patients. 

As you probably know, I have been tremendously concerned with the need for 
a category of hospital bed, intermediate in type, between the straight domiciliary 
bed for patients who can largely care for themselves and the hospital bed for 
patients with short-term illness. 

At a recent meeting of our Advisory Committee on Education it was pointed 
out that many communities are now constructing special hospitals specifically 
designed for the care of long-term disease because of the lack of such facilities 
within the existing hospital structures in those communities. Long-term disease 
is generally regarded as requiring 90 days or more hospitalization. The Advisory 
Committee furthermore pointed out that since the care of long-term illness is a 
growing problem, for not the Veterans’ Administration alone, but for all of 
society, it is important that there be an improvement in the teaching of methods 
of care for this group of patients as well as a realistic development of facilities 
for this care. 

Since 1946, the construction program of the Veterans’ Administration has 
provided mostly G. M. and §8. hospitals, none of which has been especially 
designed in toto for the care of long-term illness. There are currently no plans 
for the construction of hospitals specifically aimed at this problem because of 
the marked difficulties in staffing such specialized hospitals. 

The size of the 1954 appropriation for the Veterans’ Administration hospital 
program implies congressional determination that a greater number of sick 
and disabled veterans be hospitalized by the Veterans’ Administration, whether 
they be young or old, acutely or chronically ill. Our submissions for funds to 
the Congress as to the total bed needs of the Veterans’ Administration were not 
made on the basis of G. M. and S. beds for acute illness alone, but were based 
also upon a recognition of the fact that in addition to tuberculosis, neurologic, 
and psychiatric illness, there is a large segment of our veteran population suffer- 
ing from long-term disease who are indigents and are inadequately provided for 
today. It seems obvious, therefore, that the Veterans’ Administration within 
its present limitation of beds must more actively support a program of hos- 
pitalization for veterans suffering from long-term disease by whatever most 
effective mechanism can be developed. 

The point of this letter therefore is to enlist your aid in collaborating with 
the hospital managers in organizing in each individual hospital the particular 
type of activity which proves most effective in caring for long-term illness. It 
is possible you may wish to recommend that a section of the Veterans’ Admin- 
istration hospital with which you are associated be designated for intermediate 
type beds. On the other hand, you may wish to recommend that a section or 
service for patients with long-term illness be established without segregating 
such beds into one particular ward or section of the hospital. In some com- 
munities a need for beds of this sort has not previously existed, and in others, 
because of a desire to maintain a satisfactory turnover, acute short-term illness 
has been a predominating cause for admission. This action is not intended to 
supplant any portion of the existing medical care program in hospitals but should 
represent an addition to those programs. The Advisory Committee has indi- 
cated that this action should have no adverse effect on the teaching program but 
should in fact strengthen it. : 

I am convinced long-term illness can only be properly cared for within the 
framework of general hospitals. I am equally convinced, and I am supported 
in this by our advisers, that the teaching of the care of long-term disease is 
most necessary in any modern education program. It is my hope that you will 
approach this problem with a desire to improvise, alter, and experiment in 
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trying to develop that pattern in each individual hospital for this group of 
patients which will also at the same time provide an educational and research 
environment attractive to the highest quality professional statf. 
Sincerely yours, 
J. T. Boone, 
Vice Admiral (Medical Corps) United States Navy, Retired, 
Chief Medical Director. 


VETERANS’ ADMINISTRATION, 
OFFICE OF CHIEF MEDICAL DIRECTOR, 
DEPARTMENT OF MEDICINE AND SURGERY, 
Washington 25, D. C. 

Dear Srx: Your revised program 8400 ceiling effective July 1, 1953, is hereby 
established at full-time equivalent. A breakdown of special and trainee ceiling 
included in this total, as well as any additional ceiling under program 8200, is 
shown on the attached sheet. 

Recruitment action under the revised ceiling should be initiated immediately 
if deemed necessary because of the needs of patients. First quarter personal 
service allotments for the new fiscal year will be based on your previously 
prescribed ceilings. Additional funds required to cover increased employment 
will be allotted upon submission of recruitment schedules in accordance with 
the usual practice for ceiling increases. Further, you are authorized to submit 
supplemental allotment requests covering the cost of terminal leave and premium 
pay to the extent that additional funds are required to allow employment up 
to the full ceiling. 

Since some adjustments are anticipated in regional office medical staffs, it is 
suggested that contact be made immediately with your local regional office to 
obtain the service of any trained employees who otherwise might be displaced. 

Where patient demands are such as to indicate the need for additional beds, 
requests should be made in accordance with existing instructions, indicating 
the schedule for opening the additional beds and the number of additional 
personnel required. Complete justification in terms of patient demand and 
recruitability of staff must be furnished. 

Monthly reviews must be made by you and will also be made by this office to 
insure that planned activation schedules are maintained. Your reports on 
patient turnover, bed occupancy, waiting list and employment will be used. 
Your every effort to insure the complete accuracy of these documents will be 
necessary. You will promptly advise this office of any changes in operating 
levels and corresponding personnel adjustments during the year in order that 
the financial level of your station may be adjusted. 

You will be promptly advised if any changes in proposed level of operation are 
necessitated by final action on our appropriation bill. It is also contemplated 
that you will be advised as soon as practicable following enactment of the 
appropriation of the dollar amounts which can be made available during fiscal 
year 1954 and that you will be directed to submit a revision of your annual 
forecast of quarterly budget requirements at that time. 

The Director of Budget Service concurs. 

Very truly yours, 
J. T. Boons, 
Vice Admiral, Medical Corps, United States Navy, Retired, Chief Medical 
Director. 
OLD HOSPITALS 


VETERANS’ ADMINISTRATION, 
OFFICE OF CHIEF Mrepicat DrrecrTor, 
DEPARTMENT OF MEDICINE AND SURGERY, 
Washington 25, D. CO. 
Dear Sire: In order to fulfill our primary mission, including earlier hospital- 
ization for eligible veterans now on the waiting lists, and to comply with the 
preliminary appropriation indications of the Congress for fiscal year 1954, it has 
been necessary to review your past operations and to project your future opera- 
tions in the light of patient demand, needs for additional operating beds, and the 
recruitability of personnel. Based upon these considerations, your personnel 
ceiling for fiscal year 1954 under program 8400 is established at full time 
equivalent. A breakdown of the special and trainee ceiling included in this total, 
as well as any additional ceiling under program 8200 or program 8500, is shown 
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on the attached sheet. Separate notification will be issued of any changes in 
ceiling under program 8610 to those stations affected. 

Recruitment action under the revised ceiling should be initiated immediately 
First quarter personal service allotments for the new fiscal year will be based on 
your allotment requests, which in turn were based on the previously prescribed 
ceilings. Additional funds required to cover increased employment will be al 
lotted upon submission of recruitment schedules in accordance with the usual! 
practice for ceiling increases. Further, you are authorized to submit supple 
mental allotment requests covering the cost of terminal leave and premium pay 
to the extent that additional funds are required to allow recruitment up to the 
full ceiling. 

Since some adjustment are anticipated in regional office medical staffs, it is 
suggested that contact be made immediately with your local regional office to 
insure the retention of any trained employees who otherwise might be displaced 

This ceiling has been predicated on the operation of beds with an average 
of beds during fiscal year 1954, for which it is expected you will provide 
adequate medical care for an estimated average daily load of patients. 
Immediate review should be made of your operating plans for the fiscal year to 
determine whether or not, in the light of current patient admission criteria and 
recruitability of personnel, you can meet the proposed operating levels. Since 
you are now approaching a period of seasonally low patient load, appropriate 
steps must be taken to avoid a low average daily patient load for the first 4 to 6 
months of the fiscal year which cannot be compensated for with a higher than 
normal average daily patient load during the latter part of the year. If any 
changes appear necessary, please inform this office immediately of | any proposed 
revisions of the number of operating beds, average patient load, and personne! 
requirements. 

Monthly reviews must be made by you and will also be made by this office to 
insure that revised operating levels are maintained. Your reports on patient 
turnover, bed occupancy, waiting list, and employment will be used. Your every 
effort to insure the complete accuracy of these documents will be necessary. You 
will promptly advise this office of any changes in operating levels and correspond- 
ing personnel adjustments during the year in order that the financial level of 
your station may be adjusted. If increases are proposed, they must be proven 
in terms of patient demand. 

You will be promptly advised if any changes in the proposed level of operation 
are necessitated by final action on our appropriation bill. It is also contemplated 
that you will be advised as soon as practicable following enactment of the appro- 
priation of the dollar amounts which can be made available during fiscal year 
1954 for the above-mentioned operating beds and patient load and that you will 
be directed to submit a revision of your annual forecast of quarterly budget 
requirements at that time. 

Very truly yours, 
J. T. Boone, 
Vice Admiral (Medical Corps) United States Navy, Retired, Chief 
Medical Director. 

Mr. Frevincuuysen. The primary criticism that I have heard is 
that some NP cases have been housed even in jails because there are 
no adequate facilities for them, There are 900 non-service-connected 
NP cases in New Jersey alone. They constitute, to my mind, a most 
critical problem and need more immediate relief than do our older 
citizens. Iam wondering whether you thought your comments were 
in answer to any question I asked yesterday. 

Admiral Boonr. We will take patients up to the limit of beds that 
can be staffed. As I explained yesterday, the shortest category of 
personnel, medicalwise, are the neuropsychiatric physicians, the 
nurses, and the attendants. 

Mr. Frevincuvysen. If it is impossible to increase the number of 
NP beds substantially because of that lack of personnel, I think that 
it would be well for us to know it. We then can go back and justify 
to whoever complains that the reason these cases are not admitted is 
because you cannot find the personnel to staff the beds. 
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Admiral Boonr. The factor is staff. 

Mr. Frecincuuysen. As you say in the telegram, the funds are no 
longer a factor. 

Admiral Boong. No, sir. We are trying to get everybody into an 
NP hospital, and we are going to do everything we can to get the staffs 
to take care of them. 

Mr. Frectincuvuysen. The other question I want to have answered 
very briefly if possible, is how you account for the action of the AMA 
in June. If it was not a unanimous resolution, it must have been 
supported by a fair number of people. Do you attribute it only to 
reactionary leadership on the part of AMA ? 

Admiral Boone. Yes, I think it is reactionary leadership. I was 
not present, but I am informed by the VA delegate, Dr. Wolford, that 
he was the only one present who voted against the resolution as far 
as he knows. 

Mr. FRELINGHUYSEN. I was wondering what your feeling was as to 
why they were almost unanimous? 

Admiral Boong, A lot of people voted against that resolution a year 
ago. What happened in the interim, I do not know. 

Mr. Fre.tincuuysen. The leadership has not changed from De- 
cember to June, I suppose. 

With reference to this letter of Mr. McKinley’s which I received 
this morning, he points out that in his opinion what is needed is to 
restore to the Veterans’ Administration hospital program the measure 
of public confidence that it deserves. He goes on to say, in a statement 
with which I am sure you will agree, that in the past 10 years the 
whole of the Veterans’ Administration, and particularly the hospital 


program, has been subjected to criticism and almost brutal harassment, 
and so forth. His suggestion to restore public confidence is that a 
board of managers or visitors should be established for each VA 
hospital. 

As you may know, in New Jersey there are such boards of nonpaid 
individuals, citizens in the community, who sapee Ne the day-to-day 


operation of our State institution. As Mr. McKinley points out, they 
provide an understanding between the community and the institution 
of what the hospital does, and serve as a check on the policies and 
actions of the institution itself. 

Mr. McKinley points out that if the Veterans’ Administration hos- 
pitals had such boards, the present fog of confusion and lack of un- 
derstanding of actual conditions would be dispelled. He feels that 
once these boards were established, they could in due course evolve 
standards, just and equitable, and consistent with the facts of the 
case. 

He suggests that such lay boards would be a check on bureaucratic 
procedures, and would be helpful in this general problem of the mis- 
understnding of administrative policies. They would correct some 
of the abuses we have heard so much about in the last few days. 

Have you any comments to make on these suggestions ? 

Admiral Boonr. I am very glad you have brought that up. We 
have that in various forms. We are affiliated with 63, I believe it is, 
medical schools in our hospital program. The deans’ committees are 
formulated locally. I appoint them automatically if it is felt they 
are the 3, 5 or more people who can work together and best represent 


the medical interests of the community. 
86102—53——-64 
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They supervise our intern and residency programs. 

They assist in the clinical care of patients, in research, and in re- 
cruitment. They are in and out of our hospitals every day. They sit 
with our managers and work out professional policies. 

Then the veteran’s organizations have representatives in many of 
our hospitals. Their inspectors go out from the veterans’ organiza- 
tions. There are also inspectors from the Bureau of the Budget and 
from the General Accounting Office. I think we are benefited by the 
various and sundry people working with us including the VAVS. 

Mr. FRreLiIncHuy sen. I think you must have missed the point of 
Mr. McKinley’s suggestion, and I was just asking for your comment 
on it. Mr. McKinley, I think it is fair to say, is not an uninformed 
person in this field. He served for many years as chairman of the 
rehabilitation committee of the American Legion, Department of 
New Jersey, and has been vitally interested for a long time in the 
problems of veterans. His whole letter is very sympathetic to the 
Veterans’ Administration. He is not hostile in any way. 

Your suggestion that the organizations are doing part of the job 
is not relevant. Your deans’ committees are primarily a medical ap- 
proach. They are working on research problems and so on. Mr. 
McKinley’s suggestion is to have a lay committee to check on what 
the Veterans’ Administration is doing, to pass on the ability of pa- 
tients to pay, to explain the role of the Veterans? Administration 
hospital, and to screen out those less deserving of care. 

Admiral Boonr. Judge Odom has just whispered to me we could 
not do it legally. I am a great believer in integration of the various 
forces dealing with this problem in and out of Government. 

Mr. Fre.incuuysen. Maybe I should be discussing this problem 
with Mr. Odom. If there were a provision in the law that such lay 
boards could be set up, I presume it could be done. These boards 
increase public confidence in the hospital program of the Veterans’ 
Administration. 

Mr. Opom. There is ample authority in the statute. Section 1500 
of the Readjustment Act gives the Administrator authority to set 
up any such committee to carry out provisions of the law. But 
neither the Administrator nor anybody else can make any selection 
of veterans for admission to a Veterans’ Administration hospital on 
the basis of their ability to pay, because under the law if they say 
they do not have ability to pay, we must admit them. 

Mr. Frecincuvuysen. As I said, it might require changes in the 
law. We could change the law in such a w ay to make it possible for 
the Administrator or these boards to look behind the affidavit. 

Mr. Ovom. Under the present law we have to admit them anyway. 

Mr. Fretincuuysen. I agree with you that under the present law 
it may not be possible to have such a lay board. All I am asking is 
how you would react to the idea of a lay board to help increase the 
understanding in the community of the role of the Veterans’ Admin- 
istration hospital. 

Mr. Opvom. I think a sort of postaudit by such a board, as distin- 
guished from the administrative responsibility of determining a per- 
son’s eligibility, might be a valuable thing, but that is just a personal 
opinion. 

Admiral Boonr. I would like to say I appreciate Mr. McKinley’s 
suggestion and will consider it. 
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Mr. Secrest. Will the gentleman yield? 

Mr. FreLincuuysen. Yes. 

Mr. Secrest. I think what you have in mind is something similar 
to the Board of Visitors to Annapolis. I was on the Board of Visitors 
to Annapolis for many years belers the war. As I recall, there were 
2 Senators and 8 Members of the House. We lived there 3 days every 
year and examined every inch of the Academy. We sat down with 
the Commandant and the people operating the school, and they made 
suggestions to us as to what they amok and we made many sug- 
gestions to them. We had no authority to require them to do any- 
thing. We came back to Congress and made an annual report to the 
Congress, which was acted upon many times by the Appropriations 
Committee or the Navy Committee at that time. We appeared before 
those committees to present their needs, and in addition to criticizing, ' 
we were there to help. 

If in each State you could set up a voluntary committee with no legal 
status, consisting, say, of the dean of every medical school in that. 
State, the commander of every veterans’ organization, perhaps the 
president of the auxiliaries, the pine ren, of the State aadioal society, 
the president of the State dental society, perhaps the president of the 
State bankers’ association, and the president of the State insurance 
organization, if you could get a group of 20 or 25 like that—and I 
think you could—who would actually spend 3 or 4 or 5 days a year 


in these veterans’ hospitals, conferring with the managers and doing 
a job similar to what the Board of Visitors to Annapolis and to the 
Military Academy do, do you think that might be advisable and might 
result in a better understanding between veterans’ groups and medical 


groups and citizens generally and might bring out the truth? Some 
of the charges made in these hearings, to my mind, have been greatly 
exaggerated. The most that has even been claimed by any witness 
is that about 2 percent of the non-service-connected cases might be 
open to question on the phase of the ability of those admitted as 
patients to pay, and I think inasmuch as the American Medical Asso- 
ciation appears to refuse to print anything except criticism against 
the Veterans’ Administration, such a group might be helpful. 

Admiral Boonz. Your comment reminds me of Public Law 293 of 
the 79th Congress, section 12, which says: 

The administrator shall establish a special medical advisory group composed 
of members of the medical and allied scientific professions, nominated by the 
Chief Medical Director, whose duties shall be to advise the Administrator, 
through the Chief Medical Director, and the Chief Medical Director direct, rela- 
tive to the care and treatment of disabled veterans, and other matters pertinent 
to the Department of Medicine and Surgery. The special medical advisory group 
shall conduct regular calendar quarterly meetings. The number, terms of serv- 
ice, compensation, and allowances to members of such advisory group shall be in 
accordance with existing law and regulations. 

They meet quarterly. They also can and do go into VA hospitals, 
confer with our managers, and are in contact with our top-level man- 
agement, and they are not confined to physicians. There are lay 
members. There is a member from the dental profession, a member 
from the nursing profession, and a member from the social-service 
profession. 

Mr. Frevineuvuysen. That is a national body? 

Admiral Boons. Yes. 
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Mr. FretincHuysen. We were talking about a State or local group. 

Admiral Boone. We do have consultants in all our hospitals, 
although they do not act as a body. 

Mr. Secrest. I think it ms be better to have a oup for each 
State or for each hospital. The House members of the Board of 
Visitors to Annapolis were appointed by the Speaker, so that we had 
some legal status, but we vel no authority to direct the commandant 
to do anything. We suggested to him and, on the other hand, he 
presented his problems to us and we would come back to Congress and 
fight for the things he asked for that we thought were reasonable and 
right. 

Mr. Ovom. This committee does that, and could do more. 

Mr. Secrest. I think this committee has done more for the veterans 
in the last 5 months than anything that has ever happened. 

Admiral Boonx. I subscribe to that 100 percent; and I would like 
to say to Mr. Frelinghuysen, I should like to study this matter, because 
even though I am not a young man, I want to find ways and means to 
re our situation wherever practicable. 

lr. Secrest. I can suggest a committee in Ohio that if they went 
out and came back and said there were no abuses in the hospital pro- 
gram, it would be believed by the people of Ohio. 

Mr. Fre_incnvuysen. There is a State institution in my district 
which has such a lay group that does work well. If the Veterans’ 
Affairs Committee had this responsibility, I would be a committee of 
one for the State of New Jersey to provide the lay influence. This 
proposal is far different from that, Mr. Odom. 

Mr. Opom. I understand: 

Mr. Evtns. One difficulty I can see in naming such a committee, 
you would not know where to stop. Would you include a represent- 
ative from the Farm Bureau, the business and labor organizations? 
Where would you stop? 

Mr. Fretinauuysen. Every suggestion presents certain problems, 
of course. 

Mr. Secrest. I have never seen in my time in Congress the una- 
nimity with which this committee acts, and that is because we have 
arrived at the truth, and we are in agreement, Republicans and Dem- 
ocrats. If you had an overall State group who could give 3 days a 
year and go to the town where there is a veterans’ hospital and listen 
to the manager and visit with the patients, like we did at Annapolis, 
then if they came out and said it was a good program, the people 
would believe it. 

Mr. Maituiarp. In a State like California, a statewide group would 
not be practical. It would have to be on a hospital basis. In my 
county of San Francisco I am confident a board could be selected, and 
if they were satisfied, it would wipe out all criticism. 

Mr. Fretincuvuysen. I think Mr. McKinley would be flattered by 
the time we have spent on his suggestion. 

Mr. Sartor. I am on the board of two hospitals. They meet once 
a month. It costs me money to belong to each of them, but I am 
willing and happy to pay it. 

Mr. Lone. What is worrying me about this thing, if this manager 
out there appoints this loc val board, he will appoint Fall his friends. 
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Mr. Frecincuvuysen. It is not necessarily the manager who appoints 
them. The idea is a lay board. 

Mr. Lone. These fellows talking about this legislation, I would 
like to know what their ideas are. 

Mr. Fretineuuysen. I will be glad to let you see Mr. McKinley’s 
letter. 

Mrs. Rocrr. Off the record, please. 

(Discussion off the record.) 

Mr. Sartor. I think we have with us Dr. John E. Fauber, in charge 
of the dental program. 

Mrs. Rocers. Before he begins, I would like to ask if great care 
will be exercised in moving patients from one State to another where 
they are separated from their families ? 

Admiral Boone. It is only done with their consent. 

Mrs. Rogers. I am glad to know that. 

Admiral Boonr. May I give the information on beds which was re- 
quested yesterday ? 

General medical and surgical and neurological beds, 46,265; neuro- 
psychiatric beds—and that does not include neurological—48,410; tu- 
berculosis beds, 14,221; overall beds in VA hospitals, as of May 31, 
1953, 108,896. 

I believe Mr. Teague yesterday felt there were more general medical 
and surgical beds than any others. There are 46,265 G. M. and §. and 
neurological beds, against 48,410 NP beds. 

We have coming in a 1,000-bed hospital, NP, at Los Angeles; a 
1,000-bed hospital, NP, at Cleveland, money for which has been de- 
ferred; a 1,000-bed hospital, NP. at Brockton; a 1,000-bed hospital, 


NP, at Salisbury, N. C.; and a 1,000-bed hospital, NP, at Pittsburgh 
coming in this year. 
We hope there will be a 1,000-bed ee at Topeka for NP. 


In the building program authorized by Congress we have 2 G. M. 
and S. hospitals, which have not been appropriated for, 1 is at Cleve- 
land, a replacement, and here in Washington, a replacement for Mount 
Alto. 

Mr. Secrest. You have about 4,000 NP beds coming in? 

Admiral Boon. Yes; and besides in all G. M. and 8S. hospitals we 
have a certain number of NP and TB beds. 

Mr. Sartor. Dr. Boone, will you submit for the record, because I 
feel certain you do not have with you, the breakdown of the latest 
waiting list ? 

Admiral Boonn. I think we have that as of July 1; and we have 
too, as of July 1, three service connected. 

(The information requested is as follows :) 

Approximately 4,000 beds: 
Brockton, Mass, NP. 
Pittsburgh, Pa., NP. 

Los Angeles, Calif., NP. 
Salisbury, N. C., NP. 

Authorized not appropriated for: 
Washington, D. C., G. M. and §S. 
Cleveland, Ohio, G. M. and 8. 

Cleveland, Ohio (NP deferred), money apppropriated. 

Fiscal Year 1954 H. R. Budget: 
Topeka (replacement), NP. 
San Francisco (new), NP. 
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Eligible applicants not yet scheduled for admission, June 30, 1953 


By eligibility status and type of patient 


Non-service-connected 


} 


Station 


service- | 


| 
| 
| 


connected 
non- 
psy- 


Total 
chiatric 


chiatric- 


Total 
service- 
connected 

Neuropsy- | 
TB 

Other TB 

Psychotic 

Paraplegic 


| 
| 
| 
| 


Other 


Neurological 


! 
| 
I 


ALL STATIONS | | 


Total . 1g 101 |1, 758 |12, 136 |2, 57% 1,714 |3, 604 | 27 


Hospitals, total 3 |22,457 | 101 (1,758 |12,111 |2, 538 |607 |1, 684 |3, 541 | 
TB hospitals 1, 935 ; 29 53 

NP hospitals 3, 10i | 70 |10, 960 1,679 226; s2| 21 | 

GQ. M. & 8. hospitals é 753 1,151 | 859 |471 |1, 573 a, 467 | 27 


Regional offices, total 
TB HOSPITALS 
Total 


Arizona 

lucson 

Whipple 
California 

Livermore 

San Fernando 
Indiana: Indianapolis 
Kentucky: Outwood_. 
Maryland: Baltimore 
Massachusetts: Rutland Heights 
Missouri: Excelsior Springs 
New Mexico: Fort Bayard... _. 
New York 

Batavia 

Castle Point 

Sunmount 
North Carolina: Oteen 

Oteen division 

Swannanoa division 
Ohio: Brecksville 
Pennsylvania: Butler 
Tennessee: Memphis 
Texas: Kerrville 
Washington: Walla Walla 
Wisconsin 

Madison. . 

Waukesha 


NP ROSPITALS 


Total ‘ ‘ é 13, 139 70 | 10,960 |1,679 (226 


Alabama 

Tuscaloosa. . . 25 253 l 1f6 

Tuskegee 364 ‘ 283 
Arkansas: North Little Rock : 355 218 
California: Palo Alto ( 740 ; 694 
Colorado: Fort Lyon ag 94 
Georgia: Augusta 150 
Lilinois 

Danvilk , 7 267 121 

Downey 67 44 
Indiana: Marieco : 183 ‘ 163 
Iowa: Knoxville 5 125 95 | 
Kansa Popeka 383 348 
Kentucky: Lexington 236 144 
Maine: Togus 42 j 30 
Maryland: Perry Point 376 166 
Massachusetts 

Bedford 402 347 

Northampton : 181 } 179 |... 
Michigan: Battle Creek... 633 | set 550 
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Eligible applicants not yet scheduled for admission, June 30, 19583—Continued 


By eligibility status and type of patient 





Non-service-connected 


Station | 


service- 


connected 


chiatric- | 
psy- 
chiatric 


TB 


connected 


Total 
Neuropsy- | 
Other TB 
Psychotic 
Neurological 


Other 


Total 


Surgical 
| Paraplegic 


Medical 





NP HOSPITALS—continued 


Minnesota: St. Cloud 
Mississippi: Gulfport. 
New Jersey: Lyons 
New York 

Canadaigua 

Montrose 

Northport 
Ohio: Chillicothe 
Oregon: Roseburg... 
Pennsylvania: 

Coatesville . .. 

Lebanon - _. ‘ ‘ 
South Dakota: Ft. Meade_. 
l'ennessee: Murfreesboro - -- 
Texas: Waco 
Utah: Salt Lake City 
Virginia: Roanoke . 
Washington: American Lake 
Wisconsin: Tomah 
W yoming: Sheridan 











G. M. AND 8, HOSPITALS 
Total... 


Alabama: 
Birmingham 
Montgomery -- 

Arizona: Phoenix.. 

Arkansas 
Fayetteville 
Little Rock 

California 
Fresno 
Long Beach -- 2 
Los Angeles. - Le | 735} 110 

NP section. 845 | 45 | (735)| (110) 
G. M. and 8 section 95 ‘ Seaig 
Oakland f 
San Francisco- - 
lorado: 
Denver 
Grand Junction 
nnecticut: 
Newington 
West Haven 
elaware: Wilmington 
istrict of Columbia. Washington 

Florida 
Bay Pines. 

Coral Gables 
Lake City 

Georgia 
Atlanta 
Dublin 

Idaho: Boise 

I}linois: 

Dwight_--. 
Hines_. 
Marion 

Indiana 
Ft. Wayne 
Indianapolis 

Iowa 
Des Moines 
Towa City 

Kansas: 

Wadsworth 
Wichita 


9 
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Eligible applicants not yet scheduled for admission, June 30, 1958—Continued 


By eligibility status and type of patient 


| 


Non-service-connected 


| 


Neurological | 


Station 


service- 


non- 


Total 
_ connected 


| Total 
connected 
chiatric- 


service- 
TB 


Neuropsy- 
Other TB 
Psychotic 
Medical 
Surgical 
Paraplegic 


} 


G. M. AND 8S, HOSPITALS—Ccon. 


Kentucky: 

Fort Thomas 

Louisville... 
Louisiana: 

Alexandria 

New Orleans. 

Shreveport 
Maryland: Fort Howard 
Massachusetts: 

Boston 

Framington-- 
Michigan 

Dearborn 

Iron Mountain 

Saginaw 
Minnesota: Minneapolis... 
Mississippi: 

Biloxi... 

Jackson... -. 
Missouri 

Jefferson Barracks 

Kansas City 

Poplar Bluff 
Montana: 

Fort Harrison---.-.- 

Miles City-_-- 
Nebraska: 

Grand Island____- 

Lincoln 

Omaha ae 
Nevada: Reno- -- siiauliads 
New Hampshire: Manchester. 
New Jerse East Orange 
New Mexico: Albuquerque--__--- 
New York: 

Albany-..-.- 

Bath 

Bronx_...- 

Brooklyn 

Buffalo 

Syracuse 
North Carolina: 

Durham 











Dayton 
Oklahoma: 

Muskogee . 

Oklahoma City : 
Oregon: Portland . .............««. 
Pennsylvania: 

Altoona 

Aspinwall 

Erie... ananeiedione 

Ph'ladelphia. - ._.--. 

Wilkes-Barre ee Ss 
Puerto Rico: San Juan 
Rhode Island: Providence 
South Carolina: Columbia 
South Dakota: 

a eee 

Sioux Falls 
Tennessee: 

Memphis (Kennedy) -.......- 

Mountain Home 

Nash ville... 
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Eligible applicants not yet scheduled for admission, June 30, 1953—Continued 


By eligibility status and type of patient 


| 


Non-service-connected 





Neuropsy- 


Station 


service- 


connected 


non- 


service- 

connectd 

chiatric- 
chiatric 


rB 
Other TB 
Psychotic 
Other psy- 


Neurological | 


Paraplegic 


| Total 
"Total 


G. M. AND 8. HOSPITALS—Ccon. 


Texas: Amarillo............... 
Big Spring. - 
Bonham 
Dallas 
Houston 
Marlin 
McKinney 
Temple 
Utah: Salt Lake City ‘ 
Vermont: White River Junction _ 
Virginia: 
Kecoughtan 
Richmond 
Washington: 
Seattle 
Spokane 
Vancou ver 
West Virginia: 
Beckley 
Clarksburg 
Huntington 
Martinsburg 
Wisconsin: Wood 
Wyoming: Cheyenne. -............].... 








REGIONAL OFFICES 
Total 


California: San Diego 
District of Columbia: W ashington 
Pennsylvania: 
Philadelphia 
Wilkes-Barre... 
Texas: Dallas. 



































Mr. Sartor. Now, Dr. Fauber, the dental program has come in for 
some discussion and comment. We would like to have you tell us 
just what is the effect of the latest rider placed in the appropriation 
bill as it affects the dental program. 

Dr. Fauper. I am happy to.appear before your group and give you 

the benefit of my impressions of the rider to H. R. 5690. 

I think it will have no effect insofar as the hospital phase of our 
dental program is concerned. It is primarily concerned with the 
outpatient program. As you know, there is a proviso on the bill that 
certain of the fee-basis funds may be used for certain purposes only, 
and, in that implication, I think the interpretation as we make it is 
that that would apply also to our own clinical facilities; in other 
words, the work performed on an outpatient basis with our own staff. 

In our most liberal interpretation of this bill and its riders, we felt 
we had to submit to the field certain categories of treatment eligibil- 
ities for patients that they could treat on an outpatient basis, and 
I think if I may read those to you, I can better explain this situation: 

(1) Those having service-connected compensable dental disabilities ; 

ta 2) Those having service-connected noncompensable dental disabil- 

ity where the dental disability is shown to have existed at the time of 
discharge ; and 
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(3) Those having a dental condition not service-connected but med- 
ically determined to be aggravating a service-connected physical dis- 
ability or injury. 

As to the first group, our best records indicate—and I am not sure 
that all these people have applied for treatment—that there are ap- 
proximately 1,300 veterans with compensable dental disabilities in 
the country. 


VA percentage ratings for dental and oral conditions 


Condition Rating 


Maxilla or mandible, osteomyelitis of, chronic. Combine 10 percent. with any epciinatie 
rating : > 
Mandible, loss of, complete, between angles... 
Mandible, loss of approximately one-half 
Involving temporomandibular articulation La 
Not involving temporomandibular articulation -- 
Mandible, nonunion of 
Severe 
Moderate ‘ é ea ee 
(NoTE.— Dependent upon degree of motion and relative loss of masticatory function.) 
Mandible, malunion of 
Severe displacement 
Moderate displacement 
Slight displacement 
(Note.—Dependent upon degree of motion and relative loss of masticatory function. Th 
Temporomandibular articulation, limited motion of: 
Motion limited to 4 inch 
Motion limited to 4% inch 
Any definite limitation, interfering with mastication or speech 
Ramus, loss of whole or part of: 
Involving loss of temporomandibular articulation: 
Bilateral ; 
Unilateral 
Not involving loss of temporoms andibular articulati ion: 
Bilateral 
Unilateral 
Ramus, loss of less than one-half the substance of, not involving loss of continuity: 
Bilateral 43 ie aero sea  sblivmnaibedaniien il 
Unilateral 
Condyloid process, loss of, one or both sides. 
Coronoid process, joss of 
Bilateral 
Unilateral vnaha 
Maxilla, loss of whole or part of substance of, nonunion of, or malunion of. Rate as for simi- 
lar disabilities of mandible. 
Hard palate, loss of half or more 
Not replacable by prosthetic appliance - - - 
Replacable by prosthetic appliance 
Hard palate, loss of less than half of: 
Not replacable by prosthetic appliance - - 
| Replacable by prosthetic appliance 
Teeth, loss of, due to loss of substance of body of maxilla or mandible—not involving loss of 
continuity, but where the lost masticatory surface cannot be restored by suitable prothe- 
sis, when involving 
Loss of all teeth 
Loss of all upper teeth only 
Loss of all lower teeth only. - 
Loss of one-half masticatory surface: 
The median line being the point of division 
All missing teeth being posterior 
All upper and lower anterior teeth missing 
All lower anterior teeth missing -- 
All upper anterior teeth missing. 
Not involving loss of continuity, but where the lost masticatory surface cannot be | 
restored by suitable prosthesis 
Note.—T hese ratings contemplate loss of body of bone only through trauma or 
disease such as osteomyelitis 
ess through natural mnargieen. 
Carious teeth, treatable 
Missing teeth, replacable - 
Dentoalveolar abscess - 
Pyorrhea alveolaris_.......-..- 
Vincent's stomatitis. _......... 


hey do not contemplate loss of the alveolar proc- | 





Source: Pp. 134 and 135, A Schedule for Rating Disabilities, 1945 edition. 
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As to the third group, those having a dental condition not service 
connected but medically determined to be aggravating a service-con- 
nected physical disability or injury, our experience of the last 6 or 7 
years indicates that less than 1 percent of our dental program on an 
outpatient basis was devoted to that group. Obviously those applica- 
tions on hand at the present time would not include any of that group, 
because that is a determination made by the medical officer of the in- 
stallation. It is considered a part of his medical treatment. 

As to the second group, those having service-connected noncompen- 
sable dental disability where the dental disability is shown to have 
existed at the time of discharge, our interpretation of this rider is that 
we will be forced to administratively reexamine all of the pending 
applications which are on hand and rerate those cases. 

To bring you 9 to date on the number of applications that are on 
hand as compared to the figure I gave you in February, according to 
our records as of July 1 there were 306,000 applications pending for 
outpatient treatment. : 

It must be realized that these veterans filed their applications either 
during fiscal year 1953, or some of them as far back as fiscal year 1952. 
Under the conditions of the law and the regulations which were pro- 
mulgated on the basis of the law at the time, many of these cases, over 
240,000, have been processed to the point of having their eligibility 
and entitlement determined. These individuals have been notified of 
that entitlement and have been told they will be provided dental treat- 
ment when funds or clinical facilities become available. 

In effect we will have to default on that commitment, because we 
will have to rerate these cases; and to rerate these cases on the basis 
of the presence service records, in my opinion, will mean that less than 
50 percent of those people who have been told of their entitlement 
will now receive entitlement. Those having entitlement on the basis 
of rerating, will have reduced benefits. 

To explain that further, if I may—and here is an area I think we 
in the Veterans’ Administration can take administrative action to help 
in the reduction of the program—the Spanish-American War veterans 
had practically no records insofar as dental conditions existing at the 
time of separation. At least, the records are rare. The records in 
World War I were somewhat better, but very, very poor and certainly 
not adequate for the rating of those cases. As a result of that situa- 
tion, the adjudication people, or the Claims Division, of our Veterans’ 
Administration set into operation the 1-year presumptive rule, which 
is a 1-year rule of evidence. In other words, where direct records did 
not indicate a certain condition, the individual had the privilege, 
within 1 year, of submitting additional evidence, either in the form 
of a certificate from his private dentist who had examined him during 
the year after he had returned from service, or affidavits from two 
disinterested parties, probably associates of his during his period of 
service, establishing the facts. 

In World War II the records were improved somewhat, but not 
sufficient to do an accurate rating. So the 1-year presumptive rule 
was continued. 

It was not until September 1951 that we were able to convince the 
military that they should maintain worthwhile records that could be 
used on a strict direct rating basis as actual evidence. As a result of 
that, the Army, by regulation 73 issued on September 4, 1951, and I 
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should add that the other services have done the same thing, stated 
that as of October 1, a man during his first 60 days of service would 
have a comprehensive dental examination, including dental X-rays, 
and would have the same examination at separation from the service, 

That means that today, 2 years after 1951, we are just beginning 
to get the effect of that procedure on the part of the military. Those 
records are now coming to our people, so that I believe from this point 
on accurate ratings can be made of the condition that existed at the 
time of entry into service and at time of separation from the service. 

I do think we are placed in a very embarrassing position by having 
to default on what I think of as a moral obligation to those veterans 
who had applied formerly because adequate records were not available. 

That, in effect, is the result of this legislation as I see it. 

Mr. Sartor. Doctor, you were, I believe, in the audience the other 
day when a representative of the American Dental Association spoke ? 

Dr. Fauser. Yes, sir. 

Mr. Sartor. Do you care to comment on the recommendations that 
he made to our committee, principally with regard to the treatment of 
service-connected teeth, and what the association felt the obligation 
of the Government was to service-connected teeth ? 

Dr. Fauser. Mr. Chairman, only to the extent that I believe Mr. 
Garvey gave you the impression these were perany recommenda- 
tions; that the American Dental Association, of which I am a long- 


standing member, was not prepared to make definite recommendations 
until the house of delegates met in Cleveland in September. However, 
some of his suggestions might be worthy of discussion. 

First, the oral cavity is a part of the total body and should not be 


cut off from that total body. I think it is important that we consider 
that. 

Another point he made is that once treatment is accomplished, that 
should be the end of it. Personally, I do not know that any dentist 
can guarantee that any filling he places in a tooth will stand up for- 
ever. Certainly he cannot do it so far as dental prosthesis is concerned. 

A man without dentition is just as badly off as one who has lost an 
eye or a limb. In the case of a lost limb, you can restore some func- 
tion; in case of lost eye, you cannot; in case of lost dentition you can 
restore function but usually in each case it is of a temporary nature. 

Mr. Secrest. What do you think about his testimony that a tooth 
should not be taken as an entity? He pointed out that if in service 
1 filling went into a tooth and 4 more cavities developed in that tooth 
that had no connection with that filling at all, the other 4 should not 
be considered service-connected. 

Dr. Fauser. My professional opinion is: it is difficult to say that 
any other caries in that tooth is not related to the first caries. Perhaps 
Judge Odom would like to comment on the single-tooth entity inter- 
pretation. 

Mr. Ovom. The only thing I would say about that is that that is one 
instance in which the legal profession, with a great deal of joy, said 
that this is a professional question. We have always said so for the 
past 33 years, and will continue to say so if I have anything to do 
with it. 

Mr. Sartor. You designate that as a professional question not of the 
lawyers ¢ 

Mr. Ovom. That is correct. 
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Mrs. Rogers. Are there enough dentists in the country today, or is 
there a shortage ¢ : 

Dr. Fauper. I think there is a shortage generally. We have dif- 
ficulty recruiting an adequate staff. I am not sure it is all related to 
the shortage. I think perhaps the differential in pay between the 
various Federal services has some effect on that particular thing, but 
we cannot get an adequate number of well-trained individuals. é 

Mrs. Rocers. It seems to me the dental profession is not fighting this 
program. Is that correct? 

Dr. Favser. I do not have the feeling that they are fighting the pro- 
gram or are dissatisfied with us in any way generally. I think they 
have some feeling in regard to this repeat episode. However, a person 
with defective eyesight gets new eyeglasses repeatedly. I hate to see 
one part of the body cut off from another. 

Mr. Evins. I think Dr. Fauber’s testimony is very challenging, cut- 
ting off treatment for one part of the body and allowing treatment to 
continue with regard to another part of the body. I believe, Doctor, 
you testified the VA has some 200,000 applications pending ? 

Dr. Fauser. We have 306,000 applications pending. Over 240,000 
of those have been determined eligible and have been notified of their 
entitlement. The point I was trying to make is that I believe by ad- 
ministrative measures we can change our procedure of rating from 
this point on if we obtain accurate records. I do not see how we can 
apply it retroactively to this particular group. H. R. 5690 imposes 
that upon us. It is a tremendous administrative burden. 

Mr. Evins. You have a tremendous administrative burden with re- 
spect to these particular cases, but this committee is concerned as well 
with future policy. I think your testimony has expressed your view 
that there should be no discontinuance or cutoff of presently approved 
cases. 

I think the committee has had the feeling that any veteran who is in 
a VA hospital for other reasons and needs dental care should be pro- 
vided with that dental treatment; and that if any veteran, within 2 or 3 
years after discharge, develops dental trouble, you might include a 
presumption-of-service connection for dental treatment. 

Dr. Fauser. I feel strongly that dental treatment in our hospitals 
and domiciliary facilities is very necessary. I think it is a part of 
the medical care the patient is receiving. 

Mr. Evins. And you feel that so long as the veteran is in the hospi- 
tal, he should continue to receive such treatment. 

Dr. Fauper. Yes; it probably should be extended. We have been 
handicapped because of a limited staff. I have hopes that through 
the generosity of the Congress our staffs may be somewhat increased 
in order to do this job as well as we and the medical people who 
actually prescribe this treatment feel it should be done. 

I agree with the American Dental Association that auxiliary treat- 
ment for non-service-connected cases should cease when they leave the 
hospital. On the other hand, that adjunct treatment for a general 
surgical and medical patient that cannot be accomplished while he is 
in the hospital should be accomplished after he leaves, so as not to 
increase the hospitalization cost unnecessarily. 

As far as the presumptive period for the outpatient man, I do not 
feel that will be necessary now that we are getting accurate records. 
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I do feel it was needed for the group before accurate records were 
available. 

Mrs. Rocers. How much of the backlog will be taken care of with 
the $23 million in the present appropriation bill—the one that is in 
conference now ? 

Dr. Fauser. If we were to honor those applications as received, my 
best estimate of the amount needed to take care of the 306,000 pending 
applications would be in the neighborhood of $24 million. If we 
rerate these—and I presume we will be forced to rerate all these 
people—and if my estimate of 50 percent of them coming out with 
some entitlement to treatment i this new rating procedure is 
correct—and I am sure many of the benefits of those receiving entitle- 
ment would be somewhat reduced—then I would say that our load 
possibly would be in the neighborhood of $15 million for this backlog 
group. 

In addition we have the current group coming in during fiscal 1954, 
which we have just started. 

Mrs. Rogers. What will it cost to rerate those cases? 

Dr. Fauser. I would not estimate that cost. Perhaps Mr. Howard, 
the Assistant Administrator for Claims, can make an estimate of that 
cost. 

Mr. Wiiiis Howarp. I would not attempt to estimate that cost. It 
will certainly require a great deal of manpower when you take into 
consideration rerating 306,000 cases. 

Mr. Srorest. Dr. Long, as I recall, has said it costs about $20 per 
person for the X-rays and examination, and another $20 for the 
processing of the application, so it would run about $40 each if that 
is correct, 

Mr. Lone. That is correct. 

Mr. Secrest. He has a bill to eliminate that processing on the 
ground it would cost $40 for each case. 

Mr. Howarp. We could rate them on the evidence now in the files. 

Mr. Secrest. And each individual has a right to appeal the rerating ? 

Mr. Howarp. That is correct. 

Mr. Secrest. And it would cost more than fixing the teeth, I will 
bet. 

Mr. Howarp. That is why I did not make an estimate of the cost. 

Mr. Ovom. Could I clarify one thing ? 

Mr. Saytor. Mr. Odom. 

Mr. Opom. This is partially self-defense, perhaps. I explained this 
matter, I thought very carefully, to the Appropriations Committee 
on the other side of the Congress, but I noticed some exchanges of 
statement on the floor of the Senate which led me to believe it was 
not as well understood as I thought it should be, and I hope this com- 
mittee will understand this. 

The effect of this rider to the Appropriations Act—I will leave it to 
you whether it should be, but legally it is—the effect of it is to wash 
out completely these determinations of eligibility in 240,000 cases 
which have been made prior to July 1, and also, as to those cases in 
which determinations have not been made, they all must be made under 
the criteria of the rider. 

It washes out the eligibility given to Spanish War veterans. The 
law passed 2 or 3 years ago made, for purposes of outpatient treat- 
ment, any disability which a Spanish War veteran has service-con- 
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nected. But this rider takes that away, and unless he can show that 
the disability existed at the time of separation from service—which 
is a long time ago—he cannot be found eligible. 

So you have those 306,000 cases not only to be rerated but to be 
rerated under the new criteria. I think Dr. Fauber is optimistic when 
he says he believes 50 percent will be found eligible under the new 
criteria. 

Mr. Fretincuvuysen. You point out the difficulty of legislating by 
rider. 

Mr. Ovom. That could so easily have been taken care of by saying 
this would not apply to those already adjudicated and found eligible. 

Mr. Fretinenuysen. On the other hand, if less than 50 — are 
found eligible, there may be a saving of more than $12 million, so the 
intent is understandable. 

Mr. Ovom. I beg your pardon for having injected myself into that. 

Mr. Marurarp. I would like to get in the record, in simple lan- 
guage, exactly what change in policy as it existed before this rider 
makes. 

Mr. Opom. Under the law as it exists at the present time, without the 
effect of the rider, service connection was established on the basis of 
evidence, which might be record evidence or affidavit evidence, plus a 
l-year presumption, which is a rule of evidence which was adminis- 
tratively, not statutorily, applied—that if the dental disability 
showed up within the 1-year period, and in the absence of proof that 
there was an intervening cause, it was presumed to be service- 
connected. 

Under the rider you can have no such presumption. You have to 
show, as a matter of fact, as to these cases that are not compensable, 
that the disability existed at the time of discharge from service. 

Mr. Secrest. Which, for the Spanish War veterans and the World 
War I veterans, is utterly impossible, because there are no records. 
If these people came home and went to a dentist within a year and 
the dentist made a chart, that can be used as evidence. 

Mr. Lone. I am not in accord with ADA all the way through, and 
that goes to the examination of these patients. I wonder if you could 
tell this committee how much it did cost to process this backlog of 
306,000 applications ¢ 

Dr. Fauser. Our best records at the moment indicate that 244,575 of 
those cases have had their eligibility determined. That means they 
have been through the phase of administrative processing to deter- 
mine their eligibility. f those, I expect, approximately 68,000 have 
been examined to determine their treatraent needs. Those 68,000 have 
not had their treatment, due to the fact clinical facilities or funds were 
not available to contract them on a fee basis. 

The average cost for examination of those cases contracted on a fee 
basis—and that examination includes full-mouth X-rays—is $14. It 
so happens in the State of Louisiana it is $20, but each State’s fee is 
negotiated separately, and the national average is $14 for all States. 

I am not too good at calculating figures in my head, but I think 
that would give you a good idea of how much has already been 
expended on ‘those cases, which probably, in many instances, might be 
wasted money. 

Mr. Lone. What I am trying to determine is how much money under 
the new setup you feel Soaliene wasted. 
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Dr. Favuser. I think there is a very important matter that we forget 
in talking about the administration of these claims. Any claim, 
whether it be a dental claim or for a housing loan, or any benefit pro- 
vided by law to veterans, is a costly administrative process. I do not 
think we should apply this adjudicative cost to dentistry alone. Many 
of the other benefits, when adjudicated, might cost a great deal more 
than the processing of these dental claims. 

Another item I may mention is the inconsistency that exists as far 
as Spanish War veterans are concerned. Public Law 791 gave them 
all outpatient benefits. By this rider we strike out one phase of those 
benefits. 

To answer your question, the rider introduces a requirement for 
judging all cases according to rules of evidence which are completely 
different from those used in the past. 

Now, a condition must be shown to be in existence at time of dis- 
charge. In the past it was necessary to show that a condition was 
incurred in or aggravated by service, or was demonstrable within a 
year after discharge from service. 

On June 30, 1953, there were 244,575 cases which had already been 
examined, or which were being examined. (The average cost per 
examination, including X-ray and oral examination, is about $14.) 
These examinations were made or authorized only after a determina- 
tion of the existence of some eligibility according to the past method 
of determination. 

The examinations were being made to determine need for treatment 
of eligible conditions. 

Under the new rating method required by the rider, all of these 
cases will have to be rerated. 

(a) Some will be found ineligible legally. 

(6) For some of the remainder the adjudication procedure will take 
such time that the present examination will be outdated. 

(c) The last group will be rated eligible as heretofore. 

The work already done or under way represents a loss to the extent 
that cases will fall in groups (a) and (6), above. 

Mr. Lone. I wonder if it would be possible to work out a system 
whereby when a man comes out of the Army or other branch of the 
service and his examination is had, he might be given a card that he 
could take with him as to his eligibility for dental service, and that 
would go with him through his life, and he would not have to go 
through this processing any more? Do you think it is possible that 
could be done? 

Dr. Fauper. I am not too familiar with the military at the moment. 
I doubt, however, that they would want to assume our responsibilities 
in that regard. I do not know. 

Mr. Lone. They would not have to assume your responsibilities. 
If they gave the examination, all you would have to do would be to 
agree to it. 

Dr. Fauser. That would be in effect adjudicating his dental condi- 
tion. 

Mr. Lona. Let me finish my statement. Then, with that card, he 
could go the dentist—who, I take it, would be the outpatient den- 
tist—and present this card. The dentist looks at that mouth and 
says, “You do not need a full X-ray.” Would that dentist be per- 
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mitted to go ahead with that work without another examination and 
processing, thus saving that $40? 

Dr. Fauser. I am sure there is some misunderstanding. 

Mr. Lone. We spent $34 million in examining these people, you 
said, which is practically thrown away. 

Dr. Fauper. The amount probably is close to $1,600,000. There 
seems to be some misunderstanding regarding this examination. A 
man applies for treatment. His eligibility is determined by both 
the Dental Service, of which I am a part, and the Claims Service, of 
which Mr. Howard isa part. When that eligibility is determined, he 
receives a rating which says he is service-connected for tooth so and so. 
That man is authorized for examination on a fee-basis contract or 
at one of our facilities. That includes a full mouth X-ray. The 
recommendation of treatment indicated then has to be related to those 
service-connected teeth. That requires a study of the X-ray and 
charting and the recommendation of the individual dentist. 

Mr. Lone. Why could not the dentist who is going to do the work 
be the determining factor as to whether he needs the X-ray or not? 
He will have to do the work. Why can he not say whether he needs 
the X-ray? 

Dr. Fauser. I did not know there was any disagreement among the 
professions as to need for X-ray. 

Mr. Lone. I am not interested in that at all. Iam in the Congress 
of the United States. 

Dr. Fauser. I think it is generally recognized that an X-ray is 
necessary. 

Mr. Lona. It may be generally recognized, but in my opinion it is 
not necessary in a lot of cases. That general acceptance I do not 
agree with. That is what I am trying to get to. 

Dr. Fauser. I think the dental literature is full of evidence that 
indicates rather conclusively that an X-ray is necessary for a complete 
and thorough diagnosis for treatment. I do not believe we in the Gov- 
ernment service, expending Government funds, could stand on a recom- 
mendation for treatment not supported by the best diagnostic means 
available. 

Mr. Lona. What a lot of dentists are concerned with—and I am 
of them—a patient comes to me and he has all his teeth out, a service- 
connected case, in need of a full upper and lower denture. I look 
at him and have reason to believe that he does not need an X-ray. 
In my 50 years in dentistry—and I own one of the first X-rays ever 
made—my experience has shown me that my judgment pretty well 
hits the nail on the head. I have ersonally sent in cases and have 
said, “This man does not need an X-ray,” and they come back and 
say, «Tf you do not make that X-ray, you will not get your other 

150 bucks.” I know there are not just a few, but a lot of dentists who 
have been placed in the same position I have been. Do you not think 
the man who is going to do the work is the man who should determine 
whether the patient needs the X-ray or not ? 

Dr. Fauser. May I quote from Dr. Merrill G. Swenson on Complete 
Dentures ? 

Mr. Lona. That would not interest me. I want to know what you 
think. 

Dr. Fauser. May I make it a matter of record, Mr. Chairman? 

Mr. Sartor. Very well. 

86102—583——65 
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Dr. Fauper. This is from Dr. Merrill G. Swenson’s work on Com- 
plete Dentures: 

It is understood that every edentulous mouth should be X-rayed prior to den- 
ture construction in order to determine the possibility of the presence of impacted 
teeth, retained roots, and residual infection. It has been shown that a very high 
percentage of edentulous mouths need surgical care in order that the patient’s 
health be safeguarded. It seems unwise to construct a fine set of dentures over 
a questionable source of danger to the patient’s health. Impactions that have 
been dormant may become a source of irritation when the stresses of a denture 
base are placed over them. 

And I refer you further to various studies conducted at Mayo Clinic 
on this very subject, contained in Dr. LeRoy Ennis’ Dental Roentgen- 
ology. 

Mr. Frevincuuysen. That is interesting. 

Mr. Secrest. Of these 240,000 cases where you have said to the vet- 
eran, “You are entitled to have this tooth or these teeth fixed,” do 
you have any idea how many are World War II veterans? 

Dr. Fauper. A large percentage of them, I would say probably 70 
percent of them, are World War II, World War I, or Spanish War 
veterans. I feel of the applications being received today, about 30 
percent of them are from Korean war veterans. 

Mr. Secrest. That leads me to what I want tosay. As I understood 
that rider, my recollection is the question was asked what effect that 
would have on pending cases, and it was stated there was enough 
money to take care of the backlog of pending cases and leave money 
for additional new cases. There was not one word said about the 
rerating of these cases. There was not one word said about the effect 
on Spanish War veterans or World War veterans. 

Mr. Frevineuuysen. I think we might check on that. 

Mr. Opom. My recollection is that was not discussed at all in the 
House committee. It was discussed in the Senate committee. 

Mr. Secrest. I do not recall any of this being brought up on the 
floor. As I remember, it was stated there was enough money to take 
care of this backlog. 

Mr. Fretincuvuysen. I think the intention may have been that it 
would have no serious effect on the backlog of pending cases. I do 
not recall it was discussed on the floor. 

Mr. Secrest. The effect is that all Spanish War veterans would be 
ruled out of the dental program, and all World War I veterans would 
be ruled out, because of the lack of service records; and out of the 
240,000 cases that have been notified of entitlement, of which about 
60 percent or 144,000 are World War II veterans and about 60,000, 
on the basis of 30 percent, are Korean veterans, about one-half would 
be notified they were entitled to no dental treatment at all under the 
rerating. 

I want to make this motion: That the chairman of our committee 
and the chairman of this subcommittee, and the acting chairman, be 
designated to go to the conferees and point out what we have learned 
concerning the effect of that rider. 

Mr. Fretrncuvysen. I think we may take it up as the first order 
of business tomorrow morning. 

Mr. Opom. I think the conferees are scheduled to meet tomorrow, 
Friday. 

Mr. Matrttarp. Of course, the conferees could not do anything 
about it. 
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Mr. Opom. May I suggest that there is an amendment to the House 
language which would, in my judgment, permit the conferees to do 
something about it. 

Mr. Secrest. I think someone should convey to the conferees the 
effect of this rider. 

Mr. Frecincuuysen. Would the Senate’s amendment make it neces- 
sary for you to rerate pending applications ? 

Mr. Opom. The House and the Senate language is the same with 
respect to that. The language is: 

Provided— 
and, gentlemen, this is just as specific as can be— 

That no part of this appropriation— 


notice that is only for this 1 year for which this appropriation is 
provided— 
shall be available for outpatient dental services and treatment or related dental 
appliances with respect to a service-connected disability which is not com- 
pensable in degree, unless such condition or disability is shown to have been 
in existence at time of discharge and application is made within 1 year after 
the enactment of this act. 
That is, the application for treatment is made 1 year after enactment 
of the act. There is a proviso to take care of the adjunct cases but 
not the adjudicated cases. 

Mr. Frecincuvuysen. The application for treatment must be made 
either 2 years after separation or 1 year after enactment? 

Mr. Opom. The Senate took out the language “two years after — 
ration from service” and left in “one year after the enactment of this 


Act.” This is only for this one year, in ~ event. 


Mr. Secrest. The intent of the law should be made clear. The 
conferees might amend this if they knew what the effect would be. 

Mr. Opom. The courts have held time and time again you cannot 
amend a bill in the report on the bill. The intent of Congress should 
be expressed in the language of the act itself. 

Mr. Mariur1arp. In respect to the motion, do we have a quorum of 
the subcommittee ¢ 

The Curr Cierk. No, sir. 

(Another member of the subcommittee enters.) 

Mr. FrRELINGHUYSEN. We have at the present time. 

The Cuter Cierk. We have now. 

Mr. Secrest. I think the conferees should be informed as to what 
we have learned as a result of these hearings. Mr. Odom says it was 
not explained in the House hearings. 

Mr. Mariui1arp. Would the vale of your resolution be to advise 
the conferees that this committee is informed by the Veterans’ Admin- 
istration that 

Mr. Secrest. If the rider stands as it is, that it would take out the 
Spanish War veterans and the World War I veterans because there 
are no service records on them, and it would take out about half of 
the World War II and Korean veterans under the rerating. 

Mr. Mari1arp, Is that substantially correct ? 

Mr. Ovom. It is correct as to the Spanish War veterans. 

Mr. Maru1arp. I second the motion. 

Mr. FretineHuysen. The motion has been made and seconded. All 


in favor signify. 
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(The motion was unanimously carried.) 

Mr. FreLIncuuysEN. The three individuals designated to advise 
the conferees are the chairman of the full committee, the chairman 
of this subcommittee, and the acting chairman? 

Mrs. Rocers. I think you should have a minority member. 

Mr. Secrest. I would in this instance trust the majority completely. 

Mr. Fre_incuuysen. I move to amend the motion and substitute 
Mr. Evins for the acting chairman. 

Mr. Evins. We just want the conferees to know what the effect of 
that rider would be. Certainly in the debate in the House it was not 
made clear to everyone. 

Mr. Ovom. My recollection is that, in connection with the amend- 
ment which was put in before the $23 million, the words “fee basis” 
were put in, and it was explained that was done to make it clear that 
could be expended for the fee-basis treatment and not be a limitation 
upon the clinical or hospital treatment. My recollection is that was 
the only discussion in the House. 

Mrs. Rocers. There was a short discussion the day Mr. Phillips 
spoke at the end of the session of Congress. 

Mr. Mariarp. Mr. Halleck said, in response to a question by Mr. 
Long: 

I might suggest to the gentleman that this appropriation bill will go to the 
other body, who will act on it, and then it will go to conference. It might well 
be that the language the gentleman has in mind could take the place of this 
language, in conference, if deemed desirable. 

This was rather late in the day, and it was hastily approved. The 
fact there was less than a quarter page of discussion on the subject is 
an indication we were not too sure. 

Mr. Secrest. I think in the general debate you will find there 
was considerable discussion. 

Mr. Fre.ttncuuysen. We still have a pending amendment about 
the individuals who will go to the conferees: Mrs. Rogers, Mr. 
Evins, and Mr. Kearney... All in favor? 

(The motion was unanimously carried.) 

Mr. Frevincuuysen. To clear up a point, Mr. Odom, would the 
Senate language be satisfactory and not make it necessary to review 
approved applications ? 

Mr. Ovom. No. The language of both bills would have to be 
changed by a proviso or something added that this should not apply 
to Spanish War cases or cases adjudicated prior to July 1, 1953. 
That is one way. There are other ways. 

Mrs. Rocers. May we have the wording as you think it ought 
to be? 

Mr. Opom. I shall be glad to suggest it. 

Mr. FRELINGHUYSEN. “Any further questions? 

Mr. Secrest. I think you should take with you the language. I 
think it would be terrible if, after you have told 240,000 veterans they 
are eligible for dental treatment, you would have to write and say, 
“No; you are not eligible.” 

Mr. Lone. Or say to them, “You will have to be reprocessed.” 

Mr. Frevrncnuysen. Any further questions? 

Mrs. Ker. I have been alarmed, Mr. Chairman, by the interpre- 
tation placed upon the outpatient ‘dental rider, by Dr. Fauber, and 
I certainly agree with Mr. Secrest and the other members of the 
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subcommittee that we should take action very promptly in this 
field. I will do anything that I can to assist in seeing that this 
situation is corrected. I believe that we will find the conferees co- 
operative in this venture. 

Admiral Boons. May I make an observation? I would like 
very much, as Chief Medical Director of the Veterans’ Administra- 
tion, to make an observation with reference to a remark made this 
morning that there is a feud between the Veterans’ Administration 
and the American Medical Association. I am supervising the largest 
single segment of medical men in America, and I want to say there is 
no feud between the Veterans’ Administration and the American 
Medical Association. There is a difference of opinion, and differ- 
ences of opinion occur, between Members of Congress and even this 
committee. What I am trying to do is to help my colleagues in 
medicine do what my conscience dictates is the right thing. 

Mr. Fre.cincuuysen. I should like to thank both you and Dr. 
Fauber for your appearance and for the information you have given 
this subcommittee. 

We will adjourn until tomorrow morning at 10 o’clock. 

(Thereupon, at 12 noon, an adjournment was taken until Friday, 
July 17, 1953, at 10 a. m.) 
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House or REepresENTATIVES, 
SUBCOMMITTEE ON HosPIraLs OF THE 
CoMMITTEE ON VETERANS’ AFFAIRS, 
Washington, D.C. 

The subcommittee met at 10 o’clock, Hon. John P. Saylor (acting 
subcommittee chairman) presiding. 

Mr. Sayxor. The committee will come to order. 

I would like to place in the record at this point a statement from the 
Veterans’ Administration, from Dr. Boone and Dr. Fauber, the head 
of the dental department at the Veterans’ Administration. 

We asked the Solicitor of the Veterans’ Administration to prepare 
an amendment to the rider on the appropriation bill. That amend- 
ment was prepared and presented by the members of this committee 
to the House conferees and to each member of the Senate conferees 
and a number of other Members of both the House and the Senate 
were apprised of the effect of this rider. I am happy to tell you that 
the uniform reaction was they never had any idea what this rider 
would do. Everyone was most anxious to see to it that the damage 
that had been done was corrected. 

We have received assurance from the House and Senate conferees 
that the amendments as proposed by the Veterans’ Administration 
will receive the most earnest consideration by them when they meet 
today. 

I would also like to place in the record at this point a letter from 
the Veterans of Foreign Wars, National Legislative Service, to the 
Honorable Norris Cotton, dealing with this same subject, as well as 
a letter from the American Legion. 

(The letters referred to are as follows :) 

VETERANS OF ForEIGN Wars OF THE UNITED STATES, 
NATIONAL LeGIsLATIvE SERvICcE, 
Washington, D. C., July 15, 1958. 
Hon. Norris CorTon, 


United States House of Representatives, 
Washington 25, D.C. 

My Dear Mr. Corton: I am taking the liberty of calling to your attention the 
anticipated effect of the rider provision in H. R. 5690, the independent offices 
appropriation bill, with respect to restricting outpatient dental services and 
treatment in connection with the service-connected dental disability which is not 
compensable in degree. 

The interpretation already placed on this rider by the Veterans’ Administration 
would deny examination and treatment to Spanish-American War veterans which 
had already been promised under Public Law 791, to many World War II veterans 
under Public Law 16, and to a great majority of Korean veterans under Public 
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Law 894. It is not believed the Congress intended to go that far in restricting 
outpatient dental services and treatment. 

It is believed the Congress had in mind a restriction on the length of time or 
period in which a veteran may continue to receive outpatient dental care for 
service-connected disabilities which are not compensable. Under the interpre- 
tation made by the Veterans’ Administration and under which new instructions 
have been issued to the field many veterans with bona fide service-connected 
dental disabilities will be denied even an examination if their discharge fails to 
note defective teeth at time of discharge. In other words, unless the discharge 
specifically notes the disability the Veterans’ Administration will not even author- 
ize an examination to determine whether the dental disability is service-connected. 

It is respectfully requested that the rider provision be amended to exempt 
Spanish-American War veterans under Public Law 791 and to grant opportunities 
to other veterans to establish beyond reasonable doubt that their dental disabili- 
ties are service-connected notwithstanding the absence of such a statement in 
their discharge papers. It is further suggested that if restriction is deemed 
essential and necessary that the language of the rider be worded to deny further 
out-patient dental treatment after a veteran has received complete and initial 
repairs following his first application and treatment for service-connected dental 
disabilities except in those cases where a compensable degree of disability results 
from injuries to the mouth and teeth or where defective teeth aggravate other 
service-connected disabilities. 

Respectfully yours, 
Omar B. Ketcuvum, Director. 


Tue AMERICAN LEGION, 
NATIONAL LEGISLATIVE COMMISSION, 
Washington, D. C., July 17, 19538. 
Hon. EpirH Nourse Rocers, 
Chairman, House Veterans’ Affairs Committee, 
House of Representatives, House Office Building, 
Washington, D. 0. 

DEAR CONGRESSWOMAN Rocers: Attached hereto is a copy of a communication 
addressed to Senator Saltonstall in connection with conference on H. R. 5690. 
An identical letter was sent to each House and Senate conferee. We would be 
most happy if you would arrange with your subcommittee chairman, General 
Kearney, to have this inserted in the record of the current hearings. 

The national legislative commission also wishes to commend the committee for 
its deep interest in the problems confronting veterans and particularly for its 
action yesterday in composing and proposing an amendment to H. R. 5690, page 
14, which would reasonably effect changes in the current language of the bill so 
as to offer protection to the Spanish-American War veterans, those benefited 
under Public Law 16 and further, prevent necessity for review of cases prior 
to July 1, 1953, which have already been rated. This last item alone would 
represent a considerable saving in money, possibly as much as the dental work 
involved. 

Thanking you and members of your committee for your many kindnesses in 
behalf of veterans legislation, I am 

Sincerely yours, 
Mies D. Kennepy, Director. 


JULY 16, 1953. 
Re Conference on H. R. 5690 
Hon. LEVERETT SALTONSTALL, 
United States Senate, Senate Office Building, Washington, D. C. 

Dear SENATOR SALTONSTALL: The American Legion is very much concerned 
over the effect of two items in the second independent offices appropriation bill 
for 1954, H. R. 5690, as passed by the Senate, as follows: 

I. Elimination of the amount, with the exception of the $2,500,000 earmarked 
for planning, approved by the House for the construction of new neuropsychiatric 
hospitals at San Francisco and Topeka, and in addition to the VA hospital at 
Houston for NP and TB beds, $48,867,000. 

II. The interpretation placed by the VA on the section pertaining to out- 
patient fee-basis dental care (lines 4 to 17, p. 14, H. R. 5690, dated July 10, 1953). 
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HOSPITAL CONSTRUCTION 


As set forth in our previous communication to Senators Bridges and Salton- 
stall, there are compelling facts in support of the construction of these 
installations : 

1. There is a glaring shortage of beds for the mentally ill and tuberculous vet- 
erans. The construction of these beds will relieve the shortage somewhat, More- 
over, a collateral effect, especially in the San Francisco area, will be the release 
of a certain number of beds occupied by veterans in county or State institutions. 

2. The San Francisco project was approved in 1946 and the Topeka project in 
1948. The former is a new hospital sorely needed in a critical area. The latter 
will replace a temporary Army hospital which the VA took over and which has a 
high maintenance cost. The Chief Medical Director testified July 15 before 
the House Veterans Subcommittee on Hospitals that this temporary structure 
is obsolete and most undesirable. 

3. There is no question about ability to staff these institutions, a fact which 
is always a most important consideration in the building and activation of 
hospitals in this category. In fact, the Topeka hospital is the big training center 
of the VA for psychiatrists. 

4. The authorization for the San Francisco installation and the acquisition of 
grounds for the Topeka hospital survived the Presidential cutback of 16,100 beds 
on January 10, 1949. 

The VA appropriations for the fiscal year 1953 did not carry over previous con- 
tract authorizations, with the result that the preliminary work that had been 
started on the San Francisco project had to be suspended. Preliminary planning 
thereon has been only partially completed. Although provision is made to appro- 
priate $2,500,000 for completion of these plans, and although the press quotes the 
chairman of the subcommittee to the effect that it would be impossible for the 
Veterans’ Administration to get started with the construction of these three 
projects during the current fiscal year, we most earnestly request reconsideration 
and the restoration of the full amount for the construction and completion of 
these hospitals approved by the House. 

If this is done, it would not necessarily mean the expenditure of more cash 
than the VA could actually use in planning, preparation of specifications, ad- 
vertising for bids, and otherwise going ahead with the construction as promptly 
as conditions permit. But it would afford positive assurance that Congress is 
back of these projects and that funds are really earmarked for these purposes. 
The delays already occasioned, especially as to the San Francisco hospital, and 
the evergrowing need for these additional beds, make it imperative, we feel, 
that these funds, $48,867,000, be restored. 


DENTAL SERVICES 


The second item is the restriction imposed upon out-patient fee-basis dental 
care. According to VA interpretation, this program is virtually at a standstill. 
The Director of the National Rehabilitation Commission reports receipt of air- 
mail complaints over the meaning, interpretation, intent, and application of 
the dental provision referred to above. For example, one message from a State 
service director is to the effect “we are in a complete tailspin as to the meaning 
and correct interpretation * * *” of VA instructions on the restriction in dental 
and out-patient dental care. Another is to the effect “we are quite confused and 
concerned over some recent TWX’s from central office with reference to treat- 
ment for service-connected dental conditions.” 

The above, in our opinion, is but a forerunner of what can prevail if the provi- 
sions of H. R. 5690 pertaining to out-patient fee-basis dental care obtain as passed 
by the Senate. 

Briefly, the effect of the new amendment is to require that original applica- 
tions for dental care pending rating determination as of July 1, 1953; applications 
rated but treatment not authorized as of July 1, 1953; applications pending as of 
the same date; and applications received within 1 year from July 1, 1953, will 
have to be referred to the adjudication division or service for determination or 
redetermination of whether or not service connection on a direct basis is in order, 
that is, the disability or condition shown to have existed at time of discharge. It 
is estimated that there are about 240,000 applications of World War II and 
Korean veterans which will have to be rerated and eligibility redetermined. 

Moreover, the elderly group of veterans covered by Public Law 791, 81st Con- 
gress, and disabled veterans being treated under Public Law 16, 78th Congress, 
may not now have dental care unless they meet the new requirements. 
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The present Congress is intent upon economy and reduction in expenditures. 
With that the American Legion takes no issue. However, we here have a pro- 
posal which will likely require additional man-hours in the adjudication service, 
increase the current adjudicatory load, and cause further delays in the initia] 
dental care of war veterans whose conditions were incurred in or aggravated by 
service. We respectfully submit that the dental records at separation from sery- 
ice of the Spanish-American War veterans are nil, and those for the World War I 
and World War II veterans very inadequate. Removing the presumptive period 
without hearings as to the consequences and how procedures might be reasonably 
altered to reflect the real wishes of Congress may very well inflict greater damage 
than contemplated. 

Moreover, there is a limitation as to the amount expended in the appropriation 
itself. If the amendment should prevail, not very much of the $23 million can 
be used to cut down the pending load and alleviate the dental troubles of thou- 
sands of deserving veterans whose dental conditions are in fact due to service. 

The final consideration on this point is that the change is made effective only 
for the fiscal year 1954. What is to be done at the expiration of this fiscal year? 
Does the VA then revert to the system in vogue up to June 30, 1953, in the adjudi- 
cation and establishment of service connection in dental claims? 

In conclusion, we support the Senate Committee on Appropriations in its recom- 
mendation “that the entire program of dental service to veterans be reviewed by 
the legislative committees of the Congress.” If it is the desire of Congress that 
the manner of establishing service connection for dental conditions be amended 
and the extent of treatment be restricted, we sincerely submit that the reason- 
able and sound method of accomplishing this is through hearings before the appro- 
priate legislative committees of the Congress. 

Sincerely yours, 
Mires D. Kennepy, Director. 

Mr. Sayior. This morning we are privileged to have with us Dr. 
James E. Perkins, managing director of the National Tuberculosis 
Association. 

Dr. Perkins, we welcome you before this committee and ask that 
you present your testimony at this time. 


STATEMENT OF DR. JAMES E. PERKINS, MANAGING DIRECTOR OF 
THE NATIONAL TUBERCULOSIS ASSOCIATION 


Dr. Perkins. Thank you, Mr. Chairman. 

I am James E. Perkins, a physician specializing in public health 
work. At present and for the past 5 years, I have been managing 
director of the National Tuberculosis Association. Prior to that, I 
was deputy commissioner of the New York State Department of 
Health. 

I have a short written statement, Mr. Chairman, which I should be 
glad to read, if that is satisfactory from your standpoint. 

Mr. Sartor. It is perfectly satisfactory, Doctor. 

Dr. Perxrns. Since there is no opportunity for the clearance of this 
statement by the executive committee or board of directors of the 
National Tuberculosis Association prior to this presentation, this state- 
ment must be considered the personal opinion of the manging director. 
He believes, however, that it probably represents the opinion of the 
majority of the board of directors and of those involved in the volun- 
tary tuberculosis control movement through the United States. 

The National Tuberculosis Association, ‘together with its State and 
local affiliated associations, is one of the oldest voluntary health asso- 
ciations in the country, having been established in 1904, and is one of 
the most completely organized. There is a tuberculosis association in 
every State, as well as in Alaska, Hawaii, Guam, and Puerto Rico. 
Essentially, every community has a local tuberculosis association, 





HOSPITAL CARE AND OUTPATIENT DENTAL TREATMENT 2671 


operating under the various State associations; a total of some 3,000 
tuberculosis associations involving hundreds of thousands of people 
as members, board directors, and staff. Its medical section, the Ameri- 
can Trudeau Society, has a membership of over 5,000 physicians. This 
movement is supported, almost in its entirety, through the sale of 
Christmas seals bearing the registered trade-mark of the double-barred 
cross. 

In the Congressional Record of June 2, 1953, the chairman, Mr. 
Kearney, submitted certain questions for comment by various agencies. 
I thought that it might be well if I picked out certain of those questions 
which pertained to TB and attempt to give my opinion concerning 
them. I have selected five such points. 

1. Policy re hospitalization for tuberculosis of non-service-connected 
veterans : 

For the country as a whole, there is a marked shortage of hospital 
beds for the treatment of tuberculosis. Because tuberculosis is a com- 
municable disease, and because the cost of the prolonged hospitaliza- 
tion necessary in the treatment of tuberculosis 1s such that essentially 
no patients can afford such hospitalization through their own financial 
resources, it has become generally accepted that such hospitalization 
must be provided through governmental agencies and paid for through 
tax funds. 

From the standpoint of segregation of the infectious patient until he 
is no longer a menace to others, it does not matter whether such 
hospitalization is in an institution financed by the Federal Govern- 
ment, State government, or local government, assuming equal quality 
of care. The quality of care provided by the Veterans’ Administra- 
tion for tuberculosis patients 1s equal to, and frequently better than, 
that provided by State and local tuberculosis hospitals. 

Since tuberculosis is the most serious communicable-disease problem 
in the United States, since it is still the leading disease as a cause of 
death between the ages of 15 and 34, which are such important years 
from the standpoint of family life and productive manpower, and 
since the TB death rate is twice as high among men as among women, 
it would seem to be desirable to make available hospitalization to 
veterans for non-service-connected cases, as well as service-connected 
cases, as part of the all-out campaign throughout the country to rid 
ourselves as soon as possible of this completely unnecessary drain on 
our financial resources and manpower. Priority, however, should be 
given to service-connected cases if funds and facilities are not ade- 
quate to cover both the service-connected and non-service-connected 
cases, 

Establishment of an unqualified policy by Congress to the effect 
that non-service-connected cases are eligible for such hospitalization 
would greatly facilitate adequate planning on the part of the Tuber- 
culosis Division of the Veterans’ Administration. Under the present 
indefinite policy it is difficult to estimate future needs for facilities. 

It affects the planning on the part of the State and local agencies. 
It is difficult for them to plan adequately when they do not know to 
what extent the Veterans’ Administration is going to take care of the 
TB problem among veterans. 

2. Is payment for all or a part of the hospitalization for the non- 
service-connected case feasible or desirable ? 





2672 HOSPITAL CARE AND OUTPATIENT DENTAL TREATMENT 


Because of the communicable nature of tuberculosis, it is my opinion 
that no payment should be required for hospitalization of either the 
non-service-connected case or the service-connected case of tuberculosis 
in a veteran. Very few patients can afford to pay for such care any- 
way and it is to the advantage of the general public that there be no 
barriers to prompt segregation of the infectious patient, with sufii- 
ciently prolonged and adequate treatment to render him so well cured 
that it is unlikely he will again break down into an infectious case. 

It is difficult enough as it is to persuade a patient to remain in the 
hospital long enough to thoroughly stabilize the healed area in the 
lung and reduce the likelihood of a relapse. When payment for care 
is required the patient is more likely to leave the hospital too early 
and against the advice of his physician. Instead of becoming a per- 
manent taxpayer instead of a tax consumer, such a patient usually 
breaks down again shortly and second attempts at cure are always more 
prolonged, more likely to end in tragedy, and more costly than an 
adequate period of continuous treatment to begin with. 

3. Would it be desirable that contract hospitalization be provided 
for certain non-service-connected cases over and above that authorized 
today ? 

Although taking the United States as a whole there is a shortage 
of beds for the hospitalization of tuberculosis patients, there are some 
areas which have more beds available than they can now fill because 
ot extensive local hospital-construction programs in the past, inten- 
sive case-finding programs over a prolonged period, and other factors. 

In some areas where a good TB program has been conducted for 
some period of time they ; are beginning to find they do have some 
vacant beds which could be used to take care of patients from some 
other community. 

It would seem reasonable, insofar as possible, that such of these 
facilities which are so located and so staffed as to give care of high 
quality by current medical standards be utilized on a contract loi h 
the Veterans’ Administration to care for either service-connected or 
nonservice-connected cases of tuberculosis in veterans. 

4. What standards do you think should be set for determining eligi- 
bility for hospitalization for the non-service-connected case? 

In my opinion, so far as tuberculosis is concerned, the only require- 
ment should be the diagnosis by competent medical authority of active 
tubercuivsis requiring ‘hospitalization. 

5. Should the possession of a private hospital insurance contract 
entitling the veteran to treatment in a private hospital be a bar to hos- 
pitalization in a VA hospital ? 

I believe practically no private hospital insurance contract includes 
tuberculosis as one of the illnesses for which the contract is valid, so 
that I believe this does not enter the picture so far as tuberculosis is 
concerned. 

I might say many of the contracts have provisions for a brief period 
of time, 30 or 60 days, something of that sort, but that. is a very 
small part of the total period you really require for hospitalization. 
There are also occasionally provisions for a short period of hospital- 
ization for some special surgical procedure, bronchoscopy, or some- 
thing of that sort, but all in all I do not believe this question applies 
as far as TB is concerned. 
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SUMMARY 


I belieye that Congress should establish an unqualified policy that 
veterans suffering from non-service-connected tuberculosis should be 
eligible for hospitalization through the Veterans’ Administration as 
well as veterans with service- -connected tuberculosis, although priorit 
should be given the service-connected case if inadequate funds or facil. 
ities make neecssary differentiations between the service-connected 
and non-service-connected case. 

Mr. Sartor. I am sure that you will welcome the news that it has 
been the uniform opinion of every witness that has appeared before 
this committee that insofar as TB is concerned, and the NP cases, that 
no difference should be drawn between the service-connected and non- 
service-connected case. 

The two diseases are really problems of a public health nature 
rather than an individual comin 

Now, Dr. Perkins, could you tell us the number of hospital beds 
that your organization would recommend, or has icieniaanbiel to the 
Veterans’ Administration for TB cases? 

Dr. Perkins. We have not made a recommendation to the Veterans’ 
Administration to the number of beds which they should have. I do 
know approximately the number they do have at the present time, 
but I am sure that you have that information. 

Mr. Sartor. Dr. Perkins, speaking not from just the VA stand- 
point but from the national standpoint, how big is the overall problem 
of TB at the present time ? 

Dr. Perxins. It is still a very serious problem. Even with the 
new drugs and better surgery TB causes more deaths than all the 
other infectious and parasitic diseases combined. 

Mr. Saytor. Could you tell us, or does your organization know, 
the number of beds presently available in all State, Federal and pri- 

vate institutions for the care of TB patients? 

Dr. Perkins. Roughly, about 100,000 beds are available, exclusive 
of those in mental and penal institutions. There are about another 
23,000 of such beds. Some of these beds, of course, are in institutions 
not considered acceptable by standards established by the Public 
Health Service. I think only about 85,000 of them are considered 
to be acceptable. 

Mr. Secrest. How many cases of active TB do you estimate exist 
in the United States today : 

Dr. Perkins. We estimate that there are about 400,000 active cases 
of TB in the United States today. 

Mr. Secrest. Then there is at least one-third less than the required 
number of beds existing to hospitalize them? 

Dr. Perkins. Yes. 

Mr. Sartor. How many hospital beds does your organization feel 
necessary ¢ 

Dr. Perkins. We estimate there are needed at the present time 
probably 50,000 more hospital beds. The old formula that we used— 
and I do not want to get into the technical aspects—we are having 
to revise. It used to be on the number of deaths. We used to say 
that there should be at least 214 beds per death, preferably 3, but 
with our improved methods of treatment, the likelihood of dying 
has been reduced. That does not mean that the necessity for beds 
has been reduced comparably. In other words, the new methods 
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of treatment, the new drugs, often increase the period of hospitaliza- 
tion. Patients would have died quickly and released beds. Now, 
for some period of time, it becomes a long-drawn-out illness with 
ultimate death or recovery, and if recovery, often requiring | exten- 
sive surgery, which requires more hospitalization. We are in the 
process of working out with the Public Health Service now some 
new formula for the need of hospital beds. 

Mr. Sayrvor. Is it a correct statement that if a TB patient is hos- 
pitalized early his chances of recovery to be a useful citizen are much 
greater ¢ 

Dr. Perkins. Yes, indeed; that is so. 

Mr. Saytor. And whether TB is service connected or nonservice 
connected, the early hospitalization of that veteran will enable him 
to more rapidly become a useful citizen ¢ 

Dr. Perkins. He has a much better chance of recovering quickly 
under those circumstances. 

Mr. Sartor. And you would recommend that the TB patient, 
whether service connected or nonservice connected, pay no charges 
whatsoever as long as facilities are available in the VA hospitals? 

Dr. ee ory That is correct. 

Mr. Sayior. Do you feel that psychologically anyone suffering from 
TB would be aided in his recovery if he knew when he went into 
the Veterans’ Administration hospital that no payment would be 
expected ? 

Dr. Perkins. I am sure that is so. Recalling my statement, we 
know that when a patient is required to pay he is likely to leave 
too soon. It hurts a patient’s conscience that he is paying out the 
money. He feels that he must get back and help support his family, 
and all too often, against the advice of the physician, he leaves and 
breaks down and it actually costs more in the long run than if he 
had not been required to pay to begin with and had had adequate 
treatment the first time he was hospitalized. 

Mr. Sartor. I think it is enlightening to know that it takes a 
longer time for the recovery of patients who have been hospitalized 
the second time than if he had been properly cared for in the first 
place. 

Mrs. Rogers. Without objection, I will insert at this point a letter 
I have received from the Chief Medical Director, Admiral Boone. 

JuLyY 17, 1953. 
Hon. EpirH NovuRse Rocers, 
House of Representatives, Washington 25, D. C. 

Dear Mrs. Rogers: In view of the fact that in my testimony yesterday before 
your subcommittee I made reference, as you know, to the article I prepared 
entitled, “From A to Z—An Examination of Certain Popular Misconceptions 
Concerning the Medical and Hospital Program of the Veterans’ Administration,” 
and the chairman of the subcommittee kindly permitted me to introduce into 
the record certain correspondence between Dr. Karl Menninger and the American 
Medical Association, which letters I read prior to their submission, I feel that 
if the subcommittee is willing, that the original correspondence which emanated 
from me with the American Medical Association in regard to the article, should 
be included in the record in the proper place. I am therefore attaching certain 
correspondence which will provide informative background and make for more 
completion of the subject. 

One of the letters, as I said, is my original one to Maj. Gen. George F. Lull, 
secretary and general manager of the American Medical Association, under date 
of May 11. 

The second is a telegram from me to General Lull under date of May 27, with 
a telegraphic reply from him of the same date. 





HOSPITAL CARE AND OUTPATIENT DENTAL TREATMENT 2675 


Next is a letter from Dr. Austin Smith, editor of the Journal of the American 
Medical Association under date of May 27. It will be noted that there is a 
lapse of almost 2 weeks from the date of submission of my article until it was 
returned to me, not having been accepted for publication. 

You will note from my letter of May 11 that my article was written solely at 
the behest of the special medical advisory group, which as I explained yesterday, 
is the statutory body of consultants provided for in Public Law 2938, and the 
ticle was not one that I personally instigated. It would well seem that it 
would not have been as important for it to fail to publish an article which had 
been written on a personal basis, as to fail to publish an article which was 
prepared as a result of a resolution emanating from a statutory policy advisory 
body as the special medical advisory group. In the discussions bringing forth 
this resolution at a meeting last fall, it was brought out by the special medical 
advisory group that it was their feeling that there was so much misinformation 
and lack of information abroad that if the facts were presented to the medical 
public, they would dispel and allay much of the criticism. The members of the 
group are well informed on our medical program and have very materially helped 
to formulate it. 

There is another reason why I am submitting the attached correspondence 
for the information of your committee and your subcommittee and that is because 
there is a reference in the correspondence, placed in the record yesterday, with 
a very definite relationship between what was then presented and what I am 
now presenting. The fact that I did not ask to have the latter inserted yester- 
day, was an oversight on my part, in the attempt to cover—as you and the 
members of your committee so well know—many subjects in the hearing period. 

It must certainly be obvious to you and the members of the committee that 
for me to have to voice and opinion not in consonance with the board of trustees 
of the American Medical Association and many other colleagues an intimate 
professional and personal friends, is most unpleasant. I love my profession 
dearly and I am enriched by a host of friends in my profession. I have given 
to it freely with an intense devotion for 40 years. I would be just as negligent 
to fail to point out what I consider to be the error of its ways as I would as 
i parent in facing the issues of the day with my child or with any of my asso- 
ciates. The Chief Medical Director of the Veterans’ Administration must pro- 
vide a leadership for the largest single segment of physicians and ancillary 
personnel in America. It would not only be unbecoming for me to fail te 
defend the medical mission of the Veterans’ Administration but it would be 
cowardly. I cannot pursue the easiest course in meeting the issues of the day. 
President Harding so well said in my presence: 

‘It is wise to pound out the great issues of the day cn the anvil of public 
opinion.” ; 

Your committee, as representative of the body politic, are most admirably 
loing that very thing and I have nothing but the highest respect and admiration 
for the magnificent and vital role that you have taken in these recent months 
in bringing before the American public facts and truth.- My faith is such that 
I know the cause of the present medical program for the veterans of this Nation 
is a just and wise one; therefore, I have no apprehension about the outcome. 
Your committee has given me tremendous assistance in making it possible for me 
to try to accomplish my single ambition and that is to so do the job and to found 
it on such firm foundations that my successor will be able to do an infiinitely 
better one. 

With my gratitude to you and each member of your committee for the service 
it is rendering us here in the Veterans’ Administration, to the veterans of this 
country who presently medicalwise are my charges and to me in this very 
difficult position, I am 

Very sincerely, 
J. T. Boone, 
Vice Admiral (MC) United States Navy, Retired, Chief Medical Director. 


Maj. Gen, Grorce F. Lur., M. C., 
May 11, 1958. 
United States Army, Retired, Secretary and General Manager, 
American Medical Association, Chicago, Il. 
Dear Grorce: Some months ago the special medical advisory group which is 
our statutory and top level advisory group, presently chairmaned by Dr. Derrick 
Vail, passed a resolution that I should prepare an article for submission to the 
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American Medical Association Journal for publication, the article to be of an 
informative nature, related to the Veterans’ Administration’s medical and 
hospital program. 

There is enclosed herewith, in compliance with the aforementioned resolution, 
an article entitled, “From A to Z—An Examination of Certain Popular Miscon- 
ceptions Concerning the Medical and Hospital Program of the Veterans’ Adminis- 
tration.” In behalf of the special medical advisory group, I am asking that it 
be published in the Journal. The group stipulated that it was only desirous of 
having the article published, if it were done in toto, and I am sure you will realize 
the need and wisdom for it being presented in its entirety. 

Hoping all is going well with you and with kindest wishes to Mrs. Lull and 
you, I am, 

Very sincerely, 
J. T. Boone, 
Vice Admiral (MC) United States Navy, Retired, Chief Medical Director. 


[Telegram] 
VETERANS’ ADMINISTRATION, 
May 27, 1953. 
Maj. Gen. Grorce F.. Lut, M. C., 
United States Army, Retired, Secretary and General Manager, 
American Medical Association, Chicago, Ill. 

Request information whether my letter of May 11, 1953, with the enclosed 
article submitted for publication in the Journal has been received. In checking 
back find it was unfortunately not sent registered mail: hence this followup. 
(10) 

J. T. Boone, 
Vice Admiral (MC) United States Navy, Retired, Chief Medical Director, 
Veterans’ Administration. 


[Telegram] 


Curcaco, Itt., May 27. 
Adm. Jor. T. Boone, 
Veterans Administration, Washington, D. C.: 
Manuscript received. Dr. Smith writing you today. 
GeorGe F.. LULL. 


THE JOURNAL OF THE AMERICAN MEDICAL ASSOCIATION, 
Chicago, Ill., May 27, 19538. 
Vice Adm. J. T. Boone, 
(MC) United States Navy, Retired, 
Chief Medical Director, 
Veterans’ Administration, Washington, D. C. 

Dear ApMrIRAL Boone: Doctor Lull has referred to me your letter of May 11 
and the manuscript entitled “From A to Z—An Examination of Certain Popular 
Misconceptions Concerning the Medical and Hospital Program of the Veterans’ 
Administration,” which accompanied it. 

I found this paper very interesting, of course, and one that contains consid- 
erable information that has been the subject of discussion from time to time by 
various people. However, it offers a considerable amount of information which 
is already well known to the medical profession. In addition, the subject of 
medical care and hospitalization for veterans with non-service-connected dis- 
abilities will again be considered by the board of trustees and the house of 
delegates of the American Medical Association at its meeting during the first 
week in June. Therefore, it would seem advisable to suggest reconsidering the 
manuscript in the light of any new policy which might be established by the as- 
sociation at that time. I, of course, have no way of knowing what actions might 
be taken by the board or the house but, if the subject is discussed at the June 
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meeting, it seems almost inevitable that a different degree of emphasis may be 
felt indicated in any discussion on this subject following the AMA meeting. 

It seems only fair, then, to return the manuscript to you for reconsideration 
following the June meeting. 

Sincerely yours, 
AusTIN Samira, M. D. 

Mrs. Rocers. I am interested to know that you praise the care given 
the TB patients by the Veterans’ Administration. 

Dr. Perxrns. Yes. I think the quality of care is very good in the 
Veterans’ Administration. We have followed that with gr eat interest. 
You may recall that there was a time when it was not so good. Asa 
matter of fact, following a survey by our organization, there was a 
marked improvement in the quality of care. The tuberculosis work 
of the Veterans’ Administration I think is in very competent hands, 
and our medical section follows the work very closely. It is very good, 
Ican assure you. Also, they are very helpful in research because of the 
extensive facilities they have and because of the quality of men they 
have. They are able to give us answers to a lot of our questions about 
actual details of treatment more quickly than we could possibly get in 
any other way. They have been extremely helpful from that point of 
view. We receive data on the dosage of streptomycin and things of 
that sort. 

Mrs. Rogers. I think that it is wonderful that you have been so co- 
operative with the Veterans’ Administration. 

Mr. Evins. I have only one brief observation. Dr. Perkins, in view 
of the tremendous overall problem and the fact that there is a shortage 
of beds in civilian hospitals for the TB patients, it is your view, and you 
feel that it should be confirmed, that as far as TB patients are con- 
cerned there should be Federal support for the care of veterans? 

Dr. Perkins. Yes. 

Mr. Fretrncuuysen. Mr. Chairman, I should like to compliment 
Dr. Perkins on his statement. As an aside, I would like to say that 
members of my family have know members of the Trudeau family for 
a great many years and I know the work that they have done. 

I should like to ask you whether you have any comments on the 
handling of the TB problem so far as the veterans are concerned. You 
mentioned that we should establish an unqualified policy. I am just 
wondering, in spite of, or in addition to Mr. Saylor’s statement, 
whether you do not think that we have that now? If not, what changes 
should we make? In other words, we have indicated that we would 
like to make no distinction between service-connected and non-service- 
connected cases in the TB field. Then we add the limitation, except 
so far as beds are available. Now, is it your suggestion that we should 
eliminate that qualification so far as the TB patients are concerned ? 

Dr. Perkins. Does not the further qualification—they have to sign 
a statement that they cannot afford such care through their own 
resources ¢ 

Mr. Fretincuuysen. I take it that you are assuming that this 
statement should still be continued so far as non-service-connected 
cases go? But should there be no other limitation? 

Dr. Perkins. No. I would think that you should not require even 
the non-service-connected patient to state that he could not afford to 
obtain such care. 
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Mr. Frevinenuysen. You would do away with that limitation be- 
cause the treatment is too expensive ¢ 

Dr. Perkins. Too expensive, and we are dealing with a communi- 
cable disease, so it is a public health problem, and it is to the advantage 
of the public to get that patient in as quickly as ecw You have 
redtape that you have to go through in deciding whether or not he can 
pay. That often delays the admission. Then if he is paying while he 
is in there it bothers him that he is spending the money and he has an 
inclination to leave too soon, so I think the financial aspects ought to be 

eliminated. 

We eliminated them entirely in New York State, and I used to be 
deputy commissioner of health in New York State. We have no means 
test there. For that very reason we found we spent more money trying 
to collect what little money we could collect than we obtained. Be- 
cuuse it was a public-health problem and because psychological factors 
were involved, we felt it advisable not to require payment. 

Mr. Frevincuuysen. Do you suggest that it may be necessary to 
establish a priority for the service-connected case ? 

Dr. Perks. If you have to distinguish, yes. It seems to me that is 
inherent in the philosophy in providing for the veteran. You natu- 
rally give priority to the service-connected veteran rather than the 
non-service-connected veteran. 

Mr. FrevincHuysen. Do you have any idea how many beds would 

be needed if there were no need to establish the priority? How many 
beds would have to be added to the present capacity ? 

Dr. Perxuys. I understand there are about 2,500 on the waiting list 
at the present time. There are about 15,000 patients hospitalized by 
VA at the moment, equally divided between service-connected and 
non-service-connected. There are about 2,500, I understand, on the 
waiting list, non-service-connected cases. Whether more will be 
brought to light I do not know. That is the situation now. 

Mr. Frevincuuysen. Do you think that it might be possible to do 
away with that priority altogether without seriously disturbing the 
existing proportion of beds being used for TB and other disabilities? 

Dr. Perkins. I would think so, if I understand your question. 

Mr. Fre_incHuysen. Your suggestion is there are only 2,500 on the 
waiting list and you say maybe only one-third of those would actually 
need a bed? It does seem a possibility that we could add all those non- 
service-connected cases and not in any way affect the service-connected 
cases. 

Dr. Perkins. I think that that is right. 

Mr. Lone. I would like to join the rest of the committee in compli- 
menting Dr. Perkins on his splendid stataement. I feel after hearing 
the statement like Iam normal. I can say this to you, Doctor, this is 
the first time I have heard a statement that I agree with in its entirety. 

If a patient goes in during the early stages, what is the average time 
he remains in a hospital before he is able to return to his home and 
work ? 

Dr. Perkins. That is a very difficult question to answer. 

Mr. Lone. In order to determine the number of beds that we should 
have for that purpose, we would like to have some idea as to how long 
they stay in. Then we would know what percentage go in and we 
could pretty well figure what we have to do. 
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Dr. Perxrns. It varies tremendously according to the individual 
patient. It isextremely rare that a patient stays in less than 6 months, 
and frequently it is a year or more. 

Mr. Secrest. I was impressed by one thing you said, that the State 
of New York has no means test for the treatment of TB in any State 
institution. Was there any objection made when that policy was 
adopted by the American Medical Association ¢ 

Dr. Perxins. No, sir. 

Mr. Secrest. I wonder why they would object to us having the treat- 
ment in Government hospitals. They have taken the position that 
temporarily we should continue to treat non-service-connected vet- 
erans, but the minute there are other facilities made available, State 
or local, we should completely bar the door to the treatment of non- 
service-connected veterans with TB. I just wondered if they had 
made any objection when the door was opened wide in New York 
State. 

Dr. Perkins. No. That went through very smoothly. I was in 
the department at the time. I do not know if the American Medical 
Association came into the picture. After all, it was a State affair, but 
we had excellent relationship with the New York State Medical So- 
ciety, and there was no difficulty experienced at that time. 

Mr. Secrest. Even a man with considerable means knowing that 
he would have to be hospitalized for a period of a year, or 2 years, 
would have considerable worry, which would not be conducive to quick 

or complete recovery. 

Dr. Perxins. That is right. 

Mr. Secrest’. Now, with regard to the research end of it, you stated 
that the Veterans’ Administration was almost invaluable. By virtue 
of the research and the new methods of treatment that may be de- 
veloped, it is conceivable that that expenditure of Government money 
on veterans would result in a saving of thousands of lives of non- 
veterans. 

Dr. Perkins. That is very true, sir. 

Mr. Secrest. So the expenditure is not purely for the benefit we get 
from treating our veterans, but we extend the benefits to countless 
nonveterans who may have TB in the future? 

Dr. Perkins. Yes, that is correct. 

Mrs. Rogers. Dr. Perkins, how valuable has been the free X-ray 
treatment given by the States? 

Dr. Perkins. Do you mean the finding of cases through the furnish- 
ing of X-rays for the general population? 

Mrs. Rocers. Yes. 

Dr. Perkins. I think that it is very valuable. You see, we still do 
not have a good method of prevention, a vaccine that can be used 
throughout the entire population. We do have a vaccine, BCG, that is 
of limited value to certain groups, but we do not have a vaccine like 
the smallpox vaccine, so our control necessarily depends upon finding 
the cases as early as possible and then treating them as soon as pos- 
sible and giving them adequate treatment. So the whole program 
depends upon adequate case finding. In TB, unfortunately in the 
early stages, a patient does not have symptoms. To find those patients 
when you can do the most for them it is just necessary to X-ray the 
general population. That has been a program that has been promoted 
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by the Public Health Service and by the States and local govern- 
ment, both voluntary and by the official health agencies. I think it is 
invaluable, essential, as a matter of fact, to our present control pro- 
gram. Some day I hope we will have a good vaccine and we can 
change our emphasis, but we do not have it at the present time. 

Mrs. Rogers. In the early days in the public-health hospitals many 
of the veterans worked until within a few days of their death. 

Dr. Perkins, is it not very important to have a TB case kept as free 
from mental strain as possible? 

Dr, Perkins. Yes; we think it is very important. 

Mr. Cretetia. That applies to all cases. 

Mrs. Rogers. I think with TB they sometimes get out of bed and 
they leave the hospital too soon. Is there not a nervousness that often 
goes with TB? 

Dr. Perxins. Yes. The prolonged period of hospitalization is a 
factor. There are some physicians, psychiatrists, aa have studied 
the problem and believe that mental stress as a matter of fact, some- 
times precipitates TB. They were infected, but would have been 
able to have taken care of it themselves except for the mental stress. 
We feel that emotional stress is extremely important with regard to 
recovery from TB. 

Mrs. Rogers. A great many NP hospitals have TB patients. 

Dr. Perkins. Yes. 

Mrs. Roeers. Do you think that climate makes much difference 
now ? 

Dr. Perxrns. I think it is relatively unimportant in view of our 
improved methods of therapy. 

Mrs. Rogers. There has been a change in that thinking in the last 
30 years. 

Dr. Perkins. A very marked change. 

Mrs. Rogers. I enjoyed your statement very much. 

Dr. Perkins. We can cure them now in the big cities, Philadelphia 
and New York, without going to the mountains or to the desert. 

Mrs. Rogers. You do not have to advertise Saranac Lake? 

Mr. Saywor. Dr. Perkins, on behalf of the committee, I want to 
thank you for this excellent presentation and the coloquy that has 
followed. 

We will stand adjourned until Monday morning at 10 o’clock, when 
the American Hospital Association will be heard. 

(Whereupon at 10: 45 a. m., the committee adjourned until Monday, 
July 20, 1953, at 10 a. m.) 





ENTITLEMENT AND ELIGIBILITY OF VETERANS FOR 
HOSPITAL CARE AND OUTPATIENT DENTAL TREATMENT 


MONDAY, JULY 20, 1953 


Howse or ReprResENTATIVES, 
SUBCOMMITTEE OF THE COMMITTEE ON VETERANS’ AFFALRS, 
Washington, D. C. 


The subcommittee met, pursuant to adjournment, at 10 a. m., in 
room 356, Old House Office Building, Hon. John P. Saylor (acting 
subcommittee chairman) presiding. 

Mr. Sartor. The committee will come to order. 

I think each of the members of the committee have before them a 
statement from the American Legion; and without objection, this 
will be admitted as a part of the record. 

(The statement referred to is as follows:) 


Tue AMERICAN LEGION, 
NATIONAL LEGISLATIVE COMMISSION, 
Washington, D. C., July 20, 1958. 
Mr. Karu STANDISH, 
Chief Clerk, House Veterans’ Affairs Committee 
Old House Office Building, Washington 25, D. C. 

DeaR Mr. StanpisH: Referring to the hearings now being conducted by 
the Kearney Subcommittee on Hospitals, I enclose copy of my letter of even 
date to Congressman Bernard W. (Pat) Kearney, chairman of said subcommittee 
together with a copy of Mr. Kraabel’s statement therein referred to. I give you 
this for your information and guidance. 

With warmest personal regards, I am 

Sincerely yours, 
Mites D. KenNnepy, Director. 


Tue AMERICAN LEGION, 
Washington, D. C., July 20, 1958. 
Hon. BerNarp W. (PAT) KEARNEY, 
Chairman, Subcommittee on Hospitals, House Veterans’ Affairs Committee, 
Old House Office Building, Washington 25, D. C. 

DEAR CONGRESSMAN KEARNEY: Referring to the hearings now being held by 
the Subcommittee on Hospitals on the general question of hospital entitlement 
of veterans, you may recall that Mr. Robert M. McCurdy, chairman of the national 
rehabilitation commission of the American Legion, testified before the subcom- 
mittee on July 10, 1953. 

We have been closely following the testimony presented by various individuals 
and organizations in the interim. Recently certain data was submitted by rep- 
resentatives of a medical association before your subcommittee which, data, in 
our opinion, should be refuted. 

With that thought in mind Mr. T. O. Kraabel, director of our national reha- 
bilitation commission has prepared a statement dated July 20, 1953, wherein 
he answers these statements. Enclosed please find 40 copies of this statement. 

I respectfully request that you distribute copies of the enclosed statement to 
the members of your subcommittee and that the statement be incorporated in the 
record of your hearings with the same force and effect as though Mr. Kraabel 
had appeared and testified personally before the subcommittee. 

Thanking you for your courtesy and cooperation, and with kindest regards, I 
am 

Sincerely yours, 
Mrzes D, Kennepy, Director. 
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STATEMENT OF T. O. KRAABEL, DIRECTOR, NATIONAL REHABILITATION COMMISSION, 
THE AMERICAN LEGION 


Members of the staff of the national rehabilitation commission, the American 
Legion, are impressed with the expressions of the individual Congressmen serv- 
ing on the Hospitals Subcommittee of the House Committee on Veterans’ Affairs 
with reference to the program of veterans’ hospitalization. These expressions 
display a desire on the part of these Members to preserve the substantive legis- 
lation providing medical care and hospitalization for veterans of the wars in 
which our Nation has engaged. 

As expressed by the national rehabilitation chairman, Robert M. McCurdy, in 
his testimony before this subcommittee, we feel that these hearings serve a real 
purpose. We favor the action of the subcommittee in seeking means to protect 
such a program and to strengthen its operation to the end that the intent of the 
law will be diligently observed and the small percentages of abuses eliminated. 

We do not favor the use of the non-service-connected hospitalization privilege 
by those who can afford to pay for such care in facilities other than those of the 
Veterans’ Administration. Our studies in 22 hospitals have shown a minimum 
number of cases in which the eligibility of the applicant, based upon inability to 
pay, could be questioned. 

We believe that the effort should be continued to have Veterans’ Administration 
personnel, service officers of veterans’ organizations, physicians, and applicants 
more fully informed on the purpose and intent of the law. We submit that this 
appears most desirable in order to provide to all concerned a sense of clear duty 
to avoid misuse of the privilege by conforming strictly to the rules of eligibility. 

We also believe that the priorities established in substantive law and VA 
regulations for care and treatment of all classes of cases, both service-connected 
and non-service-connected, for all types of disabilities, provide the proper basis 
for admitting veterans to the hospitalization program established by Congress 
and earried out by the Veterans’ Administration. 

We have always felt, and the recent sessions of hearings before this sub- 
committee have confirmed it, that it is essential to establish clearly the eligibility 
of those who seek admission for care and treatment under VA authority on an 
individual basis. Once this eligibility is established we doubt the wisdom of 
expanding the authority to establish systems of partial or complete collection 
for treatment given. If the veteran is eligible under the law he is entitled to 
the best care and treatment without thought of collection for the cost, either 
wholly or in part, of such treatment. If he is not eligible, then admission 
should not be granted; or if already admitted and later found ineligible, termi- 
nation of his hospital stay should be accomplished as soon as attending physicians 
would permit. 

It is understood that in the administration of the program and in the priority 
list, admittance of emergency cases is accomplished in all hospitals, regardless 
of their Government or non-Government status. 

In the testimony by National Chairman McCurdy there are set forth four 
steps which the national rehabilitation commission feels would do much to 
fortify the administration of this law and the processing of applications for this 
benefit. Briefly, they involve the principle previously mentioned of diligently 
observing the eligibility requirements, appraisal by the applicant of his ability 
or inability to pay for hospital care, and respect for the sworn statement or oath 
which he must sign. 

Other witnesses before this committee have indicated that the Veterans’ Ad- 
ministration may have authority to establish further procedures which would 
administratively permit the VA to screen out or eliminate alleged abuses. If so, 
these would go further in establishing clear adherence to the rules for eligibility, 
and permit appropriate punitive action for those knowingly taking advantage of 
this hospitalization program when they are in fact ineligible. 

The American Legion sincerely suggests and hopes that this subcommittee or 
the full Committee on Veterans’ Affairs will ask the Administrator to submit such 
amendments or changes in regulations as would accomplish the purpose for 
which these hearings have been held. Through such a proposal, refined to meet 
the will of the Congress, this committee can determine whether any change in 
substantive law should be recommended. Such a course would avoid the possi- 
bility of inflicting harsh remedies and would be sufficiently flexible to permit 
later corrections if so indicated. 

Representatives of certain segments of organized medicine have testified that 
medical and hospital care under VA auspices for the nonservice-connected should 
be abolished. It is our feeling that such a concept is entirely foreign to the 
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thinking of the great majority of the American people. The military commit- 
ments of this Nation in defense of its borders and institutions will always, we 
are confident, include a system of veterans programs and benefits. Medical and 
hospital care, within certain limitations, is an integral part of such a system. 

Press releases, comments, and statements on the part of those who oppose this 
program have invariably included the assurance that they are for the service-con- 
nected disabled getting the best there is in medical and hospital care under 
VA auspices, but that the so-called non-service-connected should be denied. 
They who so express themselves make no allowance for the thousands whose 
claims are pending, who are permanently and totally disabled, and those who 
are sick, distressed and have no place to go other than to an agency of the Gov- 
ernment they served during a national emergency. 

The stand of organized medicine as expressed by the house of delegates of the 
American Medical Association is to the effect that war veterans suffering from 
tuberculosis or psychiatric or neurological disorders of nonservice origin, and 
who are unable to defray the expenses of necessary hospitalization, be afforded 
hospitalization by the Veterans’ Administration within the limits of existing 
facilities. This group officially expresses itself as believing that this is necessary 
at this time “because of the inadequacy of local facilities designed to provide 
treatment for all such cases,” 

The National Medical Veterans Society expresses the feeling that the non- 
service-connected cases in these categories (neuropsychiatric and tuberculous) 
should only be hospitalized under Federal auspices when there are no facilities 
available in their own States. This group further recommends elimination of 
the non-service-connected general medical and surgical beds because ‘‘an elimina- 
tion of the non-service-connected general medical and surgical beds would make 
additional service available for these (NP and TB) patients.” 

We are unable to understand the basis for the recommendation of excluding all 
general medical and surgical cases, nonservice-connected, on the one hand, and 
recommending that the Veterans’ Administration continue to treat the non- 
service-connected tuberculous, psychiatric, or neurological disorders because 
local facilities are inadequate to care for such cases, when as a matter of fact 
there is a relatively greater shortage proportionately of chronic general medical 
and surgical beds in this country than that of the tuberculous, mental and gen- 
eral beds for nonchronic cases. A copy of the United States Public Health 
Service report setting forth the great need for chronic general medical and sur- 
gical beds has been filed with the committee. 

Moreover, as to the G. M. and 8S. cases, many responsible elements of organized 
medicine are in general agreement that, to maintain veterans medical and hos- 
pital care on a plane second to none, the present system must be maintained in 
the Veterans’ Administration. Back in 1940 and 1941 the American Legion advo- 
cated certain steps which would lead to a definite improvement of the medical 
and hospital activities of the Veterans’ Administration. The proposals and rec- 
ommendations set forth in Natitonal Convention Resolution 528 at Milwaukee in 
1941 were the object of studies by 2 or 3 different referee groups appointed by 
the Administrator of Veterans’ Affairs. The advent of World War II suspended 
action on the proposals and it was not until the close of that war that the present 
system was launched under a new Administrator and Chief Medical Director. 
It has merited and still merits the high praise of those qualified to appraise 
medical and hospital programs. 

We believe it essential to preserve the present system of medical care and 
hospitalization in order to retain and assure high-quality medical care. We 
submit that if those who criticize the hospitalization of the general medical 
and surgical cases were to have their way we would see a return to a class of 
medicine less than that which prevails now and which would prove unsatisfac- 
tory to patients and. Government alike. Medical and hospital treatment of 
the service connected would deteriorate. Such a course is, we believe, un- 
acceptable and beyond the thinking of the American people. At this point I 
would like to place in the record Resolution 564 which was approved by the 
1952 national convention of the American Legion: 

“Be it resolved by the American Legion in national convention assembdled, 
New York City, N. Y., August 25-28, 1952, That the relationship between the 
Veterans’ Administration Department of Medicine and Surgery, and the edu- 
cational institutions of the Nation— 

1. Has provided superior medical care for veterans (and this, indeed, is 
the expression of the veteran patient himself) ; 
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2. Has provided a unique device for recruitment of medical personnel 
of the highest quality for the Veterans’ Administration medical program; 

8. Has made many of our Veterans’ Administration hospitals the equal 
or superior of any hospital anywhere in the world; 

4. Finally, has made the Veterans’ Administration a full partner with all 
other responsible elements of American medicine in the crucial educational 
project of producing more and better trained medical personnel for the 
Nation.” 

The National Rehabilitation Commission and its medical advisory board have 
felt for some time that much of the misunderstanding of and opposition to the 
veterans’ hospitalization program could be composed if the facts were made 
known. Efforts were made to persuade the American Medical Association to 
publish in its journal certain findings and opinions by the chairman and two 
members of the medical advisory board, They are Dr. Leonard G. Rowntree, 
Dr. Charles W. Mayo, and Dr. Franklin D. Murphy. These were turned down. 
We understand that more recently the Chief Medical Director of the Veterans’ 
Administration attempted to have published in the AMA Journal a dissertation 
entitled “From A to Z.” This is an examination of and commentary on certain 
popular misconceptions concerning the medical and hospital program of the 
Veterans’ Administration. This also wasturned down. We sincerely recommend 
that it be made a part of these hearings before your committee. 

National Chairman McCurdy in his testimony referred to meetings which 
he and his colleagues have had with representatives of the American Medical 
Association for the purpose of reaching an understanding and agreeing upon 
factual information. It was quite apparent when appearing before the refer- 
ence committee of the AMA house of delegates on June 2, 1953, that they were 
determined to go ahead and officially advocate the discontinuance of medical 
and hospital services by the Veterans’ Administration to the so-called non- 
service-connected general medical and surgical cases. It might be mentioned 
in passing that during the appearance of the American Legion representatives 
before this reference committee the chairman of that committee referred to 
our hospital survey reports as “slanted.” Another comment made by one of 
the doctors present was to the effect that the AMA and Congress would decide. 
We rebutted both of these allegations vigorously and left no doubt in the minds 
of those present that the survey reports were factual and honest and that the 
American Legion would also play its part and be heard on any proposal to re- 
strict or eliminate certain portions of the law granting veterans hospitalization. 

Reference is made to the hospital survey reports which Chairman McCurdy 
filed as a part of his testimony. The senior medical consultant on our staff is 
studying these to ascertain what happens to the general medical and surgical 
eases, both short-term and chronic, who are found in these hospitals on any 
given day. We particularly invite the committee’s attention to the summary 
already filed of our analysis of 67 non-service-connected general medical and 
surgical patients. These were interviewed at one of the VA hospitals and were 
listed as having filed no claim. The findings are very revealing and rebut quite 
conclusively that there is any abuse of the hospitalization privilege among this 
group. Analyses of other reports of patients interviewed are being made. 

Another interesting study is the sampling survey of less than 90-day hospital- 
ized cases with reference to pension or compensation status. This was also 
filed by Mr. McCurdy. Therein will be found a breakdown of a certain number 
of cases remaining in VA hospitals as of January 31, 1952, and their status 17 
months later, in June 1953. Approximately 60 percent of the pension claims 
pending on the earlier date were favorably adjudicated, and 40 percent of the 
compensation claims pending. 

Additional studies on the pension and compensation status of other general 
medical and surgical cases (chronic) are now under way. We shall be glad to 
make our findings available to the committee. 

With reference to the statements and philosophy that the non-service-con- 
nected sick or disabled veteran is entitled to no more than any other citizen, we 
respectfully call the attention of the committee to the testimony of National 
Chairman McCurdy when he appeared before the full Committee on Veterans’ 
Affairs on March 4, 1953. Therein will be found citations of principles, actions, 
and historical background which effectively support the position that the Ameri- 
can veteran has a distinct place in the hearts of his fellow countrymen and in 
the laws of this Nation. 

In conclusion, our National Rehabilitation Commission and the practicing 
service officers of our organization the country over are continuing their studies 
of this vital question. Delegates to our next national convention in St. Louis, 
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August 31-September 3, 1953, inclusive, will come prepared to give these matters 
their closest attention. We are confident that specific suggestions or recom- 
mendations will be forthcoming. With the permission of the Hospitals Subcom- 
mittee of the House Committee on Veterans’ Affairs we shall be glad to return 
and report the action of this convention on this important subject. We shall 
bear in mind the request of your chairman, that he wants the assistance of 
veterans’ organizations and will welcome direct and concrete proposals on what 
should or should not be done as to the operation of the veterans’ hospitalization 
program, 

Mr. Sartor. We have this morning as our witness, William S. 
McNary, executive vice president of the Michigan Hospital Service, 
representing the American Hospital Association. Mr. McNary, we 

are happy to have a representative of the American Hospital ‘A'sso- 
ciation appear before our committee. 


STATEMENT OF WILLIAM S. McNARY, EXECUTIVE VICE PRESI- 
DENT, MICHIGAN HOSPITAL SERVICE, APPEARING AS CHAIR- 
MAN OF THE COUNCIL ON GOVERNMENT RELATIONS OF THE 
AMERICAN HOSPITAL ASSOCIATION, ACCOMPANIED BY DR. A. F. 
BRANTON, ADMINISTRATOR, BARONESS ERLANGER HOSPITAL, 
CHATTANOOGA, TENN., AND ALBERT V. WHITEHALL, DIRECTOR, 
WASHINGTON SERVICE BUREAU, AMERICAN HOSPITAL ASSO- 
CIATION 


Mr. McNary. Thank you very much, Mr. Chairman. We are most 
appreciative of the opportunity to give a statement to you and to the 


honorable members of the committee. 

I have with me today, on my left here, Dr. A. F. Branton, who is 
chairman of a subcommittee of the council on Government relations, 
the subcommittee having to do with veterans’ affairs. Dr. Branton 
is the hospital administrator of the Baroness Erlanger Hospital of 
Chattanooga, Tenn., and is a member of the American Legion. 

Also Mr. Whitehall, who heads the Washington service bureau of 
the American Hospital Association. 

As you have indicated, I am executive vice president of the Michigan 
Hospital Service, which is the Blue Cross Plan for the State of 
Michigan. I appear before you today, however, as chairman of the 
council on Government relations of the American Hospital Associa- 
tion. 

The American Hospital Association represents most of the hospital 
field of this country. Of the Nation’s 6,900 hospitals, more than 5,000 
are institutional members. Our membership includes more than 90 
percent of all the general hospital beds, as well as most of the tax- 
supported hospitals, including hospitals operated by cities, counties, 
and State and Federal Governments. 

The American Hospital Association works closely with the hospital 
association of each State through member hospitals i in the furtherance 
of its objective which, to quote from our bylaws, is “to promote the 
public welfare through the development of better hospital care for 
all the people.” 

Concern with veterans hospitalization: The American Hospital 
Association has been deeply concerned by the inadequate planning and 
lack of clear policy with respect to providing hospital care for vet- 
erans. Since 1946, we have had a full-time staff member concerned 





2686 HOSPITAL CARE AND OUTPATIENT DENTAL TREATMENT 


with studying this important problem. Our veterans relations com- 
mittee, our council on Government relations, our board of trustees, 
and our house of delegates, have repeatedly given thoughtful consid- 
eration to this problem. These discussions have resulted in numerous 
resolutions,’ ine the attention of Congress and Government officials 
and the general public, to the fact that congressional policies and 
overall planning of our Federal hospital systems are indequate. 

In June 1945, a resolution of the American Hospital Association 
said in part: 


With the addition of over 13 million new veterans, a very substantial pro- 
portion of the population will be entitled to hospital and medical care at Federal 
expense. 

* * * * oF cm 

It has been repeatedly demonstrated that satisfactory operation of a large 
system of public hospitals is extremely difficult. Care in such hospitals, by and 
large, has not been comparable to that available to the general public. Author- 
ities in the hospital field believe that the size of hospitals should be limited, and 
that the best insurance of quality in medical and hospital care is a direct rela- 
tionship between those who serve and the recipients of the service. This is best 
exemplified in the hospital field by community ownership of, and interest in, 
its hospital. 

This association is of the opinion that for short-term and acute illnesses, 
the individual veteran will prefer the same hospital and medical facilities which 
are available to his family and other members of the community. 


In that resolution of 1945, the association recommended that— 


The Federal Government avoid the construction of a large number of additional 
general hospitals for the care of veterans, and that emphasis be placed instead 
on the construction, expansion, and use of community hospitals, which will be 
equally available to the veteran, his family, and his neighbors.’ 


In July 1947 our house of delegates called attention to the fact that— 


unlimited expansion of the veterans hospital construction program will result 
in an enormous hospital system in which it will be difficult or impossible to 
maintain adequate standards— 


and urged that Congress withhold appropriations for further con- 
struction until a study could be made of congressional policy on 
hospital construction programs.? 

Again, in June of 1948, our board of trustees approved a resolution, 
pointing out that the Veterans’ Administration hospital system is 
already beyond the maximum size at which efficient administration 
van readily be veel The resolution recommended that all future 


construction of Veterans’ Administration hospitals be integrated with 
hospital planning for the country as a whole. 

On July 9, 1953, our council on Government relations reviewed a 
resolution approved by our board of trustees in June 1952. In this 
resolution the following question were asked : * 


A. How big should a Veterans’ Administration hospital system be, in view of— 

1, The unwieldiness of operation of a large system? 

2. The shortage of professional and technical personnel? 

B. Did Congress, in extending eligibility to veterans with non-service-con- 
nected disabilities, intend continuing unlimited expansion of the Veterans’ Ad- 
ministration hospital system regardless of its effect upon the quality of care? 

C. Since the number of beds now available in Veterans’ Administration hos- 
pitals is acknowledged to be more than necessary for the accommodation of 
veterans whose disabilities are the result of military service— 


1 These resolutions with other material based on our own study of the problem are 
contained in a booklet, Veterans Hospitalization Planning, published in 1950. his booklet 
is filed herewith as exhibit A. 

2? Full text of resolution is set forth in exhibit A. 

* Full text of resolution is set forth in exhibit B. 





OmMm- 
ees, 
sid- 
‘ous 
‘lals 
and 


Lion 


pro- 
eral 


arge 
and 
hor- 
and 
rela- 
best 
in, 


HOSPITAL CARE AND OUTPATIENT DENTAL TREATMENT 2687 


1. Will further expansion of the Veterans’ Administration system serve any 
other major purpose than to make more beds available for non-service-connected 
cases? 

2. Will further increases in the size of the Veterans’ Administration system 
lead to a poorer quality of care for those veterans whose disabilities are service- 
connected ? 

8. Does the intent of Congress to provide hospitalization for non-service- 
connected disabilities of needy veterans require a better definition of eligibility 
to assure care for those veterans who really need assistance? 

Present policy historically sound: In 1924, when only service-con- 
nected disabilities were hospitalized, there were 26,000 beds in the 
Veterans’ Administration hospital system. The demand for hospitaliza- 
tion of veterans was decreasing following the peak after World War 
I, and beds in Veterans’ Administration hospitals were empty. It 
was at this time that Congress, through the World War Veterans Act, 
authorized pee ares of non-service-connected disabilities when 
beds were available and when the veteran was unable to pay for his 
own care. In 1933, during the depression, Congress withdraw author- 
ity for hospitalization of nonlservice-connected cases. However, it 
was restored on March 28, 1943, by a law which said: 

Provided, That any veteran of any war who was not dishonorably discharged, 
suffering from disability, disease, or defect, who is in need of hospitalization 
or domiciliary care and is unable to defray the necessary expenses therefor 
(including transportation to and from Veterans’ Administration facility), shall 
be furnished necessary hospitalization or domiciliary care (including transpor- 
tation) in any Veterans’ Administration facility, within the limitation exist- 
ing in such facilities, irrespective of whether the disability, disease, or defect 
was due to service. The statement under oath of the applicant on such form 
as may be prescribed by the Administrator of Veterans’ Affairs shall be accepted 
as sufficient evidence of inability to defray necessary expenses. 

In a report to the Committee on Veterans’ Affairs of the House of 
Representatives, on March 11, 1953, the Comptroller General of the 
United States commented on these provisions as follows: * 

There was some thought at the time of enactment that this act, which per- 
mitted hospitalization of veterans for non-service-connected disabilities would 
not involve any great expense to the Government, since it merely permitted the 
occupancy, by veterans of this class, of a number of hospital beds which then 
were not in use. 


It should be noted that until Veterans’ Administration hospitals 
were opened to non-service-connected cases, it had been traditional in 
our society that States and local communities were responsible for 
medical and hospital care of persons unable to pay for it. This re- 
sponsibility extended to care of veterans unable to pay for medical 
and hospital care. The effect of the 1934 law was to remove responsi- 
bility for the care of such veterans from the local communities, and 
State Governments, and imposed this responsibility upon the Federal 
Government. In fact, as the report of the Comptroller General sug- 
gests, the purpose of the change was merely to utilize existing empty 
beds in the Veterans’ Administration system. 

This 1934 enactment also created a problem before this committee 
which has always been questionable in its effect and certainly needs 
revision. We refer to the following: 

The statement under oath of the applicant on such form as may be prescribed 


by the Administrator of Veterans’ Affairs shall be accepted as sufficient evidence 
of inability to defray necessary expenses. 


* Report of the Comptroller General of the United States to the Committee on Veterans’ 
Affairs, House of Representative, March 11, 1953. 
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It should be further noted that in 1934 there were less than 4 million 
veterans. ‘Today there are 20 million veterans and we are adding 
another million each year. It seems certain that the number of vet- 
erans in our population ‘will continue to increase. Even more im- 
portant, the proportion of our veterans population to the total popu- 
fat ion continues to grow. 

Past experience shows that continuation of the present policy for 
the hospitalization of veterans will build up pressures for an ever- 
increasing Veterans’ Administration hospital system with a multipli- 

cation of the problems and confusions and pressures that currently 

estat. The continued growth of our veteran population has accentu- 
ated many of the weaknesses of our veterans’ program, pointing clearly 
to the fact that our present policies have been ‘adopted without ade- 
quate planning, without long-range vision, and without the sort of 
statesmanship that is necessary in meeting such an important prob- 
lem. 

Present policy is costly and will become more expensive: It has 
been estimated that continued provision of medical and hospital care 
to veterans, under present policy—on the basis of our experience prior 
to World War II—will require construction of a Veterans’ Adminis- 
tration hospital system of at least 265,000 beds, including 138,000 
medical and surgical beds, within the foreseeable future.’ The present 
system is already huge and unwieldy with 108,000 beds.* To increase 
the system to 265,000 beds would require adding another 157,000 beds, 
or much more than doubling the present size. 

This committee will undoubtedly receive conflicting estimates of 
future need of additional beds. Additional careful study should be 
made to determine this figure, bearing in mind that present congres- 
sional policy providing care for non-service-connected illness of vet- 
erans in financial need inevitably leads to broad fluctuation in demand 
related to the economic conditions in the Nation. 

The average cost of Veterans’ Administration hospitals is reported 
to be at least $16,000 per bed and this includes many beds in long- 
term hospitals that are less expensive to build than those for general 
pe mense§ and surgical care. 

Mr. Sartor. Mr. McNary, may I interrupt at that point just to 
ask whether or not that statement is to mean the average cost of 
construction ¢ 

Mr. McNary. Yes, the average cost of construction. 

Mr. Sartor. Thank you. 

Mr. McNary. Construction of 157,000 beds, even at $16,000 per 
bed, would require a capital expenditure of Federal funds in excess 
of $21, billion. 

To operate the present system of 108,000 beds in 1952, required a 
Federal appropriation of more than a half billion dollars ($501 
million).” (In 1944, this cost was only $72 million.) 

It is apparent that to operate a system of more than twice as large 
as - present will require appropriations of $1 billion’to $11, billion 
each year. 


®*From the report of Booz-Allen-Hamilton, the management survey group that studied 
VA activities, printed by the Committee on Veterans Affairs, April 1952, p. 53. 

* Report of the Comptroller General of the United States to the Committee on Veterans’ 
Affairs. House of Representatives, March 11, 1953. 

7 Report of the Comptroller General of the United States to the Committee on Veterans’ 
Affairs, House of Representatives, March 11, 1953. 
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Present law clearly requires provision of hospital care for all vet- 
erans with service-connected disabilities. It has been estimated that 
51,000 beds would serve all foreseeable future needs of this type.® 
And that is from the Booz-Allen-Hamilton, management survey, you 
will note. 

The present policy, or lack of clear policy, has developed pressures 
and results that endanger the quality of care provided veterans with 
service-connected disabilities, to veterans whose disabilities have no 
connection with war service, and to the population as a whole. The 
American Hospital Association is concerned because the maintenance 
of quality of hospital care is one of our principal aims. 

In the first place, it must be recognized that the primary obligation 
of the Nation and the principal purpose of the Teammena Adminis- 
tration hospital system is to provide the very best care we know how 
to give for injuries and illnesses suffered as a direct result of military 
service. But continued expansion of the Veterans’ Administration 
system solely for the accommodation of the veteran with a non-service- 
connected disability threatens the quality of care. 

It may be remembered that there was considerable criticism of the 
quality of care in Veterans’ Administration hospitals prior to World 
War I. Improvement in the quality of care in Veterans’ Adminis- 
tration hospitals since World War II is traceable to enlistment of 
cooperation from many non-Federal agencies. For example, the co- 
operation of the deans of medical schools has been of material assist- 
ance to Veterans’ Administration hospitals in improving their stand- 
ards. Locating Veterans’ Administration hospitals close to medical 
centers has made it possible for teaching staffs and other specialists 
to assist the Veterans’ Administration. Another factor in improving 
quality has been the cooperation of civilian doctors on a part-time 
basis as consultants and advisers. It has been said many times by 
medical directors of the Veterans’ Administration that. the mainte- 
nance of high quality care in Veterans’ Administration hospitals has 
been possible only through the assistance of outside groups. 

But much of the quality attained by the Veterans’ Administration 
has been at high cost. Indeed, quality seems possible to maintain 
only by almost unlimited funds. Every Congressman is well aware 
that whenever quality of care is criticized, Congress is blamed for not 
appropriating enough money. Whenever Congress endeavors to 
limit appropriations, the charge is made that quality of care will 
suffer. The Veterans’ Administration hospital program is not only 
expensive but seems uncontrollable as to cost. 

But even unlimited funds have not alleviated the difficulties in- 
herent in such a huge system. The Veterans’ Administration has 
experienced great difficulty in attracting a high quality of professional 
personnel in adequate numbers to maintain good service. In the 
annual report of the Director of the Veterans’ Administration of 
1952, it was stated that 7,274 otherwise available beds were closed 
because of lack of professional personnel. 

In making these statements, we acknowledge the conscientious 
efforts of the Veterans’ Administration staff. We recognize that the 
quality of hospital care in Veterans’ Administration hospitals is much 


* From the report of Booz-Allen-Hamilton, the management survey group that studied 
VA activities, printed by the Committee on Veterans’ Affairs, April 1952, p. 6 
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higher than it used to be and is, in fact, very good. The point we 
make is that there are grave difficulties in the administration of so 
large a system. General lack of long-range planning of the Veterans’ 
\dministration hospital system imposes tremendous problems. It has 
frequently been observed that there are difficulties in maintaining 
morale of Veterans’ Administration employees. They are subjected 
to all kinds of pressures, political and otherwise, and criticisms from 
congressional committees, and other groups. The uncertainty of em- 
ployment due to budget cuts, changes 1n policy and other problems are 
probably implicit in centralization of authority. 

The American Hospital Association has often expressed its firm 
belief that the best quality of hospital care is promoted in hospitals 
locally controlled, locally natiaged, and responsive to local pressures. 
The strongest incentive for a high quality of care results when the 
doetor or the institution is directly responsible to the patient who 
purchases the services, and when that patient has the freedom of 
choice of doctor or hospital. These incentives are less likely to be 
found in a large centrally administered system. The Veterans’ 
Administration, operating almost 10 percent of all of the hospital 
beds in the Nation, violates this principle. The Veterans’ Adminis- 
tration carries within it all of the problems that come from too much 
centralization of authority and restriction upon individual judgment 
at the operating level. 

The danger is that too often those individuals responsible for care 
of the sick may feel less responsibility to the patient than they do to 
regulations and administrative orders of the system. The doctor- 
patient re cannot exist adequately and with full possibility 
of a high quality of care when the doctors’ professional judgment may 
be limited by administrative regulations and procedures. Again, we 
must be careful to point out that these are the pressures that are inher- 
ent in the system that Congress has established. They are handicaps 
against which the Veterans’ Administration staff has had to work 
through the years in the absence of policy that meets the problems we 
are discussing. 

These are some of the dangers that are feared from Federal control 
of all medical care in this Nation. These are the reasons that the 
Nation has rejected socialized medicine for the population as a whole. 
We believe that such a system has pressures within it that lead to a 
poor quality of care. 

Why, then, does Congress, through lack of planning and clearly 
defined policy, permit a system with these handicaps to be imposed 
on our veterans with service-connected disabilities who merit the 
highest quality of care that we can provide? 

When a large group of citizens are encouraged to look to the Federal 
Government for hospital care for all illnesses and disabilities, whether 
or not they result from military service, we are establishing a philoso- 
phy that is repugnant to our American way of life. As veterans 
become a larger proportion of our population, we then approach a 
situation where most of our medical and hospital care will be federal- 
ized. If this point is reached, we will not need legislation to bring 
about Federal control of all medical and hospital care. We shall be 
backed into socialized medicine without knowing where we are going. 

Present policy injures all hospitals: The present policy—or lack of 
policy—injures the hospital system that provides care for the total 
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population. Federal hospitals pay salaries that are uniform nation- 
wide. The American Hospital Association believes that wage rates 
established by the Federal Government should be related to rates 
commonly paid in the community. 

Community hospitals, struggling to maintain adequate staff in the 
face of salaries paid by the Veterans’ Administration, have fre- 
quently found it necessary to increase salaries in order to retain their 
personnel. This additional cost is necessarily reflected in the cost of 
hospital care in our community hospitals. It makes the cost of hospital 
care higher for the family of the veteran and his friends in the 
communities. 

Not only do taxpayers support the inordinately large Veterans’ 
Administration hospital system; the results of this system increase 
their own expenses for hospital care. 

Inconsistent Federal program: In 1946, Congress enacted the Hill- 
Burton program which has used a total of $542,500,000 in Federal 
funds. The Hill-Burton program is almost universally approved 
because it requires overall State planning of the whole hospital field 
within each State. 

The Hill-Burton program requires communities to make an effort 
to meet their own hospital needs with the encouragement of Federal 
aid in building such hospitals. But when these hospitals are built 
there is no further expense on the part of the Federal Government. 
Each community is required to assure the proper operation and 
maintenance of those hospitals. Communities that have built new 
hospitals under the Hill-Burton program have maintained them with- 
out cost to the Federal Government. 

The Hill-Burton program has been working effectively to improve 
the availability of hospital care for the entire population. It has done 
so at a very small expenditure of Federal funds, and these community 
hospitals are subject to the sort of direct local guidance that leads to a 
high quality of care. 

On the other hand, the Veterans’ Administration system aims to 
provide care for a limited segment of the population. Yet, it has ap- 
sropriated $901 million since about 1945 to build additional hospital 
beds for veterans. 

But this is not the end of Federal responsibility and expenditure. 
As we have previously pointed out, the cost of operating this huge 
system was more than a half billion dollars in 1952. Of this 1952 
expenditure, only $178 million was required for the care of service-con- 
nected disabilities.’ 

The inconsistency of our national policy is demonstrated by the fact 
that the veterans population has been taken into consideration in 
overall plans for developing a sound hospital system for the whole 
Nation, under the Hill-Burton program. But veterans are again 
counted in the planning for expansion of the veterans’ hospital system. 
This illustrates our contention that Congress has failed to develop a 
clear and logical policy. 

Besides, we should point out to your committee that the supply of 

rofessional and highly trained health personnel in this Nation is 
se adequate to provide good care to the whole population. There 


® Report of the Comptroller General of the United States to the Committee on Veterans’ 
Affairs, House of Representatives, March 11, 1953, p. 5. 
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is a great waste of scarce personnel, and as well as money, in these 
various systems that are developing without any effort to relate them 
to each other. 

Your committee has requested specific advice in regard to the prob- 
lem of determining eligibility for veterans with non-service-connected 
disabilities for hospitalization. 

It is obvious that the Federal Government has three alternatives. It 
may limit care to service-connected cases; it may provide care to 
service-connected cases and for non-service-connected disabilities of 
veterans who are in greatest financial need; or it may provide all care 
to all veterans without i inquiry as to ability to pay. 

The primary concern here is whether financial need can be estab- 
lished on an equitable basis and whether there is abuse under the 
present system which requires only a statement by the individual 
veteran that in his own opinion he is unable to pay for care. Your 
committee received on March 11, 1953, a report from the Comptroller 
General of the United States, which examines this question with care. 
The Comptroller General has clearly demonstrated the need for con- 
gressional action to clarify the present confusion. A quotation from 
the Comptroller General’s report is worth emphasis: 


Thus, the present law and regulations in effect discriminate against the more 
honest class of applicant. In short, the veteran of ordinary circumstances must 
either perjure himself or be deprived of a benefit freely being given to other 
veterans similarly circumstanced, perhaps less worthy of care at public expense. 

The committee has raised question as to how the veteran’s financial 
need of hospitalization can be determined. This is an administrative 
problem, but is certainly not one which is beyond the ability of the 


Veterans’ Administration if Congress so directs. Determinations of 
need are regularly made by various agencies, both governmental and 
voluntary. Nearly every community hospital faces the problem of 
determining w hether patients should be charity. Indeed, anyone who 
buys anything on the installment plan must qualify for the credit 
privilege on the basis of a very saalien determination. In the case of 
medical and hospital care, such determinations must be related not 
only to the financial resources of the individual, but the degree of 
disability, type and length of illness, loss of income, and the extensive- 
ness of medical care required. 

For the information of the committee, Mr. Chairman, Mr. Whitehall 
obtained from a number of hospitals, about a hundred copies of the 
forms that these various hospitals use to determine the ability to pay 
of those patients who come to the hospital in need of financial assist- 
ance, 

Mr. Sartor. Without objection, these will be made a part of the 
file, but not a part of the printed record. 

Mr. McNary. That is fine. I think there are enough there for 
everybody to look at several if they choose. 

We believe the Veterans’ Administration should be required to 
determine eligibility of veterans for care of non-service-connected dis- 
abilities on the basis of financial need. In making these determina- 
tions, we believe an advisory committee of representatives of veterans’ 
organizations and of various agencies accustomed to determining 
financial need might be very helpful. 

It is important to rece ygnize that the details of procedures for de- 
termination of financial need cannot be spelled out satisfactorily 
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in any legislation because of the varying economic levels in different 
regions of the country. Congress in legislation can only establish 
broad guidelines; the administration of these determinations must 
be assigned to localities or regions. 

Howev er, Congress might, for example, limit or eliminate hospital 
and medical care for veterans who need only minor degrees of care 
such as short-term medical and surgical procedures. The Appropria- 
tions Committee probably had this idea in mind when it suggested : 

The committee questions whether the Government can afford to continue to 
give free hospitalization and treatment to veterans for non-service-connected 
conditions such as tonsillectomy, appendectomy, herniotomy, ete., and it urges 
the appropriate legislative committee to give serious consideration to the 
matter.”” 

Civilian facilities for the care of veterans with long-term illnesses 
are in many States inadequate, both as to quality and to quantity. 
Imposition of a limit on the hospitalization of veterans with short- 
term illnesses will not interfere with these veterans receiving adequate 
care at the local level. However, in the case of veterans needing 
long-term care for mental illness, tubere ulosis, or other chronic con- 
ditions, the same cannot be said. This association, however, firmly 
believes that the Federal system of hospitals should not be further 
expanded in size. If Congress is to continue long-term care for all 
veterans in financial need, and if present bed capacity in Veterans’ 
Administration hospitals proves inadequate, Congress should study 
contract hospitalization with State and local institutions offering such 
care “here such hospitalization can be provided with quality equal 
te .uadards established by the Veterans’ Administration. 

well realize the difficulties which will confront the Veterans’ 
unistration in determination of need. However, we believe this 
responsibility should be assigned to that agency and that Congress 
should consider providing an advisory committee, representative of 
veterans’ organizations and of those experienced in determining 
financial need to establish overall policy for this determination, and 
if necessary, the procedures for appeal. 

H. R. 6015, introduced by Representative Teague of Texas, seems 
to us to be a step in the right direction. We would recommend his 
proposal with amendments (1) requiring the Veterans’ Administra- 
tion to obtain from the veteran seeking admission on the basis of 
inability to pay, information in support of such inability; and (2) 
authorizing an advisory committee to assist the Veterans’ Adminis- 
tration in setting up regulations and appeal procedures with regard 
to such determinations of financial need. 

Many individuals unable to pay for hospital care from accumulated 
savings can and have done so by protecting themselves against this 
expense through prepayment health insurance. Hospital and medi- 
cal care in the Veterans’ Administration is a benefit granted by Con- 
gress for non-service-connected disabilities on the basis of inability 
to pay for such care. The existence of prepayment health insurance 
protection should be considered as a factor in determining eligibility 
for the benefit. Such benefit is not really a benefit if the veteran is 
a to pay for it or to utilize insurance protection which he has 
ought. 


* Rept. No. 550, 838d Cong., 1st sess., House of Representatives. 
86102—53——67 
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Concern has been expressed that a continually expanding Veterans’ 
Administration system could lead to federalization of all hospital 
and medical care. Provision for payment to the Federal Government 
for such care would be contrary to the principal function of the vet- 
erans’ hospital system and would lead to further unwise expansion 
in that direction. 

Cost of material benefits for veterans in Veterans’ Administration 
hospitals is already so great that it seems impractical from a financial 
standpoint and unwise as a matter of public policy, to recommend 
extension of contract hospitalization in non-Federal hospitals for 
all care required by the whole veterans population. 


SUMMARY 


1. The primary purpose of the Veterans’ Administration hospital 
system of the Federal Government is to provide care for service- 
connected disabilities. 

2. The Veterans’ Administration system is now so — and so 
unwieldly that the provision of high quality care is difficult and 
expensive. 

3. The number of beds now available in Veterans’ Administration 
hospitals is more than adequate to meet the need of care for veterans 
with service-connected disabilities. Any new construction in the fu- 
ture will be for the care of disabilities having no connection with 
war service. 

4. When Congress authorized hospital care for non-service-con- 
nected disabilities, it imposed two important limitations: (1) The 
availability of beds, and (2) the inability of the individual veteran 
to pay for his own care. 

5. The present system of determining financial eligibility is in- 
adequate. It is abused in the hospitalization of veterans able to 
meet the cost of their own care. It seems to promise care to veterans 
with non-service-connected disabilities far beyond the capacity of 
the Veterans’ Administration to provide such care or the intent of 
Congress to furnish it. 

6. Authoritative reports to the Federal Government indicate that 
a very large expansion of the veterans hospital system will be re- 
quired unless present policy is changed. 

7. There is grave lack of coordinated planning between Federal 
and civilian hospital systems. 


RECOMMENDATIONS 


We, therefore, recommend that: 

1. Congress should restudy current policies governing privileges 
extended to veterans for medical and hospital care in the interest of 
maintaining adequate quality of care. 

2. Congress should enact legislation requiring establishment of 
methods for determining which veterans with non-service-connected 
disabilities are in greatest need and thus eligible for care. Such 
legislative enactment should recognize that short-term hospitaliza- 
tion for general medical and surgical care would not normally cause 
financial need. An advisory committee should be authorized to con- 
sist of persons experienced with this problem to assist the Veterans’ 
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Administration in development and administration of regulations for 
the determination of financial need. 

3. Congress should study the need and demand for long-term hos- 
pital care for veterans with chronic illnesses. If present beds will 
not meet this need, Congress should consider limiting care in accord- 
ance with beds now available to the most needy veterans or should 
consider payment for such care on a State and local basis. 

t. There should be no further expansion of the Veterans’ Adminis- 
tration hospital system beyond presently authorized beds if quality 
of care is to be maintained. 

Thank you very much, Mr. Chairman. 

Mr. Sartor. Thank you, Mr. McNary. 

I have a few questions to ask you. 

First, can the American Hospital Association tell this committee 
how many hospital beds there are in the United States at the present 
time, exclusive of the Veterans’ Administration ? 

Mr. McNary. I don’t have that figure in my head. 

Dr. Whitehall says it is around a million and a half. 

Mr. Wurrenauyt. We can get that for the committee, if you wish. 

Mr. Sartor. We would like to have that figure from the American 
Hospital Association. 

(The information referred to is given in the following letter :) 


AMERICAN HospITAL ASSOCIATION, 
Washington, D. C., July 22, 1958. 
Hon. JoHN P. Say or, 
Subcommittee on Hospitals, Committee on Veterans’ Affairs, 
United States House of Representatives, Washington, D. C. 

Dear Mr. Sartor: In the course of questioning on our testimony on July 20, 
1953, you asked that we furnish certain additional facts for the record. We are 
pleased to submit the information you requested. 

At page 601 of the stenographer’s record— 

Mr. Saylor asked, “Can the American Hospital Association tell this committee 
how many hospital beds there are in the United States at the present time, exclu- 
sive of the Veterans’ Administration?” 

Answer: The Administrators’ Guide issue of Hospitals, the Journal of the 
American Hospital Association, for June 1953, shows that in 1952 there were 
1,561,809 hospital beds in the United States. Subtracting the 108,000 beds of the 
Veterans’ Administration would leave 1,453,809 beds. 

In its annual hospital number, the Journal of the American Medical Association 
of May 9, 1953, shows a total of 1,541,615 beds in 1952, with 211,510 beds in 
Federal hospitals, including those of the Veterans’ Administration and other 
Federal systems. 

There are minor discrepancies in the estimates of total beds because of differ- 
ence in definitions used. However, there is essential agreement on the size of 
our hospital system. 

At page 602 of the stenographer’s record— 

Mr. Saylor asked, “Can your organization furnish to this committee, as a 
result of that survey (Hill-Burton), the potential needs of the United States for 
hospital beds?” 

Answer: We submit herewith an article by John W. Cronin, M. D., Maurice 
Odoroff, M. A., and Leslie Morgan Abbe, B. 8., containing substantially this 
information. This article Hospital Beds in the United States in 1953 is contained 
in the April 1953 issue of Public Health Reports, published by the United States 
Public Health Service of the Department of Health, Education, and Welfare. 

This report estimates existing non-Federal beds at 1,057,000; additional beds 
needed are estimated at 850,000. Additional bed needs are broken down into 
the following categories: 


DR ais. sicticientds ninsktis odie 31, 000 
OUI sini ss iced ence asin winsinitn atin nese ee 219, 000 

338, 000 
CRE ONES a acca bi heccneincinde-cteimecinsuiis-aninhillaiiiicmdabtsiadiil, wail a testes. 262, 000 
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It shouid be noted, however, that these are estimates based on various factors 
which may change from time to time. In other words, these estimates represent 
the considered opinions of experts, but they still rank as opinions. There is no 
precise way to determine additional bed needs. 

At page 626 of the stenographer’s record Mr. Secrest asked, “How many NP 
beds are we short today, including Federal, State, and private? How many TB 
beds are we short, and how many general hospital beds are we short?” 

Answer: See table above. 

At page 632 of the stenographer’s record, Mr. Secrest asked, “What will be 
the total hospital bill of the people of this country this coming year?” 

Answer: The Administrators Guide issue of Hospitals, the official Journal of 
the American Hospital Association, for June 1953 shows that the total expendi- 
tures of all hospitals in calendar 1951 was $3,912,596,000. In 1952 it was $4,456,- 
160,000. Since nearly all hospital care is rendered without profit, either by volun- 
tary hospitals or by tax-supported institutions, the expenditure of hospitals is 
approximately equal to the cost of hospital care. It is a more accurate picture 
of the hospital bill of the Nation, since it includes funds expended by hospitals 
from charitable endowments and contributions and tax funds in addition to 
amounts paid to hospitals for care. 

At page 635 of the stenographer’s record, Mr. Secrest asked, “How big can an 
NP hospital be and still be efficient?” 

Answer: We have asked the American Psychiatric Association for their opinion 
on this question and have been informed that they have not adopted any rigid 
standard as to optimum size. The fact is that optimum size of a hospital or a 
hospital system depends on many factors and is the subject of many diverse opin- 
ions in the hospital field. It is the consensus, however, among those who discuss 
the question that in order to provide a miximum range of services, a hospital 
should probably contain from 100 to 500 beds. On the other hand, it is agreed 
that any individual institution may be so large as to be unwieldy, but the point 
at which this unwieldiness becomes acute cannot be determined by size alone. 
The same would be true of a system of hospitals. 

We would like the committee to feel free to call on us for any additional 
information that may be helpful in its deliberations. If we can obtain it, we 
shall be glad to supply it. 

Yours sincerely, 
ALBERT V. WHITEHALL, 
Director, Washington Service Bureau. 


{From Public Health Reports, April 1953] 
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By John W. Cronin, M. D., Maurice E. Odoroff, M. A., and 
Leslie Morgan Abbe, B. S. 


Dr. Cronin is Chief of the Division of Hospital Facilities, Public 
Health Service. Mr. Odoroff is Chief and Mr. Abbe is Assistant 
Chief of the Program Evaluation and Reports Branch of the 
Division. 

Hospital beds are symbols of hospital services and are not an end in them- 
selves. They do provide a useful measure of the physical facilities at hand for 
furnishing hospital services. The capacity to provide adequate health care in 
a community or a nation can be gaged substantially by the number of beds 
available, in relation to the number of people living in the area. 

Prior to 1946 the building of new hospitals and hospital additions in the 
United States was sporadic, proceeding slowly in some communities and rapidly 
in others, according to local pressures and means and without regard to any 
general pattern or orderly plan, At the same time many communities and 
sections of the Nation had little or no available hospital care within ready reach. 
The end of World War II made possible a renewed interest in providing for 
many domestic needs. Physical facilities for the Nation’s health became one 
aspect of this interest. 

A broad program was launched in 1946 by Federal legislation to assist the 
States to inventory their existing hospitals, to define the total need for hospitals, 
and to map out a construction program to provide needed hospital and health 
center services. Financial assistance was included, both for planning and con- 
struction. This legislation, the Hospital Survey and Construction Act (Public 
Law 725, 79th Cong.) has been popularly known as the Hill-Burton Act. Its 
administration was placed under the Surgeon General of the Public Health 
Service, as part of the basic Public Health Service Act. 

It required more than a year to develop initial inventories and comprehensive 
plans. Hospital inventories existed, compiled by the American Hospital Asso- 
ciation and the American Medical Association, but the idea of inventory plus 
Statewide program was entirely new. The first complete set of these compre- 
hensive plans reflected the facts as of about January 1, 1948. Today, after 5 
years of experience on the part of the State hospital agencies, the record has been 
refined and general planning is based upon more intimate knowledge of local 
situations, 

This report appraises the situation nationally and locally, as reflected by the 
current State hospital plans under the Hospital Survey and Construction Act. 
It also comments on the influence of the Hill-Burton program during 5 years 
of operation and refers to current problems relating to standards of need and 
standards for the degree of Federal aid now appropriate. 


WHERE WE ARE NOW 


In the Nation as a whole we now have 1,218,000 existing hospital beds, accord- 
ing to State plan inventories as of January 1, 1953. These plans excluded Federal 
beds. This total is 202,000 more than was recorded in the first Hill-Burton inven- 
tory as of January 1, 1948. Of these, however, 161,000 beds are classified by 
the State agencies as nonacceptable on the basis of fire and health hazards, so 
that our net acceptable plant for all purposes is 1,057,000 beds. Almost one-half 
of this total, or 495,000 beds, is in general hospitals; mental hospitals have 
431,000 beds; tuberculosis hospitals, 86,000 beds; and hospitals for chronic care, 
44,000 beds. 

The Hospital Survey and Construction Act establishes standards of need, for 
planning purposes, in each category of hospital. These standards are limits 
for construction with Federal assistance and do not preclude State planning to 
higher levels if warranted. For most States, however, the standards established 
in the Hill-Burton Act are much beyond the level of existing facilities. By these 
standards about 850,000 additional beds are needed nationally to provide ade- 
quate hospital care for all the people. Of these, 336,000 are needed in mental 
hospitals, 262,000 in chronic hospitals, 219,000 in general hospitals, and 31,000 
in tuberculosis hospitals. Percentagewise, the Nation has 77 percent of its need 
met in tuberculosis facilities, 69 percent in general hospitals, 56 percent in mental 
hospitals, and 14 percent in chronic hospitals. ° 

The historical record, by years from 1948 to 1953, for each category appears in 
table 1. By definition under the present regulations, this inventory excludes beds 
for civilians in Federal hospitals. These are chiefly in facilities of the Veterans’ 
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Administration, plus a comparatively small number of beds in the hospitals 
operated by the Indian Service and the Public Health Service. 

During the 5 years for which comprehensive State planning has been carried 
on, considerable net progress has been made in general hospitals: 107,000 addi- 
tional acceptable beds are recorded, a gain of 28 percent. Tuberculosis beds have 
also increased more than 20 percent. Mental and chronic beds, on the other 
hand, while increasing slowly, are not keeping up with growth in population and 
obsolescence. In both these categories the remaining need is greater than in 1948. 
This constitutes one of the major challenges facing the Nation today in meeting 
the need for adequate hospital services. 

National trends and national totals do not accurately reflect the real picture 
in regard to specific regions of the country, Among the States, wide differences 
exist as to relative status in providing an adequate hospital plant. Similar 
differences exist among the major socioeconomic regions of the Nation. Gen- 
erally speaking, the States with large means have the least unmet need, while 
the least wealthy States have the greatest need, Thus, New York and Connecti- 
cut have only about 3.2 beds per 1,000 population still required, for all purposes. 
Mississippi and Alabama each need 8.3 more beds per 1,000 population, while the 
national average of unmet need is 5.5 beds per 1,000 population. Regionally, 
the greatest unmet need for general hospitals is still in the Southeastern States, 
although substantial progress has been made here during the past 5 years. 

Similar contrasts appear for mental hospitals. The unmet need, nationally, is 
still 2.2 beds per 1,000 population. In New England it is only 1 bed per 1,000, 
but throughout the Southeastern and Southwestern States this need is nearly 3 
beds per 1,000. Comparative positions are shown in the maps and in table 2. 





TABLE 1.—Civilian hospital beds in the United States and Territories, 1948-53 


Existing beds 








Estimated | | Estimated 

Hospital category and year total beds } Acceptable | additional 
(as of Jan. 1) needed 1 } Total | Nonac- |——— itil beds 
nig ceptable ? needed 


| Percent of 


‘ a 
Number | total need 








All categories | 

















1953 1, 899,279 | 1, 218, 781 | 161, 354 | 1, 057,427 | 55.7 848, 567 
1952 1, 899, 806 | 1, 193, 836 176,013 | 1,017, 823 | 53.6 881, 983 
1951 1, 883.487 | 1, 185, 480 | 175, 562 | 1,009, 918 | 53.6 | 873, 569 
1950 1 } 1, 118, 535 166, 339 952, 196 51.5 897, 856 
1949 1 } 1,025,179 | 145, 307 879, 872 49.5 | 896, 801 
1948 apa aS 1, 016, 712 | 148, 752 | 867, 960 | 48.9 908, 441 
General hospitals: 
1953_____ 714, 469 572, 493 77, 308 | 495, 185 | 69. 3 | 219, 222 
1952 708, 574 554, 084 79, 750 474, 334 | 66.9 234, 240 
1951 700, 952 | 548, 798 | 79, 606 469, 1y2 66.9 | 231, 760 
1950__._._. 682, 601 513, 814 76, 028 | 437, 786 64.1 | 244, 815 
1949 652, 611 474, 532 | 77, 364 | 367, 168 60.9 | 255, «43 
1948 ands 652, 974 | 469, 348 | 81, 254 388, 144 59.4 | 264, 830 
Mental hospitals: | | } | 
19.3 : 766, 463 490, 598 | 59, 591 | 431, 007 56. 2 336, 676 
1952 755, 097 482, 733 | 69, 801 | 412, 932 54.7 | 342, 165 
1951 fini 744, 323 | 483, 310 | 7, 780 | 415, 530 55.8 328, 793 
1950... . iis 725, 203 | 462, 859 63, 721 399, 138 55.0 326, 065 
1949 ; 692, 150 | 428, 931 | 47, 304 | 381, 627 55.1 | 310, 523 
1948 Jes 690, 381 427, 201 | 44, 858 380, 343 55.1 | 310, 038 
Tuberculosis hospitals: | 
1953 ‘ 112, 075 100, 204 | 12, 506 | 86, 6¥8 77.4 | 30, 934 
1952 hee 2 133, 899 99, 147 | 11, 597 | 87, 550 65.4 | 46, 349 
1952____. 140, 391 96, 955 11, 604 85, 351 60.8 55, 040 
1950 : 148, 936 | 94, 024 12, 513 | 81, 511 | 54.7 | 67, 425 
1949 : 155, 101 85, 466 | 12, 906 | 72, 560 | 46.8 82, 541 
1948 ee 155, 987 84, 158 13, 007 | 71, 151 | 45.6 | 84, 836 
Chronic hospitals: 
1953... wae bastion chase 306, 272 55, 486 | 10, 949 44, 537 | 14.5 261, 735 
1952 San cael 320, 236 | 57, 872 | la, 865 43, 007 14.2 259, 229 
1951_._. % 297, 821 | 56, 417 | 16, 572 | 39, 845 - 13.4 257, 976 
1950 293, 312 | 47, 838 | 14, 077 33, 761 11.5 | 259, 551 
ON Tait ie otal Gai aid J 276, 811 36, 250 | 7, 733 28, 517 | 10.3 248, 204 
1948... al 277, 059 35, 955 | 7, 633 28, 322 | 10.2 248, 737 


| 
! As set by title VI of Public Health Service Act. 
? As classified by State agencies, on the basis of fire and health hazards, 


Source: State Plans for Hospital Construction. 
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The Hospital Survey and Construction Act requires that a coordinated system 
of general hospitals be planned within each State, under which regional hospital 
centers would provide leadership, specialized care, and consultation for smaller 
community hospitals within the region. Under the Hill-Burton program the 
United States is composed of 375 such regions, as defined in present State plans. 
Studies of these regions show that there are actually wide differences as to the 
level of facilities now available in single hospital regions. In Arkansas the 
proportion of acceptable facilities available varies from region to region, from 
about 25 percent of need met to nearly 75 percent. In Florida, it ranges from 
42 percent to 87 percent ; in Kansas, from 52 percent to 92 percent; and in Idaho 
from 45 percent to 96 percent. Obviously, State totals may obscure important 
differences among hospital regions in the present available plant. 

For local communities there are also areas of acute need with little or no 
available hospital plant. A recent check shows 250 hospital areas still without 
any acceptable hospital facilities. These areas include about 3 percent of the 
Nation’s population and require some 13,000 beds to meet standards for general 
hospital care. This study also shows that about 5 percent of the population 
of the Nation live in areas where less than 25 percent of the general hospital 
facilities needed are available. These facts give some indication of the work 
yet to be done. 
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EFFECT OF THE HILL-BURTON PROGRAM 


The act requires a continuous inventory and positive planning of hospital 
expansion in each State. This has greatly stimulated orderly growth of the 
Nation’s facilities for protecting the health of its people. Its direct encourage- 
ment of construction has been substantial, when measured by the dollar volume 
of hospital construction (1,2). During the last 3 years the value of work placed 
on Hill-Burton projects has averaged about one-third of all non-Federal hospital 
construction (see chart). 

A number of additional benefits also have accrued (3). Perhaps the most sig- 
nificant, in regard to improving the quality of service, have been the very rapid 
increase in State statutes establishing hospital licensing, improved architectural 
design, attracting of physicians to rural communities, and creating a greater 
awareness of the problems of adequate care for chronic illness. 

The effect of the hospital survey and construction program is quite significant 
in regard to the distribution of projects assisted. This is governed by the statu- 
tory formula for allocation among the States of the annual appropriation and 
by the conditions required as to a graduated scale for matching local funds. 
In each State, the formula for matching is based on population, weighted by its 
financial ability. As a result, the greatest Federal assistance has been given 
in the least wealthy States. The record shows that remaining need is still the 
greatest in these States. 
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TaBLE 2.—Additional needs for hospital beds in the United States as of Jan. 1, 
1958, according to State hospital plans approved under the Hill-Burton Act 


Civilian | Additional beds needed—rate per 1,000 population 

popula- C 

tion per 
plan All 


(thou- : 
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State and socioeconomic region 
General | 
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| P Tuber- 
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Expressed broadly, the Hill-Burton program in 5 years has assisted in build- 
ing about 1.0 bed per 1,000 population in the neediest States. These are States 
where the remaining additional need is still about 8 beds per 1,000 population. 
A proportionally lesser volume af assistance—about 0.3 beds per 1,000 popula- 
tion—has been accorded States with the least unmet need. In these States the 
remaining need is now under 3.5 beds per 1,000 population. Comparative study 
of the relation between remaining need and the degree to which these States are 
rural in character shows that the greatest need occurs in those States which 
have the highest proportion of population living in rural areas. In brief, Hill- 
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Burton aid has been distributed to the greatest degree in those States which 
are least wealthy, most rural, and with greatest proportional unmet need. 

Within the several States, distribution of assistance to specific projects has 
been governed by a priority system based on unmet need, as established in the 
State plan. In consequence the stimulus of Federal assistance has encouraged 
many communities where unmet need was the greatest to raise local funds for 
matching Federal grants, in accordance with the intent of the act. Recent 
studies have indicated that 38 percent of all general hospital beds added with 
Hospital Survey and Construction Act assistance; 31 percent in places of from 
10,000 have been in places under 10,000 in population to 50,000 population ; and 31 
percent in metropolitan cities of over 50,000 population. Nearly 600 new projects 
have been placed in communities which previously had no acceptable hospital. 
At the other end of the scale, 21 teaching facilities at university medical centers 
have been assisted in 18 States. 

Major emphasis has been placed by State agencies on Hill-Burton assistance 
to general hospital projects. As of January 1, 1953, general hospital beds added 
by approved projects amount to 73,168, of a total of 96,428 beds in all types 
of hospitals. A gradual change in this emphasis for most States appears im- 
portant, if a reasonable balance between categories of facilities is to be attained. 
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The hospital survey and construction program makes funds available not only 
for hospitals but for public-health centers. In the Nation to date 377 such projects 
have been approved. The largest number of these, 283, will serve the 30 million 
people in the 11 Southeastern States. In this region these projects constitute 
a substantial increase in facilities available for preventive medicine and extend 
a means of providing for good health at a very moderate outlay. These projects 
represent a total expenditure of $28 million, or about 2 percent of the estimated 
total cost of $1,588 million for all projects assisted through January 1, 1953, by 
Hospital Survey and Construction Act funds. 


PROBLEMS AHEAD 


After 5 years of active operation of this cooperative Federal-State program, 
problems are emerging which were not at first anticipated. One group of prob- 
lems involves the technical aspects of setting more precise standards of need: 

1. The standard for tuberculosis beds required, as gradually evolved since 
1917, is not on a population basis, but is related to the mortality rate. The 
mortality rate for tuberculosis continued to decline rapidly and dropped to a 
rate of 20 per 100,000 population for 1951. This is in contrast to a rate of 46 in 
1940 and 200 at the turn of the century. New cases of active tuberculosis, how- 
ever, continue to be discovered at a rate which is declining very slightly. It 
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now seems clear that new standards based on incidence of active cases should be 
substituted for the present basis of planning under the act. 

9 One of the important innovations in the Hill-Burton inventory is the dis- 
tinction made between acceptable and nonacceptable beds. For planning pur- 
poses, only acceptable beds are recognized as counting against total need. There 
< still a considerable variation among State plans as to the degree to which 
onacceptable beds have been identified and taken into account for planning. 
As shown by table 1, nonacceptable beds today amount to about 15 percent of 
all existing beds in the Nation. In some States only a few such beds have been 
distinguished. Sometimes this arises from the assumption that facilities licensed 
must be held acceptable, even though there may be substantial public hazards 
existing. For example, Kentucky and Alabama have recorded only about 0.25 
beds per 1,000 population as unacceptable, while Mississippi, Louisiana, and 
Virginia report 1.5 beds or more per 1,000 population as unacceptable. Three 
States, Georgia, Kansas, and Connecticut, have recently modified their records 
by increasing the designation of unacceptable beds very substantially. There 
is a need for the establishment of practical and comparable minimum standards 
of acceptability. 

8. A third technical problem relates to the role of existing beds for civilians 
in Federal hospitals. Supporters of the viewpoint that these beds should be 
included in State hospital plan inventories are increasing. According to last 
available reports there are existing about 46,000 such general hospital beds for 
civilians, 55,000 mental hospital beds, and 15,000 tuberculosis hospital beds, 
which are not now recorded in Hill-Burton plans. These are not distributed 
uniformly among the States in relation to the population, and cannot all be 
regarded as reasonably accessible. They still constitute a considerable propor- 
tion of the total actual hospital plant. For the present they could probably be 
added to the record without changing the levels of total need, since many States 
find these goals greater than the apparent ability of their people to achieve at 
this time. 

A second group of problems relates to broad policy for standards governing 
the degree of Federal assistance : 

1. The Hospital Survey and Construction Act constitutes a fairly advanced 
form of grant-in-aid principles. It has the practical effect of producing its 
inaximum program in States of minimum income and greatest need. Various 
proposals have arisen for modifying this distribution of aid among the States 
and also for requiring State support in addition to local support. 

2. Within most States, there are marked differences among hospital areas in 
need and financial resources. The present Hospital Survey and Construction 
Act recognizes this situation. An option is provided which varies the per- 
centage of Federal assistance on specific projects, as an alternate to selecting a 
single percentage for all projects in any one State. Interest in using this option 
is increasing, as it facilitates actual construction in remaining areas having 
acute need and restricted means. 


SUMMARY 


1. The number of existing hospital beds provides a useful measure of the hos- 
pital services available to a community and to the Nation. 

2. Continuing inventories and comprehensive State plans under the Hospital 
Survey and Construction Act of 1946 define total need for hospital beds and 
indicate a positive construction program. 

8. According to these State plans (which do not include Federal beds) the 
United States on January 1, 1953, had 1,057,000 acceptable hospital beds for 
civilians, or 56 percent of the total need. The existing national plant for each 
category of hospital amounted to the following percentages of total need: Tuber- 
culosis 77 percent, general 69 percent, mental 56 percent, chronic 14 percent. 

4. Marked differences exist among the States, and among the broad socioeco- 
nomic regions of the country, in the relative number of hospital beds available 
per capita. Present resources, or their lack, are closely related to the economic 
ability of the area. 

5. The Hill-Burton program has had a considerable impact, through 5 years 
of active operation, in beginning to reduce differences in unmet need for beds— 
locally, by States, and by broad socioeconomic regions. The total dollar value 
of work put in place with Hill-Burton aid has averaged about one-third of all 
non-Federal hospital construction. Its distribution has been both rural and 
urban. Although the actual number of beds for mental and chronic care has 
increased considerably since 1948, growth in population and the need for replacing 
obsolete facilities has increased the net deficit of beds needed in these categories. 
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On the other hand, in this period the unmet need for general hospital beds was 
reduced by one-fourth, and for tuberculosis beds by one-half. 

6. Although statewide planning for hospital construction is now accepted prac- 
tice, through the encouragement of the Hill-Burton Act, there are still technica] 
problems of defining more precisely the standards of need. Problems also remain, 
as to the appropriate amount and distribution of financial assistance to local 
communities, in order to level out deficits in hospital beds and attain facilities 
for the promotion of adequate health care throughout the Nation. 
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Mr. Sayvor. Second: Has the American Hospital Association made 
a survey of the needs for hospital beds in the United States? 

Mr. McNary. The American Hospital Association has participated 
actively in arranging and working out the Hill-Burton surveys, and 
that is the most authoritative source of information on that subject, 
Mr. Chairman. That was done on an individual State basis. 

Mr. Sartor. Have you cooperated with the 48 States in those 
surve ys? 

Mr. McNary. Yes. 

Mr. Sartor. Can your organization furnish to this committee, as a 
result of that survey, the potential needs of the United States for 
hospital beds ? 

Mr. McNary. I think we can. 


Mr. Sartor. Can you break that down into those beds for TB, NP 
cases, for genen al medical, and surgical care, and for the chronic needs? 


Mr. McNary. I think we can. 

Mr. Saywor. It would be of tremendous assistance, I feel, to this 
committee, if we could have, from the American Hospital Association, 
a breakdown of the present beds and of the survey which you have 
made for the 48 States. 

Mr. McNary. I believe the Public Health Service has that infor- 
mation, Mr. Chairman, but I am quite sure the American Hospital 
Association has it, too. 

Mr. Wurrenatt. If I may put this in at this point, Mr. Chairman, 
the results of the studies eiihitiicted by the State governments under 
the Hill-Burton Act are all referred to the Public Health Service and 
summarized there and would be available to this committee directly 
from the Public Health Service, if you wish. 

We will obtain them from the Public Health Service and convey 
them to you, if you wish. 

Mr. Sartor. It would be much more fitting if it were attached to the 
statement that has just been made by your representative here. 

Now, I have noticed what appeared to be some inconsistencies in 
your statement. J 

First, on page 12, in the first paragraph, you pointed out the— 
pressures that are inherent in the system that Congress has established. They 
are handicaps against which the Veterans’ Administration staff has had to work 


through the years in the absence of policy that meets the problems we are dis- 
cussing. 
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On page 13, you state that the American Hospital Association— 


believes that wage rates established by the Federal Government should be re- 
lated to rates commonly paid in the community. 

And at a prior point in your statement, you called attention to the fact 
that the morale in the Veterans’ Administration was bad because of 
the fact that the employees had to look forward to cuts in appropria- 
tions and the various kinds of pressures which were brought to bear 
on the staff and its members—such as stated on page 11: 

It has frequently been observed that there are difficulties in maintaining mo- 
rale of Veterans’ Administration employees. They are subjected to all kinds 
of pressures, political, and otherwise, and criticisms from congressional com- 
mittees, and other groups. 

It seems to me that those two statements are inconsistent. 

Mr. McNary. We don’t think so, Mr. Chairman. The Veterans’ 
Administration hospital employee has not been worried or concerned 
because of the amount of salary paid to him in relation to salary paid 
to other people. Normally, it is considerably above the salary that is 
paid to other people for similar work in the same area, or at least that 
is true particularly in rural areas. But the pressure is of different 
kinds. It comes in terms of criticism of the veterans hospital system. 
It comes in terms of fear of loss of the job. If beds are closed up or 
if there is an economy wave and Congress decides to limit appropria- 
tions, then a lot of people are in fear of losing their jobs. And I think 
it is that kind of pressure we are talking about rather than the fear 
that the salary is inadequate. 

Mr. Sartor. Certainly. the American Hospital Association would 
not advocate that the Federal Government, as applied here to the Vet- 
erans’ Administration, would have different wage scales for different 
sections of the country for people doing identical work? 

Mr. McNary. Well, the fact of the matter is, Mr. Chairman, that a 
single wage scale in all areas of the country, both urban and rural, 
creates a very difficult problem for the private hospital in areas where 
the Veterans’ Administration wage scale may be 25 or 50 percent 
higher than the local wage scale for the same service. 

Mr. Frevincuvysen. Will the Chairman yield? I was wonder- 
ing whether the VA does not have a regulation which, in effect, does 
attempt to adjust the wage scales to the going wages in the com- 
munity. 

Mr. McNary. We know of none. 

Mr. Fre.tincuvuysen. Is it the rental? There are certainly some 
regulations which attempt to adjust the going rates in the VA to 
the community in which it is situated. 

Mr. McNary. We don’t know of any, Mr. Frelinghuysen. 

Mrs. Rogers. Will the gentleman yield? 

In Massachusetts there was an attempt, and it was decided, and 
they did charge more rentals than in other parts of the country. 

Mr. McNary. They charged more rentals? 

Mrs. Rogers. More rentals, yes. 

Mr. Saywor. Is it the feeling of the American Hospital Associa- 
tion that the Veterans’ Administration should allow more freedom 
on the part of the hospital manager of veterans’ hospitals? 

Mr. McNary. I think so. Yes, sir. That would be desirable. 

Mr. Sartor. Just how broad should that freedom be? 
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Mr. McNary. I don’t think we could make a statement that would 
cover that in a meeting of this kind, Mr. Chairman. That would 
have to be a Federal administrative determination. 

Mr. Sartor. Now, then, you say that the American Hospital Asso- 
ciation feels that there is an inconsistency in the Hill-Burton program 
and in the Veterans’ Administration program. 

Mr. McNary. Both provide for care of the veteran. 

Mr. Sartor. Well, does the American Hospital Association feel, 
because of the critical shortage of NP beds, which this committee has 
been informed is the greatest shortage of beds in the country, that all 
future construction of hospitals using Hill-Burton funds should be 
limited to those of NP facilities until the shortage is overcome? 

Mr. McNary. No; the American Hospital Association has recog- 
nized that this determination must be made by the local communities, 
or at least by the States, at the State level, and has not attempted 
to recommend what shall be done, because the need varies so greatly 
in each State. 

Mr. Sayior. Now, I am interested in your statement, here, that 
fifty-odd-thousand beds would be enough to take care of all service- 
connected cases. After you made that statement, I asked the clerk 
of our committee to get for me the latest figures from the Veterans’ 
Administration as to the number of persons now receiving disability 
compensation with compensable service-connected ratings, and in 
addition, I wanted to have from the Veterans’ Administration the 
total number of veterans who have been established as service con- 
nected but whose service-connection rating is less than 10 percent, and 
therefore, at the present time, not subject to receiving any disability 
compensation. 

I have just received those figures. For your information, and that 
of the members of the committee, as of June 30, 1953, there were 
2,021,000 cases on the rolls of the Veterans’ Administration receiving 
disability compensation, with compensable service-connected ratings. 

As of December 31, 1952, there were 1,420,000 cases of veterans 
rated with less than 10 percent service-connected disability. 

Mr. Creretita. What was that number, Mr. Chairman? 

Mr. Saywor. 1,420,000. Or a total of 3,441,000 veterans whom the 
Veterans’ Administration has, as of today, determined to have a serv- 
ice-connected disability. 

Now, I would like you to tell me where in the United States 3,441,- 
000 persons are cared for by 52,000 beds? 

Mr. McNary. Well, Mr. Chairman, the authority for the statement 
that I made does not come from American Hospital Association 
sources but from the Booz-Allen-Hamilton management survey that 
studied Veterans’ Administration activities. It was printed by the 
Committee on VA Affairs in April 1952 and is a direct quote from 
that. 

The American Hospital Association felt that it was a responsible 
statement, which was acceptable and was accepted by Congress. 

Mr. Sartor. I might say as a member of this committee that while 
the report was made, I do not know that it has ever been officially ac- 
copied by Congress. 

Certainly these figures which we have just received present an 
entirely different picture. 
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Now, am I correct in my understanding that the American Hospital 
Association takes the position that they have absolutely no objection 
to Congress providing for hospital care for service-connected cases? 

Mr. MoN any. You are absolutely correct. 

Mr. Sartor. Is there any objection or question by the American 
Hospital Association that hospital care should be given to TB and 
NP eases, whether service connected or not ? 

Mr. McNary. The American Hospital Association believes that in 
terms of the present veterans bed available, care should be given to 
non-service-connected disabilities in order of need. And such cases 
as those you mention would undoubtedly have very high priority in 
the order of need. 

Mr. Sartor. I might say for your information, because I do not 
think you were here when the hearings were held, that the American 
Medical Association testified that they had absolutely no objection 
to care of non-service-connected TB and NP cases on a beds-available 
basis. 

Those are the only questions I have. Mrs. Rogers? 

Mrs. Rocerrs. I will be very brief, because Mr. Higley, the new 
head of the Veterans’ Administration may come in later on. 

But I would like to ask you if you do not believe that many of the 
hospitals are going in for social hospitalization? I attended a meet- 
ing in Massachusetts, and a board of trustees of a hospital there, asked 
me if I would not help the hospitals secure money for indigent patients 
who could not afford to pay. They .hought it would be a fine plan 
if the Federal Government paid for the civilian patients, paid for the 
hospitalization of those who could not afford to pay. 

Mr. McNary. I am afraid I don’t get what the question is, Mrs. 
Rogers. 

Mrs. Rogers. It is a little involved as I expressed it, but this group 
of trustees of a hospital in Massachusetts asked me if I could not 
help secure Federal funds for patients, civilian patients, in their 
hospitals, who could not afford to pay. In other words, they were 
asking if I could not help secure money for poor patients so that 
the hospital would get the benefit of those who could not afford to 
pay. 

Mr. Evins. Nonveterans? 

Mrs. Rogers. Nonveterans, civilians. 

Mr. McNary. The American Hospital Association hasn’t taken 
an official position on that subject, Mrs. Rogers. 

Mr. Kearney. I would like to ask the chairlady of the full commit- 
tee, on that particular point, as to why that should not be taken up as it 
is now, by the various counties and the States, instead of having the 
Federal Government do it. 

Mrs. Rogers. It is, but I think there is a strong movement in the 
civilian hospitals to be paid for the care of charity cases, 

Mr. Kearney. You mean, civilians? 

Mrs. Rogers. I am talking about civilians. And, of course, those 
who could not afford to pay among the veterans would be paid for 
by the Federal Government too. 

I was just asking if they had that plan in mind. I know it has 
been suggested to me. 

Mr. Crereta, It would be quite a program, would it not? 
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Mr. Kearney. That would be more socialized medicine than we 
have now. 

Mr. Sartor. I am happy to inform the committee that our good 
chairman, Mr. Kearney, has returned, and I am happy to yield the 
chair. 

Mr. Evins. We have a splendid chairman, but I will say the man 
who has been acting in his absence has been doing a splendid job. 

Mr. Kearney. Knowing him as I do, I know he could not do any- 
thing else. 

Mr. Evins. Mr. Chairman, I have one observation at this point. 

I have listened to your testimony, Mr. McNary, with a great deal 
of interest, and I rather gathered that you envisioned many difficul- 
ties, great problems, administrative problems, lack of staff and 
dollars and insurmountable difficulties under the Veterans’ hospital 
care program, but on the other hand, you recommend that in the 
event it is taken over by the States and local communities, we would 
not have these difficulties, that they would be negligible. As a mat- 
ter of fact, I think you have a very fine point for consideration when 
you state, in your observation 7 that: 


There is grave lack of coordinated planning between Federal and civilian 
hospital systems. 

I am inclined to agree with you. But I do not feel that we would 
have these problems minimized if they were put on the local level 
as you state. 

As a matter of fact, in the district which I represent at the present 
time, there has been submitted to me some sort of plan to have the Vet- 


erans’ Administration utilize the facilities of the Hill-Burton hos- 
pitals that were built in these communities, because at the present time 
they are having difficulty financing them. They have excellent hos- 
pitals there, but they do not have the dollars or the staffs that may be 
necessary, and where they do have them they do not have, in all in- 
stances, the patient load. So they are having difficulty, too. The 
county courts are not’always able to find these hospitals. I know of 
specific instances in which the county courts are having difficulty 
financing Hill-Burton hospitals now that they are constructed. 

I just wonder what would be your observations on that point. 

Mr. McNary. Mr. Evins, I would not seek in any way to minimize 
the difficulties which the local community hospital has, particularly 
at inception. We have a large number of new Hill-Burton hospitals 
around the country, many of which are struggling desperately to get 
their heads above water and keep them there. But it has been the 
experience of almost —- voluntary hospital—and I am familiar with 
a good many in my own local area that have just gotten started—that 
it takes 1, 2, or 3 years in order to build up the confidence of the local 
community in that institution as a going concern, providing good 
medical care. 

The important thing that we wanted to emphasize, I think, in the 
statement, was in this connection, that the Federal Government is, 
if I may use the slang expression “off the hook” after the hospital is 
built, and isn’t called on to finance the operation of those beds on a 
day-to-day basis. The local community, one way or another, has 
to do that. There have been a couple of cases where it has been touch 
and go, but that is out of hundreds of hospitals. By and large they 
are doing pretty well. 
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As far as the overall system is concerned, I have no proof with me 
here that the Veterans’ Administration system of 108,000 beds is un- 
wieldy, and is more unwieldy than if it were handled on a local basis, 
But we think that there is good evidence to show that that is so. 

Mr. Crereiiua. When you say, Mr. McNary, that the Hill-Burton 

iospitals are having trouble keeping their heads above water, do you 
nean financially, or * because of lack of personnel ? 

Mr. McNary. Both. That isnotall,sir. Thatisquitea few. The 
first year of their existence on an operating basis, they have difficulty 
vetting under way, but that is true on non-Hill-Burton hospitals that 
ire just starting, too. 

And, as I am reminded by my colleagues here, it is not confined en- 
tirely to the new ones. It is true of a lot of hospitals, year after year 

a long-term basis, that they have difficulty keeping their heads above 
W -ate r. 

Mr. Creretia. Does that apply geographically, or is it widespread ? 

Mr. McNary. It is a widespread problem. 

Mr. Freynincnuysen. Mr. Chairman, I am sure all the members 
of the committee have been interested in Mr. McNary’s testimony. I 
realize that time is short, but I would like to ask him again about the 
basic philosophy of the American Hospital Association. 

You mentioned at the outset that the problem as of 1948 was that 
there were too many VA hospital beds for maximum efficiency. 

What, in your opinion, would not be an unwieldy number of beds 
for a program such as this?’ Have we gone too far? To what extent 
are the difficulties, as you say, inherent in the program itself? 

Mr. McNary. That is a very difficult question to answer, sir, because 
we have proceeded on the theory that the beds that are built are prob- 
ably going to be operated, and that there isn’t much use, in terms of 
prs actical considerations, in thinking that Congress is going to cut 
those back to a size that might be determined as ‘being easily manage- 
able. 

The fact is that a system of 108,000 beds is a pretty big and unwieldy 
system. 

Mr. Frerrncnuysen. It has been made larger this year, however, 
by Congress providing sufficient money to staff the beds already avail- 
able. - It is going up to 114,000 roughly. 

Mr, McNary. That is right. And that is one of the chief things 
that concerns the American Hospital Association because staff for 
those additional beds is going to be very, very difficult if not impossible 
to obtain, and if it is obtained it will be obtained in many cases at the 
expense of the community hospitals which are attempting to provide 
care for the whole community ? 

Mr. Fretincuuysen. The reason I ask the question is because you 
are putting the Members of Congress somewhat on the spot. You 
point out that it is our present policy, or the lack of policy, which is 
responsible for some of the difficulties which, as you say, endanger or 
affect the quality of medical care. We are all as interested in the 
quality of medical care as the American Hospital Association. 

Now, I am puzzled about your specific proposals regarding long- 
range programs, long-range vision and statesmanship, and so on, that 
you suggested Congress might look into. This committee specifically 
is trying to cope with that question. 


86102—53——_68 
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Mr. McNary. Well, as stated on page 20, in our recommenda- 
tions, we recommend that Congress should restudy their current 
policies. 

Mr. FrevincHuysen. We are engaged in doing that right now, Mr. 
McNary. At least, I assume we are. That is one of the purposes of 
this subcommittee. 

Mr. McNary. And that legislation shall be enacted which wil] 
result in determination of methods for establishing need—financia| 
need—of the individual veteran, so that those who are perhaps receiv- 
ing care and who are not entitled to it now, will not receive such care 
at ‘Gov ernment expense. 

Mr. Frevincuuysen. Well, Mr. McNary, you are not the only wit 
ness who has pointed out the encessity or the advisability of us going 
into the question of determining which individuals are abusing this 
wffidavit, this so-called pauper’s oath and the overall question of finan- 
cial ability to pay. As you say, it is not a simple one. You suggest 
that. the Veterans’ Administration should be able to go behind the 
affidavit and look into the question of the man’s ability, and not be 
bound by the sworn affidavit of the individual. It is helpful to get 
that kind of a specific suggestion. 

But we can go beyond that. We are not going very far unless per- 
haps we can re sly on the automatic presumption that there is, generall) 
speaking, no ability to pay among the tuberculosis and neuropsychi 
atric patients. But you apparently are not willing to commit your- 
self, or you do not know what the position of the Hospital Association 
is, on those points. We are not getting very far by saying, “We have 
got a problem and we need to study it.” 

Mr. McNary. Well, I thought the association’s position was fairly 
clear on that point. The position is that the Veterans’ Administra- 
tion should not build additional beds, and that as to chronic and long- 
term care, such as TB and NP, those veterans requiring that type of 
care should receive top consideration in the non-service-connected 
field for the use of the beds which aren’t required for service-connected 
cases. 

Mr. Frevincuvysen. To be specific, you do mention one thing that 
has been discussed with other witnesses, the fact that there may be 
abuses in the present entitlement; that the admission of veterans may 
not be determined entirely by their ability to pay. 

At the top of page 20, you say: 

The present system of determining financial eligibility is inadequate. It is 
abused in the hospitalization of veterans able to meet the cost of their own care. 

Have you any evidence at all as to the extent of the abuse, and in 
what way it is abused ¢ 

It is that kind of a problem that we are concerned with. If we are 
to provide hospitalization for NP and TB cases, we want to eliminate 
those who are able to carry the load themselves 

Mr. McNary. We do not have specific evidence to present to the 
committee of individual cases of abuse. 

Mr. Frecincnvysen. You have the feeling that there is abuse, you 
think the present system is open to abuse, but you have no evidence 
as to what it is? 

Mr. McNary. We are quite sure that the system, as set up, is wide 
open to abuse. 
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Mr. Frevineuuysen. And you think it is widely abused ¢ 

Mr. McNary. I don’t know how widely abused it is, Mr. Freling- 
huysen. I think it is abused. 

Mr. Frevincuuysen. There have been others who thought so, too. 
But until we get specific evidence and find out ways in which we can 
tighten it up, we are not going to know whether the most deserving 

teran gets the prompt care and has the highest priority. 

“Mr. McNary. It seems to me, if | may be | permitted the observation, 
that Congress and this committee have the facilities for getting that 
type of information from the Veterans’ Administration hospitals. 

The American Hospital Association has no such authority at all. 

Mr. Fre~incnvuysen. We are attempting to determine from all 
agencies including yours the nature of the abuse, the frequency of it, 
and in what ways the system is wide open to abuse. 

Congress did not intend, I assume, to set up a system which was 
wide open to abuse. If it is wide open, I certainly would appreciate, 
for my own part, knowing the reasons why, and how we might tighten 
it up. 

Mr. McNary. I think the reason why is just because it is the accepted 
thing to do for a veteran who needs hospital care for any reason to 
goand sign the form. Everybody does it, so why shouldn’t he ? 

- Kearney. I thoroughly agree with the gentleman that what 

are looking for is facts, and we certainly cannot make any recom- 
me cnilatinaal unless we have the facts. 

Now, is it true—during the recent hearings in Albany, I picked up 
the Herald Tribune one day, and I read that the N National Medical 
Veterans Society, said they found only 61 cases of abuse 

Mr. Secrest. It was the Junior AMA, in effect. 

Mr. Kearney. That number of cases does not seem to me to be 
much of a substantiating charge that there is abuse. There are 21 
million veterans in the country. 

Mr. Evins. Those 61 cases have not been sustained as accurate thus 
far. 

Mr. Lone. And someone testified here that there would be only 2 
percent that would be sustained. 

Mr. McNary. If there are only 2 percent that would be sustained, 
then it would not seem that it would be very much of a hardship to 
introduce a system of determining whether or not they were entitled 
to care, of going behind the statement that is presently obtained. 

Mr. Kearney. You do not believe, then, in your own words, that the 
statement now is adequate ? 

Mr. McNary. I don’t believe the statement is adequate without 
attempting to go behind it, without attempting to show whether 
or not the statement is a correct one. 

Mr. Secrest. Mr. Chairman, Dr. Walsh testified that at George- 
town University, where an extensive questionnaire is presented » 
every prospective relief patient, they find 1 percent gets medica 
treatment in spite of that, that is not deservi ing of it. 

Mr. McNary. I wouldn’t doubt that that is true. 

Mr. Frevineuvuysen. If I still have the floor, I think we under- 
stand the Hospital Association’s position on this. They have no 
specific evidence. I think we are all interested in as much specific 
evidence as possible. If the quality of care is actually endangered by 
the system as now organized, or the direction in which it is tending, I 
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think we ought to have factual evidence about the reasons. Along 
that line, I wonder if you have any specific suggestions about the way 
beds are being used now. ) 

Is there any way in which chronic cases now in VA hospital beds 
might be turned out to some form of domiciliary care? Those beds 
might then be made available for the newer cases, which perhaps 
would respond to treatment and be returned to normal life. 

Mr. McNary. I think that is possible, Mr. Frelinghuysen.- Some- 
body would have to study it and come in with a recommendation, | 
couldn’t give you one this morning on that point. 

_ Mr. Freyiincuvuysen. The other specific point is this question of 
insurance contracts. 

On page 18, I am not sure of the meaning of your statement at the 
bottom of the page, where you say that medical care is a benefit 
granted by Congress for nonservice-connected disabilities. 

Do you think we should or should not consider the fact that a 
veteran has insurance contracts in determining whether or not he is 
eligible for admission ¢ 

Mr. McNary. I think if a veteran has adequate protection, that he 
has purchased and paid for, that indicates that he is able to pay for 
hospital care on the outside for non-service-connected disabilities. 
Such insurance would pay for his hospital care in a community hos- 
pital for such non-service-connected disabilities. 

Mr. Frevincuvuysen. And if the contract specifically does not ap- 

»ly if he is eligible for care by the Veterans’ Administration, should 
be be eligible for VA hospitalization whether or not he has an outside 
contract ? 

Mr. McNary. If his contract what? 

Mr. Fretancuvysen. If it specifically exempts the case where the 
veteran is eligible for admission to a VA hospital. 

Mr. McNary. Excludes care? 

Mr. Fretincuuysen. No; exempts the insurance company from lia- 
bility if he is eligible to enter a VA hospital. 

Mr. McNary. Well, that question is a little bit involved for me, 
Mr. Frelinghuysen. A lot of the contracts, both the voluntary plans 
and the commercial plans, exclude care in a Veterans’ Administration 
facility or other Government hospital for whatever reasons. 

Your question is whether or not in that event the veteran should be 
admitted to a veterans’ hospital ? 

Mr. Fretrneuuysen. Whether that should be taken into considera- 
tion in determining his eligibility. 

Mr. McNary. Yes, I think it should. 

Mr. Fretincuvuysen. Even though there is a specific exclusion in 
his contract? 

Mr. McNary. If that will give him adequate care outside of a 
Veterans’ Administation hospital, and it is non-service-connected, 
then I think he should go outside. 

Mr. Frevincuvysen. That is all, Mr. Chairman. . 

Mr. Lone. I think I remember that the American Medical Associa- 
tion testified that there was not any shortage in doctors, but instead 
there was a shortage of patients. Are you in agreement with that or 
not? 

Mr. McNary. I have no authority to speak on that subject. 

Mr. Lone. If I understood you right, you are not. 
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Mr. McNary. I can’t comment on testimony that the American 
Medical Association put out. I was under the impression that there 
was a Shortage of doctors as well as other types of medical personnel. 

Mr. Lone. What we are trying to get down to is facts, so that we 
‘an work on these things. 

One other thing I would like to explore just a little is the employ- 
ment of doctors. 

Do you think the fact that some States where hospitals are located 
pay more money for the personnel than the VA hospital does—do you 
think that causes them not to be able to staff their hospitals? 

Mr. McNary. That some States pay more money than the VA does? 

Mr. Lona. That ave 

Mr. McNary. Well, I am not aware of any places that do pay more 
than the VA hospitals for the hospital personnel, sir. 

Mr. Lone. Louisiana pays on an average of $2,000 more to a doctor 
than the VA hospital, and furnishes them a house, somebody to cut 
their lawn, and full maintenance. 

Mr. McNary. That would undoubtedly make it harder for the VA 
hospital in Louisiana to be staffed with “doctors. 

Mr. Long. One other question: What is your opinion, if there is 
. shortage of doctors, if it could be established, of using doctors in 
executive positions, instead of using them as surgeons and doctors, 
ind so on? 

In other words, what is your opinion of using the doctor as an 
idministrator ¢ 

Mr. McNary. There is, of course, mixed feeling in the American 
Hospital Association with respect to that point because already many 
people in the American Hospital Association are doctor- administra 
tors, and there are many who are not. In my judgment, there are, 
of course, advantages to a doctor -administrator because he is in a 
position to know the medical background in connection with taking 
care of his patients, as well as the administrative background. I 
think a man should be placed where he can do the best. work. 

Mr. Lone. What 1 am getting at is this: When there is a shortage 
of doctors, 1 want to get your opinion of using him in a purely execu- 
tive position and using him in the practice of ‘medicine or other work. 
Do you think we ¢ ould select some business manager that could do that 
iob better ¢ 

Mr. McNary. In Veterans’ Administration hospitals? 

Mr. Lone. That is right. 

Mr. McNary. I think as much as is possible of the administrative 
work should be delegated to laymen. 

Mr. Long. That is the point. 

Mr, Kearney. Mrs. Rogers has just made the request that we recess 
n order to introduce the new Veterans’ Administrator who is here. 

Mr. Secrest. I have some questions. 

I wondered if you could be here tomorrow ? 

Mr. McNary. I am afraid I could not be here tomorrow. I could 
be here this afternoon, but I guess that does not suit the committee, 


does it? 


Mr. Krarnry. We will recess until 2 o’clock this afternoon, and, 
without objection, I will insert exhibit A and B of the American 
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Hospital Association, a letter from the Jewish War Veterans. 
(Whereupon, at 11:30 a. m., a recess was taken until 2 p. m 
same day.) 


Exuisir A 
VETERANS HOSPITALIZATION PLANNING 
Published by the American Hospital Association, September 1950 
FOREWORD 


Since its inception in 1899, the American Hospital Association, which now 
represents more than 4,000 hospitals, has enunciated as an essential objective 
the development and maintenance of hospital standards of the highest order. 
The association, through its committees, councils, survey groups, and others 
engaged in the study of hospital planning, has contributed constructively 
throughout the intervening years. Members of the organization are drawn 
from governmental as well as community hospitals, and for that reason, there 
has been broad interest in hospital problems and the care of all hospital patients, 
A number of these problems have served to accentuate the interdependability 
of the various interests, and now it is a well-recognized fact that no hospital! 
system may be developed for one segment of our population that will not have 
a material effect on the successful development of hospital facilities for the 
country as a whole. 

Within recent years, the expansion of the Federal hospital system has stimu- 
lated considerable interest and some concern. As a result, numerous studies 
have been made by various groups and individuals to develop the essential facts 
and to determine a logical means of solving the problem. These groups include 
the American Medical Association, New York Academy of Medicine, the Massa- 
chusetts Medical Association, Tennessee State Medical Association, the Committee 
on Federal Medical Services of the Commission on Organization of the Executive 
Branch of the Government, and the American Hospital Association. Other 
studies were made by agencies of government and veterans’ organizations. 
Opinions expressed by the organizations listed should be of interest to everyone 

Recognizing that members of the association and others interested in national 
hospital planning would be interested in obtaining a résumé of the association's 
attitude toward Federal hospital planning and specifically the planning for 
veterans’ hospitalization, the association prepared the following report for 
veneral distribution. This report was assembled by Dr. Dallas G. Sutton, rear 
admiral (MC) USN (retired), who has been for the past 3 years a member 
of the association’s staff in the Washington office with the title of director of 
study, government hospital relations. The factual information presented was 
obtained from official governmental reports, and the opinions expressed by 
authorities outside of the association have been quoted from reports published 
by various organizations. 

JoHN N. HATFIELD, 
President, American Hospital Association. 


VETERANS HOSPITALIZATION PLANNING 


The principle of providing hospitalization for beneficiaries of the Government 
was established in 1798 when the Congress provided hospital care for sick 01 
disabled seamen. However, it was not until after the Civil War that the present 
Marine Hospital Service of the Public Health Service was inaugurated. About 
this time, provision was made for the hospitalization of Navy and Army personnel. 
By 1927, the Federal Government controlled about 7 percent of the total hospital 
beds in this country. This percentage increased to 31.9 in 1944 during the con- 
tinuance of World War Il. In 1944, there were 551,135 hospital beds in the 
Federal system. As military hospitals were decommissioned following the war, 
this number was reduced to approximately 200,000 by 1948, in a total of 1,423,520 
provided in all hospitals for the country as a whole. At this time, the larger 
number of beds in the Federal hospital system are under the control of the 
Veterans’ Administration. This agency now has 105,412 available beds, and it is 
estimated that this number will be increased to about 130,000 by 1951, 
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FEDERAL HOSPITAL DEVELOPMENT 


Over the years, the Federal Government has created a number of hospital 
systems to provide facilities for its beneficiaries. These systems include those 
of the Army, the Navy, the Air Force, the Public Health Service, the Veterans’ 
\dministration, the Office of Indian Affairs, and the Federal Security Agency. 
None of these have been coordinated, except as the Federal Board of Hospitali- 
ation, created in 1921, attempted to arrive at this desirable objective. The 
fact that this Board was decommissioned in 1948 points dramatically to its lack 
f success. 

There has also been regrettable lack of coordinated planning between govern- 
ment and the civilian interests. Federal hospitals have been constructed with- 
out consideration having been given to the availability of civilian facilities and, 
as a result, duplicate facilities have been provided, and there has been serious 
competition in the procurement of professional personnel, which is in short supply. 

Che failure to coordinate the two Federal programs to provide facilities for 
he veterans on one hand and for the civil population, through the Hill-Burton 
\ct. on the other is an illustration of this point. The lack of coordination is 
now having a serious effect, since the veteran in the population was counted in his 
home community as hospitals were being planned for that area, and he was also 

unted as the veterans’ system was developed. Since veterans total 19 million 
n the general population, it is not difficult to appreciate the effect of this dupli- 
cation on costs and other factors. 


DEVELOPMENT OF THE VETERANS HOSPITAL SYSTEM 


rhe development of the veterans hospital system in this country has been of 
special interest to the American Hospital Association since the planning on which 
it has been based has impressed most hospital authorities with the fact that its 
growth to the size recommended by veterans’ organizations would, through the 
improvident distribution of professional personnel, have an adverse influence on 
the standard of hospital care now being provided in community hospitals. 

\t the termination of World War I, it was quite evidently intended that Army 
and Navy hospitals would provide care for the sick veteran until he became 
rehabilitated. However, the rapid demobilization of the Armed Forces and the 

of beds in community hospitals made it evident that additional facilities 
would be necessary. Originally, it was intended that Public Health Service 
hospitals and approximately eight Army hospitals would provide hospitaliza- 
tion under the direction of the Surgeon General of the Public Health Service. 
Civil hospitals were also utilized to the extent of their limited facilities. 

At this time, during 1921 and 1922, the Congress appropriated a total of about 
$35 million for veterans hospitals. In the following year, there were 23,300 
veterans patients in these hospitals. 

In 1924, when only service-connected disabilities were provided hospitalization, 
26,000 beds were available. It was noted, however, that the demand for hospitali- 
zation was decreasing, and as a result, a large number of beds were reported 
vacant. It was at this time that the Congress, through the World War Veterans 
\ct, authorized the hospitalization of non-service-connected disabilities when 
beds were available and when the veteran was unable to defray the cost of 
hospitalization himself. In 1933, during the continuance of an economic depres- 
sion in this country, Congress withdrew the authority for the hospitalization of 
non-service-connected cases, but within a few months, on the basis of recom 
mendations made by various pressure groups and the veterans’ organizations, 
this privilege was restored. 

In 1930, Congress created the Veterans’ Administration, consolidating the 
Veterans’ Bureau, the Bureau of Pensions, and the National Homes for Dis- 
abled Volunteer Soldiers. Since that time, the Veterans’ Administration has 
ussumed all of the responsibilities in connection with veterans care. 


SCOPE OF VETERANS’ ADMINISTRATION HOSPITAL ACTIVITIES 


Some idea of the scope of this activity may be derived from a review of infor- 
mation that has been published by the Veterans’ Administration in reports that 
have been made available to the public. As has been indicated in the above, this 
service provides medical and dental care and hospitalization for eligible veterans 
of all wars, these veterans totaling 18,943,000. Of this total, approximately 
15,182,000 are veterans of World War II, and the remaining 3,761,000 include 
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veterans of all previous wars. As of June 1949, about 750,000 World War II 
participants were still in the Armed Forces, and they presumably will eventually 
return to civil life to become a part of the veteran population. Approximately 
27,000 were added to the total number of veterans in 1949. 

The average age of World War II veterans was reported as being 31; that of 
World War I veterans, 56; and that of Spanish-American War veterans, 73. It 
has been estimated that by July 1950, veterans of World War I and II in civil 
life will comprise about 40 percent of all males who are 20 or more years of age 

The veterans hospital system in 1949 provided facilities in 129 hospitals 
Eighteen of these, with 13 percent of the total beds, were providing tubercular 
care, 33 hospitals with 53 percent of the beds, neuropsychiatric care, and 78 
hospitals with 34 percent of the total beds, general medical and surgical care 
During 1949, four hospitals were added to the system. Two of these were ob 
tained from the Navy and two were added in new construction. One other was in 
process of activation. 

During 1949, 10 new hospital sites were acquired, and it will be necessary to 
acquire 12 additional sites to complete the presently authorized program. 

The original construction and expansion program provided for the creation 
of 55,106 new beds, but following the Presidential order for the elimination of 
approximately 16,000 beds from the program, a revised construction program was 
planned. This new revision anticipated the creation of 39,985 beds to be ob 
tained under current authorization. In the meantime, 18,405 beds had been lost 
through the closure of various hospitals and the elimination of a number of 
emergency beds. On this basis, there will be 131.171 authorized beds available 
to veterans at the termination of the present expansion program. This number 
will be increased to 147,537 if the 16,009 beds closed on Presidential order are 
restored. 

In February 1950, the Secretary of Defense directed that military hospitals 
with 8,000 beds be closed in the near future. Several of these hospitals have 
been affording hospitalization for veterans, so that it may be necessary for 
the Veterans’ Administration to provide substitute facilities as the program is 
developed. In 1948, 6 percent of the total number of veteran patients were hos- 
pitalized in institutions under the control of the Army and Navy. 


DATA REFERABLE TO VETERANS’ ADMINISTRATION HOSPITALIZATION 


During 1949, there were 555,000 admissions to Veterans’ Administration hos- 
pitals. During the same period, there were 548,000 discharges, and approximatel) 
5 million veterans were given outpatient care. The average daily patient load 
in Veterans’ Administration hospitals was 107,000. Fifty-nine percent of these 
patients were under treatment for long-term conditions, with psychotic patients 
consuming 45 percent of-the total. Approximately 41 percent were classified as 
short-term patients, and 35 percent of this total was for care of patients in the 
medical and surgical classification. 

During 1949 a total of 34,506,000 patient-days of care was given in Veterans’ 
Administration hospitals. Of this total, 73.9 percent represented days of treat- 
ment of patients being hospitalized for service-connected disabilities and chronic 
illnesses beyond 90 days. This latter group included those under treatment for 
mental and tubercular conditions. Only 26.1 percent represented the care of 
patients staying less than 90 days, including the first 90 days. Tentatively, it 
was estimated that 2,200,000 of the 8,994,000 days of care given during 1949 to 
the non-service-connected medical and surgical group represents the care of long- 
stay patients. Thus, the bed-days of care given these long-stay patients represent 
6.4 percent of the total days of care given all patients during 1949. On the other 
hand, the group of non-service-connected medical and surgical patients repre- 
sented by those staying less than 90 days, who received 19.7 percent of all patient- 
days, comprises more than 300,000 patients treated during the year. 

Information recently obtainable relative to the diagnosis of patients discharged 
from veterans’ hospitals during 1949 is of considerable interest. On the basis of 
each 100 discharges, there were 6 with neuropsychiatric conditions, 6 with 
arthritis, 4.5 with hernia, 4.8 with hypertension, 4.2 with arteriosclerosis, 4.1 
with tuberculosis, 4 with ulcers, 3.5 with psychoses, 3.3 teeth, 3.2 tumor. During 
1949, 27 percent of the discharges from tubercular hospitals were irregular or 
against medical advice. 

It is reported that 87 percent of medical and surgical disabilities, 73 percent 
neuropsychiatric, 58 percent tubercular, and 53 percent psychiatric, were treated 
for non-service-connected disabilities. In this connection, it has been estimated 
that in less than 5 years more than 90 percent of all patients admitted to medical 
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d surgical beds will be for non-service-connected disabilities. The number of 
service-connected disabilities in the average hospital population at any given time 
eveled off at approximately 30,000 over a year ago, and this number has not 
aried. In fact, authorities of the Veterans’ Administration have testified that 
the total number of beds necessary for the accommodation of service-connected 
ases now would not have to exceed 52,000. On this basis, approximately 53,000 
ire now being Maintained solely for the aeeommodation of non-service-connected 
cases, and all those provided in the future will be for this class of veteran. 

‘he Veterans’ Administration now employs approximately 195,000 personnel. 
Of this number, 114,000 are employed in hospitals and centers. The personnel- 

itient ratio in hospitals is reported to be 0.974. 

rhe professional personnel employed in the Medical Department include 3,882 
full-time physicians, 950 full-time dentists, 12,437 nurses, 2,300 residents, and 
» 200 physicians on a part-time basis. In addition, there are attending physicians 
ind consultants that were not enumerated. It is understood also that there is 
, small number of physicians undergoing intern training. The statisties indi- 
cate that the high type of medical care now being afforded patients is being 
provided to a large extent by physicians in part-time employment. These physi- 
cians are assigned on the recommendation of the deans’ committees that were set 
p to nominate the staff of specialists which is obtained to a large extent from 
the faculties and staffs of medical schools and university hospitals. 


VETERANS’ ADMINISTRATION COSTS 


lt is estimated that the cost of all veterans expenditures for 1950 will be 
ipproximately $6,985,495,167. Vocational rehabilitation training and educa- 
tion will cost $38,040 million, inpatient hospital care $401 million, outpatient care 
$105 million and contract hospitalization $16 million. The overall expenditures 
of the medical department will be about $884 million. The per diem costs of 
hospitalization for 1949 average $10.24; the cost of operating neuropsychiatric 
hospitals, $6.58; tuberculosis hospitals, $12.74; medical and surgical hospitals, 
$14.22. These figures indicate an increase of 13.1 percent over 1948, 

During the past year, however, the pay of junior nurses was increased to 
approximately $283.33 per month, as contrasted to $213 per month paid this 

ass of nurses in civilian hospitals, and this increase during the coming year 
will giute evidently increase the cost of the maintenance of acute beds by a 
considerable amount. The cost will also be increased as the internship program 
s developed and several hundred physicians in this classification are added to the 
service. Young doctors entering the medical service will receive from $5,000 
to $5,750 per year. Contrasted to this is the pay that interns receive in civilian 
nstitutions. This pay varies from nothing to $125 per month, depending upen 
the location of the hospital, its size, and the type of medical education that is 
being provided. 

This competition between Government and the civil interests is making it dif- 
ficult to properly staff community hospitals with professional personnel. In fact 
the situation has become critical. Hundreds of intern vacancies are reported 
each year and nurses are in short supply. 


SIZE OF VETERANS’ HOSPITAL SYSTEM 


\ review of the situation points very strongly to the fact that the size of the 
veterans’ hospital system has reached inordinate proportions, that the successful 
idministration and the maintenance of desirable standards in such a system 
will become more and more difficult, and that the procurement of the necessary 
professional personnel to staff the various hospitals will become a major problem 
n the very near future. 

It is a well-recognized fact that the successful administration of any hospital 
system is directly related to its size, and it is the consensus among most hospital 
authorities that the system should not be expanded beyond the size contemplated 
for 1951. The Medical Director of the Veterans’ Administration has expressed 
the opinion that it will not be possible for him to staff more than 120,000 beds. 
This number will be execeeded by approximately 10,000 in 1951, and if the present 
policy of Congress to hospitalize the non-service-connected disabilities in vet- 
erans’ hospitals in the future, as it has in the past, is carried out, then serious 
onditions will arise. Additional beds up to a total of approximately 300,000 
will have to be provided, and doctors, nurses, and other professional personnel 
will have to be obtained to staff these beds at a time when this type of personnel 
will continue to be in short supply. 
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Recognizing this, the American Hospital Association, as it has studied this 
problem, has recommended that Congress restudy the current situation with a 
view to providing a means of affording the deserving veteran a desirable type 
of hospital care without exposing him to the possibility of inadequate care through 
continuance of the present policy. Specifically, it has been recommended that the 
present veterans’ hospital system be limited to the number of beds that may be 
efficiently administered and adequately staffed. On the basis of the opinion ex- 
pressed by the Veterans’ Administration authorities, this limit would probably 
be set at about 130,000 beds. Additional beds for the future on the basis of need 
would then be provided in community hospitals through the instrumentality of 
the Hill-Burton Act. 

It has been generally conceded that the Government should be responsible for 
the medical care and hospitalization of service-connected cases, and all cases, 
with chronic illnesses, including mental and tubercular patients who are in need 
of treatment for a period exceeding 90 days. There appears to be no good reason, 
however, why Congress should require that all of the beds that may be necessary 
for the continuance of this program should be provided in the Federal system. 
By changing the present law, authority could be granted to hospitalize deserving 
veterans with non-service-connected disabilities in community hospitals, with 
Government defraying the cost of hospitalization. It is believed that such a plan 
would be economical] and in the best interest of the veteran himself, who would 
then have the privilege of selecting his own physician and receiving treatment in 
institutions in which his family and his friends now receive care. The commu- 
nity hospitals made available for this type of care could be determined by the 
authorities of the Veterans’ Administration in the same manner as these same 
hospitals are now being made available to the service-connected case. 

As this problem has been thought out, the conclusion has been reached that 
Congress should seriously restudy the veterans’ hospitalization problem with a 
view to reevaluation of the privileges granted 26 years ago when the veteran 
population was 4 million, in contrast to the number of veterans—19 million— 
who are entitled to veterans’ privileges today. In spite of the fact that one-half 
of the beds now being provided in veterans’ hospitals were quite evidently con- 
structed for the use of the non-service-connected case, thousands of veterans 
each month over a period of years have been awaiting hospitalization when beds 
were not available for them. In February 1950, there were 25,707 such veterans. 
Less than 100 of these were said to have service-connected disabilities. In the 
event that Congress granted authority for the hospitalization of non-service- 
connected cases in general community hospitals, this backlog of veterans awaiting 
hospitalization would be cleared without serious difficulty, since the bed occupancy 
rate in these hospitals is now lower than it was immediately following the war. 
Then if Government would provide proper incentives for the improvement of 
care in State and municipal hospitals, these institutions would become accept- 
able to the veteran. He then could be provided hospitalization for mental and 
tubercular illness without being forced to travel great distances to enter a 
Veterans’ Administration hospital. Under these conditions, the tubercular patient 
would be more inclined to remain under treatment for as long a period as neces- 
sary to insure his full recovery. At this time, the number of irregular discharges 
from tuberculosis hospitals under the VA presents a serious public health prob- 
lem, aside from the bearing that it has on the welfare of the individual patient. 


DEVELOPMENT OF AMERICAN HOSPITAL ASSOCIATION INTERESTS 


Approximately 5 years ago, in May 1945, the board of trustees of the American 
Hospital Association indicated to the Council on Government Relations that it 
was desirous of assuming a constructive and positive attitude as plans for vet- 
erans’ hospitalization were being considered. At that time, when it was realized 
that the hospital facilities under the control of the Veterans’ Administration 
would not be adequate for the proper care of the large number of veterans re- 
questing hospitalization, the Director of Veterans’ Affairs requested that the 
association survey the hospital field with a view to determining what facilities 
in voluntary hospitals could be made available to the Government in the event 
that there was a need for these facilities. 

Preliminary steps were also taken at this time to negotiate with the Veterans’ 
Administration with a view of revising the then-existing method of reimbursing 
hospitals for veterans’ hospitalization. It had been suggested that a plan be 
devised similar in principle to the EMIO plan of the Children’s Bureau of the 
Department of Labor. 
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rhe officers of the association, realizing that the solution of the problem of 
veterans hospitalization would have a decided impact on all voluntary hospitals, 
onsidered the matter of obtaining information that would assist civilian hospital 
authorities in developing a policy which would protect the interest of veterans, 
and at the same time, insure the continuance of a high standard of hospitalization 
for the remainder of the population. 

For these reasons, in September 1946, a staff member was added to study the 
historical background of the development of the veterans hospital system and to 
vather factual information that appeared to be pertinent. 


AMERICAN HOSPITAL ASSOCIATION REPORT 


In March 1947, a detailed report was submitted to the coordinating committee 
through the Council on Government Relations which was subsequently approved 
hy the board of trustees and the house of delegates. Later this report was made 
available to all members of the association and distributed to the various agencies 
of Government that were interested in the problem, 

This report, entitled “Federal Hospital Planning With Particular Reference 
to Care for Veterans” indicated that: 

“With the gradual unfolding of the governmental program for the establish 
ment of hospital facilities throughout the United States, it becomes increasingly 
ipparent that there is a definite need for coordinated planning to assure realiza- 
tion of all desirable objectives. As currently projected, the Veterans’ Admin- 
istration hospital program accentuates the danger inherent in any plan whose 
magnitude is sufficient to influence the status of all other hospitals in the country. 
Should the expansion of the Federal hospital system be carried out as presently 
planned, it would inevitably affect the expansion of hospital facilities currently 
being considered for all our citizens including veterans and their families.’ 

“The Hospital Survey and Construction Act, passed by Congress, will result in 
the construction of new hospitals and publie health centers throughout the coun- 
try. This act provides integrated planning for construction of non-Federal 
hospitals with guidance at the Federal level and major planning on a State 
basis, but it omits any consideration of present or future Federal hospital con 
struction. On the other hand, development of the Veterans’ Administration 
program has proceeded on the basis of minimal integration with other Federal 
hospital systems and none whatever with the non-Federal hospital system.’ 

“There is vital need for overall planning in the expansion of hospitals to serve 
the citizens of this county. * * * 

“There appear to he cogent arguments for the desirability of overall planning 
in the expenditure of Federal funds for hospital construction, so that the system 
may serve not only veterans but their families and the balance of the population 
as well. Since integrated planning thus far largely contemplates planning at the 
State level, however, such acceptance seems to rest on the decentralization of the 
Veterans’ Administration hospital program. * * * 

“A logical answer to the problem would seem to be a medical and hospital care 
program for low-income groups on a Federal grants-in-aid basis with a major 
portion of the expenditures for the low-income veteran being made by the Federal 
Government utilizing local hospital resources.” Under such an arrangement as 
is suggested above, it would be possible to so plan the expenditure of Federal, 
State, and local funds as to expand and supplement present hospital facilities, 
aiming at care for the population as a whole on a more economical and effective 
basis. * * * 

“There seems strong argument for the thesis that Congress has never by 
formal action assumed responsibility for complete care in a Federal hospital 
system of all veterans unable to meet that cost; on the contrary, as has been 
pointed out, legislative enactment seems originally to have contemplated far less 
extensive action. Without redefinition, however, the actual intent of Congress 
now appears to be interpreted as not only to provide hospitalization for all non- 
service-connected cases, but also that planning of Veterans’ Administration hos- 
pitals of today should be predicated on that assumption. It is in this connection 
that there appears to be great need for clarification and modification on several 
counts. 

* iny major hospital construction should be on the basis of national plan 
ning’ *** 
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“It is a well-recognized fact that there are many disadvantages to a large 
Federal hospital system. Difficulties in administration, the maintenance of desir- 
able standards, and the problem of staffing a large number of hospitals with 
competent personnel are but a few of the obstacles that must be surmounted. 
Maintenance of desirable professional efficiency and overall costs of hospitaliza- 
tion are additional factors of primary importance. In addition to the problems 
that will arise in connection with such a large program, it is necessary to con 
sider the effects of political pressures that may logically be expected from 
veterans’ organizations, local communities, and others with a special interest 
in the development of a large Federal hospital system. * * * 

“Any change in medical and hospital benefits for veterans will require the 
careful consideration of Congress, which in the past has not found it practical 
to reduce such benefits. There is, however, great need for a program developed 
in relationship to overall considerations that will permit greater integration and 
look toward meeting some of the other objections to the present program. * * * 

“It is believed that the Veterans’ Administration building program beyond 
1951 should be restudied in detail, and that no further construction should be 
authorized pending completion of such a study. A committee consisting of 
hospital authorities from the Federal and non-Federal hospital fields should be 
appointed to consider the hospital needs of the country, and should be 
provided with adequate resources for the detailed analysis that will be required. 
The needs of all governmental agencies, including the Veterans’ Administration, 
should be covered by this study, and recommendations made to insure proper 
distribution of beds and other factors looking toward intelligent and efficient 
integration of all hospital construction. 

“Were Congress willing to enact a program of grants-in-aid to the States for 
construction to support the program enacted in the Hospital Survey and Con- 
struction Act, and in relation to maintenance cost as appears to be embodied 
in the National Health Act of 1947, it is possible that the Veterans’ Administra- 
tion hospital system could be stabilized at a size that could be administered 
satisfactorily. This would require careful investigation and reevaluation of 
the veterans program, and this can only be done following a study of all gov- 
ernmental needs and decision by Congress on the points mentioned above. 

“In summation, it appears imperative that some overall practical plan be 
advanced for integrating the hospital system of the country.’ It is therefore 
recommended that an authoritative agency be created by the Congress to de- 
termine the hospital needs of the country as a whole. In making this detailed 
study, the agency should benefit by reference to surveys currently being made or 
completed, and by the advice of recognized hospital and medical authorities, 
both Federal and non-Federal. 

“Such an analysis should include a reevaluation of how hospital facilities now 
available or contemplated within the various Federal hospital systems—including 
the Veterans’ Administration hospital—may be related to each other and the 
other hospital resources of the country. The objective should be to provide the 
best quality of hospital-service uniformly throughout the country on the most 
economical basis. This agency should submit recommendations as to the methods 
by which Federal funds invested in hospitals in the future may best be expanded 
with due regard to all factors.” 

The opinions expressed in this report have been reflected in the principles of 
the American Hospital Association as they have been developed during the con- 
tinuance of the study. More detailed expressions of policy will be found in the 
several resolutions adopted by the association as the veterans subject has been 
given serious consideration from year to year. (See appendix.) 


CANADIAN PLAN 


Early in 1948, realizing that the plan for the medical care of veterans in 
Canada would be of interest in this country, the American Hospital Association 
sent a staff member to that country to confer with the authorities there and to 
report the results of his observations. ' 

In Canada, as in the United States, there was a need for planning in connection 
with veterans care and hospitalization. In developing its program, the Canadian 
Government coordinated its expansion of hospital facilities with those that were 
already available in that country. All existing Canadian hospitals were drawn 
into the program and they functioned as a safety valve providing care for veterans 
with both service- and non-serviceconnected disabilities. Canada’s veteran 
population was approximately 1,250,000 in contrast to the 19 million of this 
country. 


2 Emphasis supplied. 
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Following demobilization, the Canadian authorities encouraged the immediate 
treatment and hospitalization of all veterans requiring medical attention. Those 
having disabilities existing at the termination of the war were urged to apply 
for treatment as a part of the country’s rehabilitation procedure. 

‘he Canadian Department of Veterans’ Affairs program had four parts: 

1. The construction of new veterans hospitals. 

» The utilization of existing military hospitals. 

3. The construction of additions to civil and nonmilitary hospitals. 

4, The unlimited use of civilian hospitals. 

The Canadian authorities held the construction of new buildings to a minimum. 
The construction of separate hospitals for veterans was limited so that when the 
peak of the veterans load was reached (after 3 years), there would be no great 
oversupply of unneeded beds in such hospitals. Additions to existing Canadian 
civil hospitals were constructed. These additions became integral parts of the 
various hospitals, and the service to veterans was administered, not by a govern- 
mental agency, but by the available civilian hospital staff. 

During the months immediately following demobilization, Canadian author- 
ities imposed few restrictions on medical care for all veterans. As a result, 
large numbers of disabled soldiers took advantage of the hospitalization and 
treatment without charge. 

In providing authority for the hospitalization of non-service-connected cases, 
Canada set up a number of firm and sensible limitations. A veteran with a non- 
service-connected disability received treatment only if he had had overseas serv- 
ice, and when his earning capacity was less than approximately $1,200 a year. 
There was no uncertainty in these requirements. They were clearly under- 
stood and firmly respected. 

Canada’s veterans with nonservice disabilities who do not qualify for free 
hospitalization under the auspices of the federal government are treated by the 
provineial authorities under the direction of the British North American Act. 
This act, like our own Constitution, makes health care the primary responsibility 
of the separate provinces rather than the national government. 

The act, in effect, has resulted in a great degree of decentralization of hospital- 
ized veterans and a concomitant shifting of responsibility from the Dominion to 
the provincial facilities where civilians as well as veterans are treated. 

The time limit—2 years—placed on the hospitalization of all patients under 
the responsibility of the Dominion Government has now expired so that author- 
ization in this category has been discontinued. Certain patients having illnesses 
that are recognized as complications resulting from disabilities arising during 
the war, such as complications resulting from venereal diseases, emergency con- 
ditions, and pensionable conditions are peing continued. 

In general, Canadian veterans with a nonservice illness, whose treatment is not 
provided by one of the provinces, may qualify for Dominion care on the basis of 
a rigid means test and the requirement of “meritorious service,” defined as over- 
seas duty. 

Since civil institutions and their employees were drawn into the Canadian 
veterans hospitalization prograim, they have been available to ex-servicemen 
with a service-connected or non-service-connected disability who qualified for 
treatment. This has permitted the veteran to be treated by his own hometown 
doctor and to receive hospital care in his community hospital when approved by 
the veterans official in his district. In the United States, however, Federal law 
prevents the hospitalization of non-service-connected patients in civil hospitals 
except in emergencies. 

The Canadian veteran with a nonservice disability whe qualified for treat- 
ment also is afforded the privilege of outpatient care. In the United States a 
veteran with a non-service-connected disability is permitted outpatient treatment 
only in a Veterans’ Administration facility. Veterans were also permitted to 
receive treatments from individual civilian physicians who were authorized to 
care for patients in their offices, homes, or in civilian hospitals when there were 
no veterans institutions in the area. 

Now that the peak of hospital load of those veterans for which the Dominion 
had assumed responsibility has passed in Canada, the treatment of veterans by 
civilian physicians is being discontinued, and it is assumed that the great major- 
ity of veterans needing hospitalization from now on will be accommodated in 
department facilities. 

In 1948, the Canadian authorities had reached the conclusion that the peak of 
hospitalization had already been reached. For that reason, there was no signifi- 
cant planning for new construction of veterans’ hospitals in Canada as there 
currently is in this country. 
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In summation, it was found that Canada has utilized all existing hospital facili- 
ties—military, Dominion, provincial, and civil—to the fullest possible extent. 
The benefits granted had been generous, and they were provided all veterans irre- 
spective of service if they were in need of care. Existing military hospitals pro- 
vided a large part of this care. Responsibility for the treatment of non-service- 
connected disabilities was assumed by the provinces after the first 2 years of Fed- 
eral responsibility, and the veteran was treated in bis home community with his 
friends and neighbors. Military hospitals were closed after the peak load was 
passed, and it was intended that the facilities constructed as additions to civi! 
hospitals were to be given over to those institutions for the care of the genera) 
population as the need for the veterans decreased. The Veterans’ Administration 
still maintains a small number of veterans’ hospitals for the treatment of service- 
connected cases and others who are the wards of the Federal Government. 

In contrast to this picture in Canada, we now see in this country an ever-in 
creasing demand for more and more hospital beds in the veterans’ system, and the 
end is not yet in sight. 

Over the years, as association representatives have studied the veterans’ prob- 
lem they have conferred with other organizations and groups, in and out of Govy- 
ernment. Officers of the association and the Committee on Veterans’ Affairs have 
met with representatives of the American Medical Association, the American 
Legion, the Medical Advisory Committee of the Veterans’ Administration ; and in 
1948 officers of the association appeared before the Medical and Hospital Services 
Committee of the Hoover Commission to present the association’s position as it 
related to Federal hospital planning, and specifically to the development of the 
veterans’ hospital program. 

During 1948, the veterans’ committee of the American Hospital Association met 
with a like committee of the American Medical Association on a number of occa- 
sions to consider a plan for the utilization of the insurance principle to provide a 
means for veterans with non-service-connected disabilities to pay the cost of 
hospitalization in community hospitals. 

Subsequently, the two committees met with the medical advisory boards of 
the American Legion and the Veterans’ Administration to present the insurance 
principle for consideration as these bodies were studying the means to develop 
plans to meet the increasing needs of the veteran population. 


AMERICAN HOSPITAL ASSOCIATION TESTIMONY BEFORE THE HOOVER COMMISSION 


On October 21, 1948, the President and executive director of the American 
Hospital Association appeared before the medical and hospital services com- 
mittee of the Hoover Commission to present the association’s attitude on Federal! 
hospital planning. 

At that time, attention was directed to the fact that the association had been 
instrumental in developing and extending Blue Cross plans, in inaugurating the 
commission on hospital care, which only recently after 2 years of study pub- 
lished its report, and to the fact that the association had actively sponsored and 
had had no small responsibility for the development and passage of the Hospital 
Survey and Construction Act by the Federal Congress. In this connection, it 
was stated: 

“This act, which is certainly familiar to this committee, has tremendously 
accelerated coordinated planning for adequate hospital services for the country. 
Further, the construction grants are making possible hospitals in the most needy 
areas of the country. 

“Federal funds for assistance in construction are limited. Of far greater 
importance is the requirement that each State survey existing hospital facilities, 
determine need and prepare to meet those needs in the order of their urgency 
under an overall planning. For the first time, hospital building in this country 
is being intelligently coordinated in a decentralized local-control program, oper- 
ated closely in partnership and with stimulating assistance from the Federal 
Government. The fundamental principles in the operation of the program devel- 
oped by this legislation come directly from the report of the commission on hos- 
pital care. 

“We call these activities to your attention in order that we may demonstrate 
to you what we believe to be the objective viewpoint of the association in its 
interest in developing an adequate hospital program.” Attention was directed 
to the important factors having a bearing on Federal hospital planning as 
follows : 

“It is our understanding that currently the Federal Government is spending 
for hospital and medical care of its beneficiaries approximately $1,200 million 
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per year. This care is largely given during hospitalization. We do not have 

available the total cost for medical care for all hospitalized illness, but we might 

expect that cost to be much less than double the cost of hospital care in civilian 

hospitals. Last year, annual operating costs for all non-Federal hospitals were 
ported at a little in excess of $2 billion. Obviously, Federal expenditures are 

substantial in proportion to the money now being spent for medical and hospital 
re for the balance of the population. 

“Hospital construction has averaged through the years approximately $200 
million per year. Federally aided hospitals under the Hill-Burton program will 
qual approximately $225 million per year. To this, of course, must be added 
nonfederally aided hospital building. Current appropriation for the construction 
if the Veterans’ Administration hospitals alone, as authorized by Congress, is in 
excess of the $1 billion to be expended in the next several years, again indicative 
of the substantial portion of the funds available in this country for hospital con- 
struction being expended on Federal hospitals. 

“We believe that there has been grievous lack of coordinated planning between 
the Federal hospital systems and, perhaps even more important, between all 
Federal hospitals and those which serve the balance of the population.’ There 
was an effort to provide some coordination through the Federal Board of Hos- 
pitalization. It is our impression that while the Board accomplished a degree 
if coordination, the present overlapping and duplication indicate that it was, in 
general, ineffective. We gather that the functions of the Federal Board of 
Hospitalization have been assumed by the Budget Bureau, and we are impressed 
hat a sincere effort to correct some of the problems is being made by that agency. 
It is, however, our belief that accomplishment under present legislation by the 
Budget Bureau will be limited as compared with the opportunities and needs for 
coordinated planning to avoid overlapping and duplication. 

“It is our belief that proper coordination of Federal, military, and civilian 
hospitals will only come about by the establishment of strong authority within 
the Federal Government. Such agency should have some degree of operating 
responsibility and full responsibility for coordination of all Federal health 
services. It should have the responsibility for recommending to Congress any 
necessary steps to expand Federal hospital services in such a manner as to avoid 
waste and duplication. 

“Further, we are impressed with the difficulties experienced by the Federal 
Government in the direct care of patients. Undoubtedly, such a relationship is 
inevitable in military hospitals. We do, however, sincerely believe that major 
responsibility for the administration of health services should be closely related 
to the recipient. We would favor the Federal Government, insofar as possibie, 
removing itself from the position of direct purveyor of medical and hospital 
care. We would favor assignment of responsibility to State and local govern- 
ment. 

“We are concerned that in sume areas there are hospitals being operated for 
specialized groups of beneficiaries under 3 and 4 Federal hospital systems. Each 
of the hospitals often is not used to capacity during periods of time, and hospitals 
under each system have been built with little reference to services available in 
other Federal or civilian hospitals. We think it is obvious to the committee 
that this is an extremely expensive example of failure in coordinated planning. 

“The hospitals operated by the Veterans’ Administration required special 
study by your committee. There are now approximately 19 million veterans. 
The intention of Congress toward providing benefits for this substantial segment 
of the population is not clear” It is our impression that originally Congress 
intended only to grant medical and hospital care for service-connected disabil- 
ities. However, legislation early provided other veterans might be hospitalized 
if beds were available and if the veteran were unable to meet the cost of care. 
Without any further legislation, except appropriation measures, implying the 
intent of Congress, a hospital system has been developed going far beyond 
the needs of the service-connected case. Currently, approximately 65 percent 
of the veterans hospitalized at any given time have non-service-connected ill- 
nesses, During 1947, 533,000 cases were admitted to Veterans’ Administration 
hospitals. Of these, 435,800 were for treatment of non-service-connected illness. 

“It is apparent that present construction, as authorized by Congress, provides 
heds far beyond the needs of the service-connected case." In fact, it would 
appear that unless some overall policy is developed by Congress, there will 
he built a separate hospital system for all care of all veterans. This system 


* Emphasis supplied. 
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will duplicate at a great additional cost for physical plant and operating 
expense, the system that already exists for the balance of the populatio: 
including those veterans who refuse to sign an affidavit certifying their inabilit) 
to pay the expense of such care. Further, this will be done at an expense in 
excess of that spent in non-Federal hospitals to serve the veterans wh 
refuses to sign such affidavit, the families of all veterans, and the balanc 
of the population, both as to operating cost and cost of construction. Furthe; 
this Federal system will be and is in direct competition for trained personnel 
for staff. Currently, the average gross starting salary for the inexperienced 
graduate nurse is about $200 per month for 46 hours of work per week in non 
Federal hospitals compared with $248 per month for 40 hours per week in Federal! 
hospitals. Other types of hospital personnel will show an even greater disparity 

“Again we wish to point out to you that this system is being built without 
reference to existing and planned hospitals serving the whole population, includ 
ing veterans and their families. There is no provision in the State hospital 
plans developed under the Federal Hospital Survey and Construction Act fo! 
counting beds in Federal hospitals. Should all required hospitals under Stat: 
plans be constructed, there would be a duplication between those hospitals and 
the hospitals provided by the Veterans’ Administration and other Federai 
agencies. This is a condition which should be corrected. Correction however 
requires coordinated planning between Federal and non-Federal hospital con 
struction, as well as between Federal agencies. 

“We wish to point out to you that even with the very large number of hospitals 
and beds being operated by the Veterans’ Administration, there is no uniform 
offering of benefits to veterans. The distance between Federal hospitals and 
patients and the accumulation of waiting lists of veterans desiring care make 
this obvious. Currently, it is reported that 18,000 veterans are on such waiting 
lists, primarily waiting for care for non-service-connected conditions. 

“For your study, we suggest the possibility that Congress might consider 
providing medical care while hospitalized, and hospital care for short-term 
illness to all veterans properly entitled to such service, and with or without 
service-connected disability, through the prepayment plan.’ Such protection 
could be available to all veterans on application if the veteran cannot offer to 
purchase such protection. Eligibility could be determined on the basis of an 
established income level related to the veteran’s personal income-tax return, This 
plan would not be successful unless it were substituted for the present program 
providing short-term care (perhaps defined as care of less than 90 days in 1 
year) in Veterans’ Administration facilities. 

“We regret that we are not in a position to recommend a more definite pro 
gram for this committee. We do believe that there is grave need for a@ much 
more detailed study of the present hospital systems within the Federal Govern 
ment. We believe only such study will fully document the overlapping of serv 
ice and the extravagant cost of such services rendered in Federal hospitals. We 
believe that such a study requires continuing year-to-year attention from an 
agency with sufficient stature within the Federal Government to discharge its 
responsibility. We believe that the Federal Government should insofar as pos- 
sible transfer to the States responsibility for the direct operation of hospital 
and medical care programs and that Federal participation should be channeled 
through grants-in-aid to the States, so planned as to maintain adequate service 
for Federal beneficiaries but with the distinct understanding that such Federal 
assistance shall be used to strengthen the entire hospital program in the country 

“We are convinced that the problem requires much more intelligent planning 
and authority within the Federal Government to avoid duplication between mili 
tary hospitals, between military and Federal civilian hospital systems, between 
Federal civilian systems, and particularly between Federal and non-Federal 
hospital systems. The aim should be the most economical erpenditure of the 
total funds available for health care in this country so planned that we may 
develop a system making available to the entire population adequate service for 
the people of this country.’ Only such planning can make care available within 
the financial resources reasonably estimated as available for this purpose.” 


HOOVER COMMISSION REPORT 


In November 1948, the Committee on Federal Medical Services of the Com- 
mission on Organization of the Executive Branch of the Government reported 
its findings and made specific recommendations for the improvement of Federal 
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medical services. This report, made after exhaustive studies had been completed, 
accentuates the importance of overall planning. Furthermore, it contains a 
wealth of factual material that should be available to everyone interested in 
providing a high type of medical care and hospitalization for all of our people. 

In its summary, the committee directed attention to the fact that the United 
States gives varying degrees of care to 24 million beneficiaries—about one-sixth 
of the Nation. In pointing to the weaknesses of the existing organization, the 
committee directed attention to the fact that: 

“This enormous expanding enterprise is devoid of any centralizing plan,” and 
that: 

“Fundamental to all others is the conclusion that there must be overall planning 
and that this in turn requires first, a clear definition of the extent of the 
responsibilites, and second, an appropriate organization to carry out the com 
mitment.” 

Referring to the available medical manpower, the committee stated : 

“Except in war, as adequate medical care is to be given, special lists must be 
utilized in their own communities. In the nonmilitary Federal agencies, none 
has the manpower resources in sight to meet its full responsibilities. The condi- 
tion is neither temporary nor self-correcting. In the Veterans’ Administration 
alone, 5,600 beds are now closed because of inability to staff them. The best 
opinion available is that not over 120,000 Veterans’ Administration beds can be 
staffed. Construction is far outrunning manpower. Present organization and 
practices make for inefficiency in utilization of professional personnel.” 

teferring to the hospitalization of non-service-connected disabilities in veter 
ans’ hospitals, the committee stated : 

“As to veterans with non-service-connected disabilities, there is authorization 
to hospitalize them only if a bed is available. Yet, 100,000 Veterans’ Administra- 
tion hospital beds have been built or authorized which serve no purpose except 
deliberately to make beds available for non-service-connected cases. Congress 
must have expected that care to this extent would be given or it would not have 
appropriated funds for the beds. The fiction of limiting the right to care only 
if a bed is available thus leads to construction of a Federal plan of staggering 
cost, when much of the hospitalization might be more efficiently provided in 
community hospitals on a reimbursable basis.” 

In pvinting to the lack of integration between the Federal and non-Federal 
hospital systems, the committee stated: 

“The present inconsistency between Veterans’ Administration construction 
program and Federal aid to non-Federal hospitals under the Hill-Burton Act 
should be ended.’ Inadequacies exist in the Nation’s hospital plan. The Fed- 
eral Government has recognized the need for aid in remedying them and is now 
giving such assistance. This effort would be furthered by placing Federal 
cases in non-Federal hospitals on a reimbursable basis wherever it is efficient 
to do so instead of further enlarging the Federal hospital plan. In that way. 
many veterans could be cared for near home in their community hospitals. If 
beds are inadequate for Federal patients, extension of assistance in construction 
on a grant-in-aid basis, under which the Federal Government pays only part of 
the cost and the community bears the rest and assumes responsibility, should 
be the method of choice. This step is further indicated because the Federal 
Government is dependent upon volunteer and other community teaching hos- 
pitals for undergraduate and postgraduate training of medical personnel and 
for the advancement of medical science by joint efforts with the medical schools 
affiliated with them. Many of these hospitals are in financial trouble. They 
are vital resources of the Nation. They, together with other community hospitals, 
should be utilized, and not weakened by unrestricted Veterans’ Administration 
hospital competition.” Pointing to the magnitude and organization of Federal 
medical activities, the committee stated: 

“For fiscal year 1949, the appropriation allocated to the Veterans’ Adminis- 
tration’s medical program alone (almost half of which is for the construction 
of new hospitals) approximately equals the expenditures of all agencies in 
fiscal year 1948. The total Federal medical budget for fiseal year 1949 is esti- 
mated at $1,923,000,000. 

“One estimate, which we believe to be conservative, fixes 175,000 to 200,000 
as the number of Veterans’ Administration beds required in 20 to 25 years, even 
if only service-connected cases and chronic non-service-connected cases—the 
latter being almost all medically indigent—should be given care. A study indi- 
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cates need for 250,000 beds by 1975, and that of these, three-quarters would be 
for mental cases. The present Federal hospital building program for the next 
3 years includes $1,100,000,000 in hospitals for the Veterans’ Administration 
alone, several of the smaller ones costing over $30,000, and one over $51,000 for 
a single bed. 

“Projects for Federal hospital construction desired by other agencies bring 
the total current expenditures proposed on construction roughly to $1,300,000,000 
for about the next 3 years, exclusive of $75 million annually to aid non-Federal| 
hospital construction. 

“This enormous Federal medical project has been entered into and is now 
being conducted without any central plan, without even any clear decision as to 
certain of the large classes of beneficiaries ta be covered, with no estimate of the 
ultimate cost or of the effect upon other health measures for the Nation.’ 

“As matters now stand, the Government is moving into uncalculated obliga- 
tions without consideration or understanding of their ultimate cost. It is pro- 
ceeding with no adequate thought as to whether it can staff its hospitals to give 
good care, and without any unified plan as to how to do the job. 

“One conclusion fundamental to all others is inescapable. There must be 
overall planning. This in turn requires a clear definition of the extent of the 
responsibilities and an organization appropriate to carry out the commitment.” 

In referring to the construction program of the Veterans’ Administration, the 
committee states : 

“Finally, the vast Veterans’ Administration's construction program, which is 
clearly required only for the care of non-service-connected cases is thoroughly 
inconsistent with the other policies of the Government in aiding non-Federal 
hospitals under the Hill-Burton Act.’ It competes with them for scarce profes- 
sional personnel other than physicians, pays higher wages for such personnel, 
drains off from such hospitals part of their patients, and weakens local support 
for construction of community hospitals. We believe these destructive implica- 
tions are not clearly understood.” 

Referring to the current development of the Veterans’ Administration hospital 
system, the committee stated: 

“4 vast hospital plan has been created for purposes, some of which are neither 
clearly defined not authorized by any settled policy. Congress must have in- 
tended to provide military care to veterans with non-service-connected disabilities 
in far greater numbers than could be accommodated in surplus beds in hospitals 
built for service-connected illnesses or it would not have built three times as many 
hospitals as are needed for the latter. But the Veterans’ Administration at 
present can provide medical care legally for veterans with non-service-connected 
disabilities only in Federal hospitals. Consequently, it cannot provide care for 
these veterans in the most economical way, which in many instances would be 
in the local hospitals of their home community. As a practical matter, the 
hospitalization of veterans is now limited principally by the size of the Federal 
hospital plan and the desire of the individual veteran to seek hospital care under 
a statement of financial inability, which is largely a matter of form. Ability to 
pay is not more than a very minor moral deterrent’ 

“Tested in these various ways, it is clear that the unsatisfactory conditions 
found are not sporadic instances of bad judgment nor of administrative failure, 
but result from inherent weaknesses caused by the way in which the present 
Federal medical services have come into being and the nature of the existing 
setup itself.” 

The committee expressed the opinion that the generally unsatisfactory situa- 
tion could be corrected by Congress. 

“First, it must decide as a matter of policy, whether to assume full responsi- 
bility for the care of non-service-connected disabilities as it now does for service- 
connected cases. As a practical matter, Congress has taken a very long step in 
this direction by its appropriations for constantly increasing the facilities of 
veterans’ hospitals far beyond the present or prospective needs of service-con- 
nected disabilities and by opening the hospitals to veterans without any inquiry 
into their need of free care. Therefore, the realistic choice opened to the Con- 
gress seems to be between: (a@) providing hospital care for all, or (>) making 
a real—not a nominal—limitation based on financial need. 

“If the Congress determines on a policy of complete hospital care for all vet- 
erans, there should be provision in the law which will make it possible to give 
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care for non-service-connected disabilities in non-Federal hospitals on a reim- 
bursable basis. 

“If the Congress decides to limit care to veterans in financial need, provision for 
screening is necessary for acute cases, but this is not requisite in our judgment in 

hronic cases.’ It would be realistic for the Government, which is now con- 
tingently providing for these chronic cases only if beds are available, to assume 
generally and unconditionally the obligation to supply such care, thereby giving 
the veterans a dependable and self-respecting protection against the specter of 
the cost of a permanent crippling illness. On this basis, care for these chronic 
cases would not be given merely if a bed is available, but beds would be provided 
in Federal or community facilities.” 

The committee went on to report that it recognized a third alternative if the 
Congress establishes a system of compulsory health insurance. The question of 
non-service-connected disabilities would be automatically eliminated as they 
would then be provided for in the same way as cases of other citizens. 

The committee also recognized the possibility of providing the veterans with 
non-service-connected disabilities medical care and hospitalization through volun- 
tary insurance. 

To remedy the deficiencies found to exist in the presently unrelated agencies 
within Government, the committee concluded: 

“The present numerous agencies concerned with similar medical activities must 
be integrated into two major systems—military and nonmilitary. For the non- 
military system, we recommend a new National Bureau of Health, part of the 
proposed Cabinet Department. It should include at least three main divisions: 

“1. Medical Care 

“2. Public Health 

“3. Research and Training 

“In the continental United States, there should be transferred to the Medical 
Care Division— 

“1. All general hospitals of the Armed Forces and State’s hospitals except those 
in outlying posts so located that hospitals of the National Bureau of Health would 
not be near enough to provide hospitalization they would require. 

“2. The medical functions of the VA, in toto, including the outpatient services 
in the regional offices of the VA. 

“3. The hospitals of the Public Health Service. 

“4. St. Elizabeths Hospital. 

“Other hospital functions which should not be transferred include hospitals 
of the Bureau of Indian Affairs, hospitals of the Bureau of Pensions, and other 
small hospital functions such as those that are incident to TVA and the Atomic 
Energy Commission.” 

Later, the Commission on Organization of the Executive Branch of the Gov- 
ernment recommended the creation of a National Medical Administration to 
supervise, coordinate, and administer all Federal medical agencies. 

Opposition to this recommendation has been expressed by most of the presently 
existing governmental agencies and the various veterans organizations. A bill 
has been presented in Congress to establish the United Medical Administration, 
and a congressional committee is currently conducting hearings on the subject. 


REPORT OF THE NEW YORK ACADEMY OF MEDICINE 


In September 1949, the committee on public health relations of the New York 
Academy of Medicine published its report on the hospitalization of veterans. 
This report directed attention to the expanding benefits that veterans were cur- 
rently receiving and indicated that the committee had been “reliably informed 
that there had been widespread abuse” of the privilege that had been granted 
veterans with non-service-connected disabilities to receive hospitalization at 
Government expense when they themselves were urable to defray the cost. It had 
been informed that “comparatively affluent men are said to be signing the state- 
ment, and the Veterans’ Administration is by law compelled to accept these affi- 
davits without investigation.” 

The present status of hospital facilities for veterans was analyzed on the basis 
of current needs and attention was directed to the fact that “It is evident that 
all the expansion now in progress and any that is projected for the future will be 
for the care of veterans suffering from complaints in no way related to their 
military experience. 
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“If the presently authorized expansion is carried out, the ratio of beds to 
veterans will be S per thousand. With 300,000 beds, there would be 20 per thou 
sand, assuming that there will be 15 million veterans alive in 1970. This ratio 
is in contrast to that of 4.5 beds in general hospitals per thousand of the entiry 
population including men, women, and children. 

“It must, however, be stressed that the Medical Department of the Veterans 
Administration is not in favor of the indefinite expansion of the hospital system 
The Chief Medical Director has stated that he favors a limit of 120,000 beds as 
the largest that can be staffed and operated efficiently. The committee considers 
this number as the top limit.” 

The committee then went on to report the recommendations of the Voorhees 
and Eberstadt committees on Federal medical services. 

Attention was directed to the fact that a lack of coordinated national planning 
was having a harmful effect on the development of facilities in the community 
hospital system of the country. Local planning was also meeting obstacles. As 
an illustration of this fact, the committee stated: 

“When the Hospital Council of Greater New York was formulating the master 
plan for New York, the veterans’ hospitals in this area refused to participate in 
any way in the planning for the hospital needs of the city in spite of the fact that 
many of their patients are citizens of New York and were therefore counted in 
the population to be served by the master plan. A new hospital is even now 
being erected in Brooklyn and one is in prospect for Manhattan, but there has 
been little coordination with the local needs of New York City in spite of the 
efforts by the Hospital Council of Greater New York. 

“The need for integration of hospital care for veterans with local community 
activities was apparently considered when arrangements were concluded for 
home eare of veterans with service-connected disabilities and for hospitalization 
in community hospitals if beds were not available in veterans’ hospitals. How 
ever, for various reasons, this is not working out satisfactorily everywhere 
There has been a decline in home care and in the use of community hospitals and 
a concomitant increase in Veterans’ Administration clinics in large cities,” 

In conclusion, the committee made the following recommendations for the 
consideration of the general public, Congress, and the Veterans’ Administration : 

“1. As a matter of sound policy, the committee reiterates its recommendation 
of 1932 that Federal responsibility for the medical and hospital care of veterans 
be limited exclusively to those with service-connected disabilities except that 
the tuberculous and mentally ill veterans should be provided for regardless of 
the origin of their disability. The comprehensive provisions in the present laws 
as they have been administered constitute class legislation and are detrimental 
to the best interests of the country.’ Since under existing arrangements, the high 
quality of medical service in the veterans’ hospitals can be maintained only if 
there is a variety of clinical material of interest and educational value to the 
medical staffs, the committee does not object to the admission of a limited num- 
ber of patients with non-service-connected general medical and surgical condi- 
tions. There would seem to be no justification, however, even for teaching pur- 
poses, for this group in any hospital to exceed 50 percent of the total number 
of patients with general medical and surgical illnesses. The committee is of 
the opinion that sufficient clinical material should be available through the ad- 
mission of (a) patients who have been treated for service-connected disabilities, 
and who subsequently develop non-service-connected disorders, and (b) veterans 
with non-service-connected illnesses who are unable to finance their own hospital 
and medical care. Ample clinical material for teaching purposes would be avail- 
able if all the hospital services of the Federal Government were brought under 
a united administration. 

“2. The committee recommends that in a group of veterans with non-service- 
connected illnesses admissible to veterans hospitals should be included those 
with neuropsychiatric disorders and TB. Even if all veterans suffering from 
these two types of chronic conditions were accommodated, then existing hospitals 
would still afford room for a considerable number of patients with general 
medical and surgical conditions. . 

“3. The committee also recommends that Congress amend the laws to make 
it possible for the Veterans’ Administration to investigate claims by veterans 
with non-service-connected disabilities of their inability to pay for hospital care. 

“4, In view of the existing ample provision, the committee urges that Congress 


’ Emphasis supplied 
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place @ limit to the number of hospital beds for veterans, this limit not to exceed 
120,000 beds." 

“5. The committee recommends that for reasons of economy, the unutilized 
facilities of other governmental! hospitals, which according to the Voorhees report 
to the Hoover Commission number 45,000 beds, he made use of before provision 
s made for additional hospital accommodations for veterans. Large economies 
in personnel and costs could be effected if the Federal medical services were 
to be integrated into a united medical administration. 

“6. In the interest of better planning for hospital needs throughout the 
country, the committee recommends that the veterans hospital services be coor- 
dinated with those of volunteer hospitals in order to prevent costly duplication 
of facilities. The committee endorses the position set forth by the Voorhees 
committee : 

“'The solution is obviously not to expand the Federal system, but to extend 
limited aid to the community system.’ This should be done by partial assistance 
in new construction and general medical and surgical hospitals to at least the 
extent that is necessary to provide needed facilities for Federal patients and 
to contract for such care in such institutions.’ 

“7. The need for hospital accommodations in veterans hospitals can be 
materially reduced by the employment of procedures such as are being practiced 
in voluntary hospitals to shorten the unnecessarily long stay of patients and 
by a strict admission policy based on medical necessity. The committee rec- 
ommends thoughtful consideration of these two possibilities. 

“8. In the interest of public health, the medical, nursing, and technical 
resources of the country should not be unreasonably diverted from the civilian 
to the governmental hospitals.’ 

“9. The committee urges on Veterans’ Administration authorities that they 
encourage all veterans who are subscribers to voluntary prepayment insurance 
plans covering medical and hospital care to make use of the benefits provided 
and to seek accommodation in their community hospital for the periods to which 
they are entitled under their contracts and to consider the recommendation of 
the Voorhees committee that insurance be provided by the Government for those 
mable to provide it for themselves.” 


REPORT OF THE MASSACHUSETTS MEDICAL ASSOCIATION 


In November 1949, a joint meeting of the committee on veterans affairs, the 
committee on medical economics, the executive committee on the committee on 
legislation, and the subcommittee on national legislation of the Massachusetts 
Medical Association was held at Boston, Mass. The meeting was called to 
consider a resolution concerning the hospital and medical care of veterans for 
non-service-connected disabilities which, it was reported, might be introduced by 
the Tennessee delegation at the interim session of the American Medical Asso- 
ciation house of delegates, December 6, 1949. 

The discussion that ensued developed the following points: 

“1. That there are now over 100,000 Veterans’ Administration hospital beds 
in operation and the construction program due to be completed in 1953 will add 
67 new hospitals and 42 additions, bringing the total number of beds to more than 
130,000. The cost of this construction would be in the neighborhood of $750 
million. It is estimated that if present policies are continued, 300,000 beds will 
be necessary by 1980, and that if only service-connected cases are given care, 
there will be in all probability need for 250,000 beds by 1975. Of these, three- 
quarters would be for mental cases. 

“2. That about 80 percent of the veterans currently hospitalized in Veterans’ 
Administration hospitals have non-service-connected disabilities. 

“3. That about 60 percent of the veterans currently hospitalized in Veterans’ 
Administration hospitals have chronic diseases, principally TB and neuro-psy- 
chiatric illnesses. 

“4. That 974 hospital projects have been approved under the Hill-Burton Act 
and that the cost of these projects will be in the neighborhood of $631 million, 
of which $188 million will be contributed by the Federal Government. 

“5. That there is currently a controversy over the responsibility of the Federal 
Government for medical care now provided to some 900,000 dependents of mem- 
bers of the Armed Forces. 


* Emphasis supplied. 
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“6. That Congress, at the last session, passed a bill authorizing $1,500,000 
toward the cost of building a county hospital in Albuquerque, N. Mex., on the 
eondition that 100 beds be placed at the disposal of Indian patients who are 
beneficiaries of the United States, and that in enacting this measure, the Con- 
gress observe that in certain instances it is more desirable to build community 
hospitals that will serve all instead of erecting special hospitals for specia! 
Lxroups. 

The Committee then considered the recommendations made by the Hoover 
Commission for the establishment of a United Medical Administration and 
pointed to the summary of the Commission in regard to the integration of Fed 
eral hospitals with nonprofit hospitals. 

Following the discussion, it was the consensus— 

“1. That the uncoordinated building of hospitals and additions to hospitals 
under both the Veterans’ Administration and the Hill-Burton Act can result 
only in competition which will lead to the disintegration of the quality of care 
rendered in Veterans’ Administration facilities, and that therefore these build 
ing programs should be coordinated to the end that the legitimate needs of each 
community will be served intelligently and economically. 

“2. That it is the responsibility of the Congress to determine which veteran 
shall receive hospital care at public expense and further that it is the respon 
sibility of the Congress to decide where and how such care is to be provided. 

“3. That in determining which veterans shall receive hospital care at public 
expense, and where and how such care will be provided, the Congress should 
fully explore and understand the recommendations of the Hoover Commission in 
this regard (see appendix for resolution adopted). 


GINZBERG MONOGRAPH FEDERAL HOSPITALIZATION 


Dr. Eli Ginzberg, of Columbia University, during 1949 published a series of 
three articles on Federal hospitalization. These articles were stimulating in that 
they were essentially factual, and his analysis of the situation has served to 
clarify several of the factors that have been in dispute as the various authorities 
have approached this problem. The author pointed to the tremendous scale of 
present operations, the rapid rate of expansion of the present Federal system, 
and the lack of organizational changes to keep pace with the expansion. 

He pointed to the fact that the present cost of all Federal health services was 
about 25 percent of the total cost of all health services in the country, and 
indicated that while the costs for these services in 1910 were but $3.5 million, the 
cost in 1948 was approximately $1.25 billion. The trend toward the expansion 
of the Federal hospital system indicated by the increase in costs over the years, 
he stated, has taken place since World War II in the hospitals of the Veterans’ 
Administration . 

Referring to the major criticisms directed at the structure and functioning of 
Federal hospitals, he stated: 

“Among the major criticisms presented by the experts are the following: Care 
of patients with tuberculosis or mental diseases now provided by the Federal! 
Government should be integrated with the local and regional program; there is 
no logic in the Federal Government's continuing to subsidize the building of 
community hospitals in various regions of the country which are in need of 
additional facilities and, at the same time, to proceed independently with an 
expansion of Veterans’ Administration hospitals, thereby undermining the very 
basis of regional planning. The Medical Departments of. the Army, Navy, and 
Air Force are failing to concern themselves adequately with their major mis- 
sion planning for war—because they are preoccupied with furnishing medical 
care, including comprehensive hospital care, not only to service personnel but to 
their dependents; finally, the Federal Government is charged with gross ineffi- 
ciency in the performance of its medical mission in that facilities are duplicated, 
excessive personnel is used, and specialists’ skills are wasted primarily because 
of the antiquated administrative structure which permits the uncoordinated 
operation of five major Federal hospital systems. 

“The criticisms leveled at the present scope of Federal hospitalization can be 
assessed by considering, first, those which relate to the provision of care to 
the the dependents of Armed Forces, and then the more fundamental questions 
raised about the present and future operations of the Veterans’ Administration.” 

After reviewing the pros and cons relating to the veterans’ problem, the author 
stated: 

“A more logical proposal would be to suggest that the States assume more 
responsibility for the care of veterans with mental diseases or tuberculosis. 
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This has, in fact, been recommended by certain experts. In theory it would be 
desirable to integrate the care of veterans with care of other members of the 
community.” 

The American Hospital Association has repeatedly recommended that the vet- 
erans’ system be limited in size and that additional beds in all clinical categories 
found to be necessary beyond this limit be provided in community hospitals 
through the coordination of the veterans’ program with that being developed 
under the auspices of the Hill-Burton Act. Most of the authors recognize the 
fact that all mental and tuberculosis hospitals in civilian communities may not 
be acceptable for the treatment of veterans at this time, but it is the considered 
opinion of many that these same hospitals in time would be acceptable if incen- 
tives through the Hill-Burton Act were given to State institutions. 

Dr. Ginzberg indicates that— 

“Since the system is approaching 130,000 beds, this may be a good point for 
the Veterans’ Administration to do what it can to check its further growth? 
\mong the proposals which warrant consideration are the following: As occu- 
pancy in voluntary hospitals begins to decline, as it probably will in the well- 
hospitalized regions of the country, the Veterans’ Administration might consider 
increasing the purchase of care for patients with service-connected conditions 
in hospitals which meet specific standards. 

“Inasmuch as the Federal Government is now caring for such a high percentage 
of veterans with tuberculosis or mental diseases whose condition is not service- 
connected, Congress might contemplate the desirability of encouraging the 
States to expand their hospital systems so as to care for veterans for whom 
they would be reimbursed by the Federal Government. The problem would 
be more difficult in those States where the present level of care is unsatisfactory. 
The Federal Government might, however, consider the establishment of special 
incentives to encourage those States to raise thir standards.” * 

This suggestion parallels the recommendation of the American Hospital As- 
sociation to a considerable extent. Doctor Ginzberg then discusses the recom- 
mendations of the Hoover Commission and concludes: 

“There were serious shortcomings in the administrative structure of the 
Federal medical services, but it is questionable whether these shortcomings 
justified the radical proposal put forward by the Hoover Commission. 

“There is no coordinating agency charged with maximizing the use of the 
medical facilities and personnel of the Armed Forces, the Veterans’ Admin- 
istration, and the United States Public Health Service. Coordinaticen exists, 
but it proceeds on an informal basis and consists primarily of the Army’s and 
Navy’s granting bed credits to the Veterans’ Administration. It would clearly 
be constructive if a higher degree of coordination were developed among the 
major agencies so that their combined resources could be utilized to a maximum.” 

Attention was directed to the fact that the Federal medical services task 
foree of the Houver Commission emphasized the absence of “a top-level super- 
visory and planning agency concerned with appraising the relationship within 
Federal medicine and Belial medical economy.” 

Referring to the failure of the Federal Board of Hospitalization to fune- 
tion constructively, and its subsequent decommissioning, the author indicated 
that— 

“The gap should be filled, and the.sooner the better, for an operation of the 
magnitude of the Federal medical services, which currently exceeds an annual 
expenditure of more than $1 billion for operating purposes, has need for a 
planning agency of the highest quality.” 

Attention was directed to this fact by the American Hospital Association, 
but, up to this time, Congress has taken no action in this very important direc- 
tion, 

In summation, Dr. Ginzberg states: 

“There is a reason to question the indefinite expansion of the Veterans’ Adminis- 
tration hospital system and consideration should therefore be given to the desire- 
bility of the Federal Government's developing a long-range plan to purchase care 
in community, State, and local hospitals when these meet prescribed standards.’ 
In those States where the existing level of care for patients with tuberculosis 
or mental disease is inadequate, it might be desirable for the Federal Government 
to make special incentives * available so that a proper level of care can eventually 
be provided to all citizens, including veterans. From an administrative point of 


2 Ttalics supplied 
1 Italies supplied 
1 Italics supplied. 
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view, the major shortcoming is the absence of adequate coordinating and planning 
agencies to insure the maximum utilization of the medical resources of the 
Federal Government.” 

The American Hospital Association would voice no criticism of the principles 
enunciated in the above. All of the principles expressed by the association have 
heen in the interest of the country as a whole and specifically in the interest of 
all segments of our population including the veteran, his family, and his friends. 


RESOLUTION OF THE TENNESSEE STATE MEDICAL ASSOCIATION 


In March 1950 the Tennessee State Medical Association presented a resolution 
concerning the medical and hospital care of veterans with non-service-connected 
disabilities to the Veterans’ Committee of the American Medical Association for 
its consideration. (See appendix.) 

In making this presentation, the committee stated in part: 

“The program proposed in the resolution is a bona fide insurance program. 

It is proposed that the beneficiary receive an insurance contract. It provides 
that the question of ability to pay be determined on the basis of the net income of 
the veteran. It is practical. Every person with an income of more than $500 
a year is required to file a tax return, and every person with an income of over 
$600 is required to pay a Federal income tax. This method avoids the use of the 
means test as usually employed. 

“The relationship between medical schools and veterans hospitals would not be 
affected in any way. Only the type of patients admitted to veterans hospitals 
would be affected. Veterans with acute medical and surgical conditions which 
are not service connected would not be eligible for admission to veterans hospitals. 
Veterans would still he eligible for admission to veterans hospitals for service- 
connected disabilities, or disabilities which are in dispute as to whether they 
ire service connected, TB, mental illnesses, and chronic illnesses requiring hos 
pitalization for a period in excess of 90 days. The cost of the care, both hospital 
and medical, would be paid by the insurer. Members of the staff which serve 
such veterans in the university hospitals instead of the veterans hospital can be 
paid for their services on the fee schedule that now applies. It would make 
benefits as nearly equal to all eligible veterans as it is possible to make them. 
It would enable the veterans to obtain prompt admission to the nearest approved 
hospital—an advantage of great importance. It would restore to both physicians 
and veterans the proper relationship to each other in a free society, a relationship 
which is destroyed by the present program. It would restore to civilian hospitals 
which are approved the privilege of serving veterans who desire their services 
and thus contribute to the financial stability and efficiency of such hospitals. 
It would remove the conflicts, duplications, competition, and the waste that 
results from the development of two hospital programs.” 


VETERANS’ ORGANIZATIONS 


The various veterans’ organizations have contended, since World War I, 
that the Federal Government should create and maintain a separate hospital 
system for the care of all veterans. This principle has been adhered to in spite 
of the fact that facilities have never been provided for all those requesting 
hospitalization, as evidenced by the long waiting lists and the further fact that 
professional personnel is in short supply. Thousands of beds in veterans 
hospitals are now unavailable because of the lack of personnel, and as new 
institutions are commissioned in the next few years, this shortage will result 
in serious competition between Government and community hospitals. 

In adhering to this principle, the veterans’ organizations have seen fit to 
ignore the dangers inherent in an immense hospital system under bureaucratic 
control, Political and other pressures have brought about the location of 
hospitals in inaccessible areas where staffs cannot be provided, and the effect 
of bickering within Government has already had an adverse influence on the 
morale of hospital personnel. 

Representatives of the American Legion and the American Hospital Associa- 
tion have met on numerous occasions since 1945 in an attempt to iron out 
differences in policy that have a bearing on future planning for the hospitalization 
of veterans. In 1945, a communication was sent by the association to the 
American Legion asking that the latter organization join with it in studying 
past practices and in making plans for the care of a large number of veterans 
of World War II, utilizing all available resources in order to give that group 
the best possible hospital care. The attention of the Legion was directed to 
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the fact that the association was urging all voluntary hospitals to provide full 
cooperation in extending both inpatient and outpatient facilities for the care 
of veterans referred to them by the Veterans’ Administration. It was suggested 
also that an attempt be made to formulate with the Veterans’ Administration 
a simplified contract in which medical and hospital services would be dissociated 
and hospitals would be reimbursed for the care of veterans on the basis of a 
formula related to cost. 

In March 1947 a representative of the Medical Advisory Committee to the 
American Legion met with the Committee on Veterans’ Relations of the American 
Hospital Association to consider current plans for veterans planning. At that 
meeting it was directed that the American Legion be approached with the 
suggestion that they add hospital representation to their medical advisory 
committee, or as a less desirable alternative, appoint a hospital advisory council 
to advise the Legion in the same manner as their present medical advisory com- 
mittee. At the time it was considered that hospital membership on the medical 
advisory council could be very helpful in making a study of the hospitalization 
of service-connected cases in voluntary hospitals. 

Following the annual convention of the American Hospital Association in St. 
Louis in September 1947, the commander of the American Legion in a newspaper 
interview took violent exception to the resolution passed by the House of 
Delegates referable to veterans hospital construction. He had interpreted the 
resolution to recommend that Congress withhold appropriations for all future 
construction of Veterans’ Administration hospitals. He assumed that the 
association was in effect recommending the discontinuance of all construction 
authorized by Congress and not yet contracted for. This actually was not the 
intent of the resolution, since in February 1948, an official interpretation indi- 
cated that the association was merely expressing opposition to further expansion 
of veterans’ hospital construction beyond present planning up to 1951 until 
further study, as recommended in the report, Federal Hospital Planning with 
Particular Reference to the Care of Veterans, but this interpretation did not 
indicate the association’s endorsement of the present program. In other words, 
the association was pointing to the ultimate development of the yeterans pro- 
gram beyond 1951 rather than toward the program that had already been 
authorized by Congress. 

In 1948, the Committee on Veterans’ Affairs of the American Hospital Associa- 
tion met with a like committee of the American Legion to present an insurance 
plan to be utilized in connection with the payment of the cost of hospitalization 
of veterans with non-service-connected disabilities. The details of this plan were, 
in all essential respects, similar to those incorporated in the plan presented by 
the Tennessee Medical Association to its parent organization in 1950. This 
is recorded in detail in the appendix of this presentation, and for that reason, 
it will not be repeated here. 

The members of the various committees discussed the plan in detail but no 
opinions referable to its acceptability were expressed. 

In December 1948, the same groups met in Washington and again discussed 
the applicability of the insurance plan as to the essential problem. All de- 
tails of the suggestion were discussed at length, but again there was no expressed 
reaction on the part of the American Legion. It was the consensus of the com- 
bined group that government was being faced with a serious problem, but that 
no mutually acceptable solution was evident. 

Following the order of the President to cut approximately 16,000 beds from 
the authorized hospital construction program of the Veterans Administration, 
representatives of the American Hospital Association appeared before the sub- 
committee on Labor and Public Welfare of the United States Senate to present 
the reaction of the association toward that recommendation. The American 
Legion had assembled representatives from various sections of the country where 
veterans hospitals had been eliminated to plead for the restoration of the beds. 

After pointing to the great cost of construction and operation of veterans 
hospitals, the difficulty in properly staffing these hospitals, and the difficulty in 
maintaining these institutions, the representative of the American Hospital 
Association stated: 

“The American Hospital Association would be derelict in its responsibility 
to the American people if it failed to vigorously protest against this veterans 
hospital program that conflicts with and duplicates the national hospital con- 
struction program for everyone, including veterans, under Public Law 725. 
This does not mean the American Hospital Association is opposed to the con- 
struction of beds for veterans or for any other segment of the population, but it 
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does insure that such construction must be in accordance with the official State 
plans in each State to prevent duplication and waste.” 

It was also stated that— 

‘The American Hospital Association sincerely desires to be of constructiv: 
assistance to the country as a whole, the Congress, and to the veterans. Ws: 
believe that all planning should be on an overall basis, and the veterans plan 
ning especially should be coordinated with the interests and needs of the general 
population.” 

Representatives of the association met again in May 1949, with Legion repre- 
sentatives. At that time, representatives of the association stated: 

“We are strongly of the opinion that it is the responsibility of Government 
to provide hospital care for the service-connected case in all of the clinical cate 
gories. It is also the responsibility of Government to provide this type of care 
for all veterans, irrespective of service, with long-term illnesses including those 
veterans having mental and tubercular conditions. Hospital beds should be 
provided for all veterans in this general classification. But a serious question 
arises in our minds as to the advisability of further expanding the veterans hos- 
pital system solely for the accommodation of veterans with acute or short-term 
ilinesses not attributable to war service.’ 

“The medical director of the Veterans’ Administration has publicly stated that 
there is a limit to the size of veterans hospital system that may be efficiently 
maintained and adequately staffed. This limit has been set at approximately 
120,000 beds. We are of the opinion that Dr. Hawley and Dr. Magnuson have 
correctly evaluated the situation on the basis of factual information, and we 
believe that their advice should be followed.” 

During the continuance of this meeting, the two groups tentatively came to 
an agreement on six points that were mutually agreeable. These points may be 
expressed as follows: 

1. The Veterans’ Administration Department of Medicine and Surgery be con 
tinued and retained as an integral part of the Veterans’ Administration. 

2. Proceed with the already authorized and approved Veterans’ Administra 
tion program—145,000 beds. 

3. Defer, if necessary, the building of those beds already authorized until 
they can be properly staffed. 

4. Unless real need be shown, any future extension of the Veterans’ Administra- 
tion hospital building program be for tuberculosis, neuropsychiatric, and long 
term Cases, 

5. We recognize the need for hospital facilities for the general public and en 
dorse and support an adequate distribution of any program that will bring this 
about. 

6. We recommend that continuing study be made of our mutual problems by a 
liaison committee of the répresentative organizations for that purpose. 

It was understood that these tentative points of agreement before being finally 
accepted would have to be approved by the parent organization of both groups. 

Later, on January 27, 1950, the two groups met again after it had become ap- 
parent that there was some misunderstanding as to the basis for agreement on 
point 2 of the program. The American Legion had assumed that the agreement 
to a total of 145,000 beds implied agreement to the recommendation of the Legion 
that the 16,000 beds eliminated by the President be replaced. This had not been 
the intent of the American Hospital Association, since it had expressed approval 
of the President’s action on the basis of principle. The American Hospital Asso 
ciation contended that its approval to the current program anticipated an 
eventual total of 131,000 beds. 

During the continuance of this meeting, representatives of the American Hos- 
pital Association offered the following amendments or additions to 1 and 5 for 
the consideration of the American Legion: 

la. “We suggest that there be an agency of the Federal Government with the 
responsibility of coordination and planning of the hospital services for the coun- 
try, and Federal hospital services to be coordinated by this agency in the interests 
of the total population subject to the special needs of veterans, military services, 
and other groups of Federal beneficiaries (the American Legion has since recom- 
mended to the Congress that the Federal Board of Hospitalization be reactivated 
to insure Federal coordination). 

5a. “We recommend that the State associations of hospitals and the depart 
ments of the American Legion coordinate with the State planning agencies under 
the Federal Hospital Survey and Construction Act in this program.” 


? Emphasis supplied. 
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In March 1950, following a meeting of the board of trustees of the American 
Hospital’ Association, the executive director wrote the vice chairman of the 
ehabilitation committee of the American Legion in part as follows: 

Our board of trustees, after due consideration, came to the conelusion that 
they could not concur in the recommendation of the association’s liaison com- 
mittee and endorse all of the six points and amendments- 

“It was their opinion that certain of the principles enunciated by these points 
were contrary to the previous position of the association, and more importantly, 
contrary to the best interests of veterans and the population as a whole. The 
hoard further was of the opinion that should the American Legion wish to do 
so, there would be merit to further discussions between our two organizations.” 

rhe points still at issue appear to relate to points 1 and 2 of the 6 points agreed 
pon at the meeting in May 1949. The American Hospital Association has offi- 
cially adopted no policy with relation to the recommendation of the Hoover Com 
mission for the establishment of a united medical administration, and its ex- 
pressed policy points to the necessity for the limitation of the veterans’ hospital 
system to a size that may be efficiently maintained and properly staffed. It has 
also expressed the need for coordinating veterans’ planning with that of the 
country as a whole. 

Representatives of the American Legion have appeared before the House Com 
mittee on Expenditures in the Executive Departments to testify against the 
passage of H. R. 5182, which, if passed, would transfer the Medical Department 
of the Veterans’ Administration from that organization to the new agency estab- 
lished by the law. One of the Legion representatives stated : 

“Should the Veterans’ Administration be included in a united medical admin- 
istration as now proposed in H. R. 5182 with its Administrator acting only in 
the capacity of an adviser on the advisory board to the administrator of a united 
medical administration with no representation by a surgeon general of veterans, 
1 doubt that it would be possible to keep the quality or quantity of medical, 
dental, and nursing personnel necessary to maintain for the veteran a medical 
service second to none. Such a move, in my opinion, would be an act of medical 
regression, not progression, would be false economy, and would result in a loss 
of efficiency.” 

Another Legion representative stated : 

“It is our belief that such a consolidation will result not only in lack of effi- 
ciency, but at much greater cost. It has been said that such consolidation would 
result in preventing duplication in construction of hospitals. It is not necessary, 
in order to prevent duplication, to set up a gigantic bureau which is also going to 
administer those hospitals. The American Legion recommends the reactivation 
of the Board of Hospitalization with representatives on said Board representing 
every phase of hospitals under the jurisdiction of the Federal Government with 
authority to transfer from one branch of medicine to another those hospitals 
whenever necessity or convenience requires. This can be done in the future as 
it has been in the past without setting up any new bureau.” 

It will be noted that, while the Legion recommends the reactivation of the 
Federal Board of Hospitalization, no suggestion has been made to provide for 
the inclusion of representatives of voluntary hospitals on this Board. The civil 
interest should be represented on such a Board to insure coordination between 
governmental and community planning. Furthermore, if such a Board is to 
function satisfactorily, its authority should be clearly defined so that it may 
carry out its mission successfully. It is a well-recognized fact that the failure of 
the old Board to provide the type of coordination that was needed is largely 
responsible for the overlapping and duplication in the Federal services that exist 
today 

SUMMARY 


A review of the criticisms expressed by the various authorities points to 
unanimity of opinion except as the veterans’ organizations insist upon a separate 
Federal hospital system for all veterans. Actually this difference is recognized 
to be of minimal importance since most authorities recommend only the lim- 
itation of the size of the veterans’ system, and not its abolishment. Further- 
more, the recommendation for limitation has been made on a constructive basis 
to insure the continuance of a high standard of care in veterans’ hospitals 
without adversely influencing the type of care that is now being afforded the 
general population. It is an undisputed fact that professional personnel is in 


? Bmphasis supplied. 
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short supply. Since this is true, there can be no expansion of our hospital 
systems, with maintenance of present standards, unless coordinated procurement 
is accomplished. Competition between Government and voluntary interests does 
harm to both. 

As the various studies were concluded, objections were expressed to the 

1. Inordinate waste, through— 

(a) the absence of coordinated planning within the Federal Government 
itself and as between the Federal Government and the community interests. 

(b) the excessive construction and administrative costs of the Federal 
Government. 

(c) the duplication of facilities under Federal sponsorship within specifi 
areas. 

(d) the competition between the Federal Government and the civil inter- 
ests for professional personnel. 

2. Uncontrolled expansion of privileges provided beneficiaries of the Federal 
Government to receive hospital care. 

To insure correction of these faults, it has been recommended that 

1. Congress should redefine the responsibilities of the Federal Government 
toward its beneficiaries. 

2. Congress should create an agency within Government to coordinate national! 
hospital planning. 

3. Congress should limit the veterans’ hospital system to a size that may 
be efficiently administered and adequately staffed. 

4. Congress should provide for additional veterans’ hospital facilities that 
may be needed beyond present. authorizations, through programs of hospital 
construction coordinated with the Hill-Burton hospital survey and construction 
program which is already providing additional facilities for the whole population, 
including veterans. 

5. If the present broad basis of authorization for the hospitalization of non- 
service-connected disability is to be continued, provision should be made for 
the care of these patients in non-Federal hospitals when the demand for hos 
pitalization exceeds the accommodations provided in veterans’ institutions. 


APPENDIX 


The following resolutions relative to the veterans’ problem were formulated 
by the American Hospital Association, Massachusetts Medical Association, and 
Tennessee State Medical Association. 


RESOLUTIONS OF THE AMERICAN HosprraL ASSOCTATION 


VETERANS 
December 9, 19 j } 

Voted: That the council on Government relations approves the recommenda 
tions of the committee on veterans’ relations and refers them to the board of 
trustees through the coordinating committee for action, with a request for advice 
as to the future activity of the committee: 

1. After reviewing present laws providing benefits for veterans, the council on 
Government relations considers it inadvisable for AHA to initiate any plan to 
extend eligibility requirements for care of veterans in civilian hospitals. The 
council urges member hospitals to cooperate with the Government, as requested 
in offering care to veterans, male or female, as are now entitled to care in civilia: 
hospitals. 

2. That consideration be given to hospital standards and criteria, and that the 
Veterans’ Administration be assured that hospitals which are registered by the 
American Medical Association and approved by the American College of Surgeous 
be considered acceptable for the care of such veterans as may be hospitalized 
in the civilian hospitals within the limitations of the services in the respective 
hospitals. 

3. The committee on Federal purchase of hospital service is requested to enter 
into negotiations with the Veterans’ Administration toward revising their present 
method of reimbursing hospitals to a cost basis similar to the method adopted 
under the EMIC plan of the Children’s Bureau of the Department of Labor. 

4. The council recommends that the executive secretary be asked to commu 
nicate with AMA to learn from them whether they feel there should be any 
joint action on the part of the two associations in connection with any present or 
future plan for the payment or care of veterans and/or their dependents. 
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5. The council is concerned about Federal Government plans for extension of 
veterans’ hospital facilities and recommends to the board of trustees that the 
entire problem be carefully observed, and, if deemed expedient, studies should be 
made so that the association can make necessary recommendations, it being 
suggested that the Federal Board of Hospitalization, through the AHA liaison 
officer, offers an excellent opportunity for the presentation of such facts. It 
occurs to the council that in coordinating the needs for veterans’ beds and the 
disposal of temporary and permanent military hospitals consideration should be 
given to the need throughout the country for beds for the care of the chronically 
ill, ineluding tuberculosis, mental, and other long-stay cases. 


AMERICAN HOSPITAL ASSOCIATION VETERAN CARE PROGRAM 


June 15 and 16, 1945 

Che American Hospital Association has been studying carefully the Federal 
Government program of hospital care for veterans, being particularly concerned 
that the best in hospital and medical care be available for the large number of 
veterans. The Federal Government now has had many years of experience in 
operating hospitals for the treatment of veterans, and it appears that certain 
ehanges should be made to make sure that all veterans receive the best of care. 

The Federal Government is on record as intending to extend to veterans full 
hospital care for service-connected disabilities, and necessary hospital care to all 
veterans unable to pay for hospital care, for non-service-connected disabilities. 
Government has been generous in its provision of these benefits. The primary 
question revoles around the best method of providing this care for the veteran. 

With the addition of over 13 million new veterans, a very substantial portion 
of the population will be entitled to hospital and medical care at Federal expense. 
The question immediately arises as to whether they will produce the best care for 
veterans, and the effect of the establishment of such system on hospital and 
medical care for the balance of the population. 

The American Hospital Association believes that a method can be developed 
which will not only permit an improvement in hospital care for veterans at a cost 
comparable to experience in providing these benefits in the past, but will also 
strengthen and benefit the whole hospital system of the country. 

It has been repeatedly demonstrated that satisfactory operation of a large 
system of public hospitals is extremely difficult. Care in such hospitals, by and 
large, has not been comparable to that available to the general public. Author- 
ities in the hospital field belieev that the size of hospitals should be limited, and 
that the best insurance of quality in medical and hospital care is a direct relation- 
ship between those who serve and the recipients of the service. This is best 
exemplified in the hospital field by community ownership of, and interest in, its 
hospital. 

This association is of the opinion that for short-term and acute illnesses, the 
individual veteran will prefer the same hospital and medical facilities which 
are available to his family and other members of the community. Close prox- 
imity of family and friends is in itself an important factor, in the recovery of the 
veteran. 

The American Hospital Association therefore recommends: 

1. That the Federal Government continue responsibility for financing hospital 
and medical care for service-connected disabilities for all veterans, and for non- 
service-connected disabilities when the veterans are unable to meet that expense. 

2. That, insofar as possible, the Federal Government avoid the construction of 
a large number of additional general hospitals for the care of veterans, and that 
emphasis be placed instead on the construction, expansion, and use of community 
hospitals, which will be equally available to the veteran, his family, and his 
neighbors. 

3. That the Federal Government extend to the veteran the free choice of 
hospital and medical care in Federal or non-Federal hospitals for treatment of 
short-term and acute illnesses. 

4. That the Federal Government extend to the veteran the free choice of 
Federal or aon-Federal outpatient facilties for ambulatory care. 

5. That the Federal Government reimburse hospitals on an equitable basis for 
care of veterans in non-Federal facilities. 

6. That veterans who receive treatment in non-Federal hospitals for non- 
service-connected disabilities through inability to meet the cost of hospital and 
medical care be permitted to make arrangements for their own medical service, 
either through their private physicians or as available through hospital staffs, 
retaining the option of receiving hospitalization in a veterans facility. 
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7. That the Federal Government, in providing care for service-connected dis 
abilities irrespective of ability to pay, also provide for reimbursement fo 
medical care for the veterans authorized for treatment in non-Federal hospita!s 

If the above recommendations are adopted, the veterans will receive mor 
satisfactory hospital and medical care. By hospitalization in civilian hospitals 
either presently existing or to be constructed in the future, a more limited expay 
sion of veterans facilities should be possible. The Veterans’ Administration 
then would find it possible to concentrate on the improvement of care for thy 
chronically ill—tubercular, mental, and others—and to maintain a less com 
plicated system with greater assurance of better care for the veteran. 


VETERANS’ INTERMEDIARY CONTRACT 
Vovember 6, 1945 

Whereas the house of delegates of the American Hospital Association has 
assured the representative of the Veterans’ Administrattion that the facilities o/ 
our civilian hospitals will be made available for the care of veterans: Therefore 
be it 

Resolved, That the board of trustees of the American Hospital Association is 
hereby authorized and directed, through its duly designated council and com 
mittee, to act as follows: 

1. To urge and make every effort to secure the full cooperation of all qualified 
hospitals in extending both inpatient and outpatient facilities for the care of 
such veterans as may be referred to them by the Veterans’ Administration. 

2. To formulate with the Veterans’ Administration a simplified contract, in 
which medical and hospital service will be dissociated, and whereby hospitals 
will be reimbursed for the care of veterans on the basis of a formula related to 
cost. 


INTERMEDIATE CONTRACT 
January-February 1946 


Voted: To recommend to the board of trustees of AHA, through the committee 
on coordination of activities, that in view of the stated policy of the VA to 
reimburse hospitals for the care of service-connected patients, and the further 
indication by the representatives of the VA of their preference for a third party 
to represent the hospitals in the handling of veteran hospital cases, it is the 
opinion of this group that the State, district, or local hospital group should select 
an allied body such as the State hospital association, regional, or local hospita! 
council, Blue Cross, State health department, or community fund with regard 
to rates and other policies which are set forth for reimbursement of hospitals in 
that area for service rendered to veterans. 

Voted: To advise the board of trustees that this joint group is in accord that 
an intermediary agency is desirable, and that the group so recommends to the 
Veterans’ Administration, with the further suggestion that the VA make a 
request in writing for such intermediary agency to the American Hospital 
Association. 

Voted: To advise the board of trustees through the committee on coordination 
of activities that if the majority of the hospitals in Michigan wish to designate 
the Michigan Hospital Service to act as their fiscal agent in collecting bills from 
the Veterans’ Administration for the hospitals, the Council on Government Rela- 
tions recommends that this plan be approved. 

Voted: The Council on Government Relations recommends to the board of 
trustees through the coordinating committee that for the sake of equity and 
uniformity of payments to hospitals, that in making financial arrangements with 
the Veterans’ Administration for the care of these veterans in civilian hospitals, 
the EMIC formula be used. 


PERSON TO STUDY VETERANS’ PROGRAM 
June 1946 


Voted: That the Council on Government Relations go on record as being in 
favor of employing a competent individual ona full-time basis for‘’a 2-year study 
of the use of civilian hospitals for care of veterans, and the Executive Director 
was requested to explore this matter further. 


APPROVAL OF GOVERNMENT HOSPITAL PROGRAM 
dune 1947 


Voted: That the Council on Government Relations, having accepted the recom- 
mendations of the Veterans Relations Committee, approves the statement on the 
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vernmental hospital program in principle, giving authority to the Veterans’ 
Relations Committee for final approval of revised statement. The Council recom- 
mends to the board of trustees through the coordinating committee that this state- 

nen be printed and made available to the membership of the association and to 
ther interested individuals, including Members of Congress, and that authority 

r such publicity be secured by a mail vote of the coordinating committee and 
poard of trustees. 

VETERANS’ HOSPITAL CONSTRUCTION 
July 1947 

Whereas the American Hospital Association believes that veterans who have 
been injured or disabled in the service of their country are entitled to the highest 
type of medical and hospital care; and 

Whereas the Veterans’ Administration is now operating more than twice as 

nany beds as are necessary for the hospitalization of veterans with war-service- 
connected injuries and disabilities; and 

Whereas the Veterans’ Administration is planning its hospital expansion pro- 
gram on the basis of the number of beds that may be necessary for all veterans 

rrespective of service connection if they are unable to pay their own hospital 
expenses ; and 

Whereas the relatively unlimited expansion of the veterans’ hospital construe- 
tion program will result in the development of an enormous hospital system in 
which it will be difficult or impossible to maintain adequate standards; and 

Whereas the expansion of the Veterans’ Administration hospital system is 
draining professional and technical personnel away from the hospitals which 
serve the public as a whole; and 

Whereas the planning for the expansion of the Veteran’s Administration hos 
pital system has been done without consideration of the best interests of the 
country as a whole, and without regard to the other interests of the Federal Gov- 
ernment, including Army, Navy, Marine, and Indian Service hospitals and the 
hospital survey and construction program under the Hill-Burton Act; and 

Whereas the American Hospital Association views with alarm the unlimited 
expansion of the Veterans’ Administration hospital system, because it will lead to 
an inferior grade of hospital care for the veterans and, at the same time, will 
injure the quality of hospital service that is available for the entire population : 
Therefore be it 

Resolved, That the American Hospital Association recommends: 

1. That the Congress withhold appropriations for further construction of Vet 
erans’ Administration hospitals until it is definitely established that such facili- 
ties are needed and that sufficient personnel can be obtained to provide an ade- 
quate quality of care in veterans’ hospitals without injury to the quality of care 
available to the rest of the population ; 

2. That the Congress create a board to make a comprehensive study of hospital- 
construction programs in which the Federal Government has an interest, includ- 
ing facilities for the military services, the Veterans’ Administration hospitals, 
and other hospitals to be constructed under the Hill-Burton hospital survey and 
construction program ; 

3. That the Congress direct this board to develop an overall policy with regard 
to further hospital construction under the auspices of the Federal Government 
and the extent to which such service shall be distributed to various segments of 
the population. 

FEDERAL HOSPITAL PLANNING PROGRAM 
February 28, 1948 


Voted: To approve the action by the Council on Government Relations which 
interprets the resolution of the house of delegates, September 24, 1947, as opposi- 
tion by the American Hospital Association to any program of veterans’ hospital 
construction beyond present planning up to 1951 until further study, as recom 
mended by the report Federal Hospital Planning With Particular Reference to 
Care for Veterans, but that this interpretation does not indicate the association's 
endorsement of the present program. 


VETERANS’ RESOLUTION 
January 23, 1948 
Voted: 
Whereas the house of delegates of the American Hospital Assoefation meeting 
in St. Louis, Mo., September 24, 1947, adopted a resolution urging— 
“That the Congress create a board to make a comprehensive study of hospital 
construction programs in which the Federal Government has an interest, includ 
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ing facilities for the military services, the Veterans’ Administration hospitals, 
and other hospitals to be constructed under the Hill-Burton hospital survey and 
construction program ; and 

“That the Congress direct this board to develop an overall policy with regard 
to further hospital construction under the auspices of the Federal Government, 
and the extent to which such service shall be distributed to various segments of 
the population ;” and 

Whereas the Federal Board of Hospitalization was created in 1921 by Presi 
dential directive for the purpose of: 

1. Preventing the overlapping and duplication of services and overbuilding of 
facilities. 

2. Insuring the most efficient and complete utilization of the total services and 
facilities of the Federal Government by each agency. 

3. Determining the need for existing or additional facilities of each agency. 

4. Determining the area or locality in which existing facilities should be 
provided. 

5. Determining the extent to which non-Federal facilities may be utilized in 
the administration of the hospital activities or programs of any Federal agency. 

6. Developing a complete overall program for providing hospitalization for 
the veterans of all wars; and 

Whereas it appears that there has been wasteful expenditure of Federal funds 
in the planning and construction of hospital facilities and in the provision of 
hospital services among the various separate Federal hospital systems such as 
Army, Navy, Veterans’ Administration, Marine service, Indian service, etc.; and 

Whereas it appears that the Federal Board of Hospitalization has not con- 
tained any representation from the non-Federal hospital field ; and 

Whereas the Federal Government in its planning of hospital construction and 
provision of hospital services has largely ignored and failed to utilize existing 
non-Federal hospital facilities: Therefore, be it 

Resolved, That the American Hospital Association favor legislation in Con- 
gress to provide the following: 

1. Creation of an agency with both Federal and non-Federal representation. 
This agency should assume the functions originally assigned by Presidential 
directive to the Federal Board of Hospitalization, and should particularly under- 
take to: 

(a) Make a full study of the total hospital needs of the Nation as a whole. 

(b) Coordinate the planning and construction of Federal hospital facilities 
with proper attention to existing Federal and non-Federal facilities, so as to 
avoid overlapping and duplication and to bring about the most economical and 
efficient provision of hospital services to all groups. 

2. Creation of a watchdog committee of Congress which will continue to super- 
vise the activities of the agency and to formulate and recommend such legis- 
lative action by the Congress as may seem desirable from time to time. 


INDIVIDUAL HOSPITAL CONTRACT 


February 28, 1948 

Recommended that the veterans’ relations committee be given power to act 
on the adjustment of differences as to form of the contract between the Veter- 
ans’ Administration and individual hospitals and to approve the issuance of a 
Washington service bulletin to announce and explain this contract as soon as 
it has recieved approval of Federal authorities and all points of difference have 
been adjusted. 


VETERANS’ ADMINISTRATION INTERNSHIPS 
February 28, 1948 

Whereas the Veterans’ Administration is threatened with a marked shortage 
of medical personnel ; 

Whereas this shortage will be aggravated in 1948 by the loss of ASTP and V—12 
medical officers ; 

Whereas it is understood that the Veterans’ Administration proposes a pro- 
gram of intern training in its teaching hospitals, consistent in educational quality 
with approved internships in non-Federal hospitals ; 

Whereas it is further understood that appointments will be made in accordance 
with the uniform intern appointment plan, and that compensation will be at 
levels similar to those generally offered in non-Federal teaching hospitals; and 
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Whereas the American Hospital Association recognizes the urgent need of its 
member hospitals in the Veterans’ Administration and further recognizes that 
a sound interne program will contribute materially to the elevation of medical 
service in veterans’ hospitals to an even higher level; and is appreciative of the 
desire and intention of the Veterans’ Administration to correlate its interne pro- 
gram With total civilian needs in this period of acute interne shortage: There- 
fore be it 

Resolved, That the American Hospital Association endorse in principle the 
enactment of legislation necessary to the creation of approved interneships in 
veterans hospitals and herewith express to the Veterans’ Administration a de- 
sire for Maximum correlation of their program with the interne program of 
non-Federal hcespitals to the relative satisfaction of all. 


VETERANS’ ADMINISTRATION CONSTRUCTION PROGRAM 
June 18, 1948 


Voted: To adopt the following resolution: 

Whereas the American Hospital Association considers that the present and 
proposed program for the expansion of the Veterans’ Administration hospital 
system is not in the best interests of veterans themselves or of the country as 
a whole and should be improved because: 

1. The Veterans’ Administration hospital system is already beyond the maxi- 
mum size at which efficient administration can readily be provided; 

2. Except where veterans hospitals have been planned or constructed near 
medical centers or large population centers they have frequently been located 
in out-of-the-way places which are not readily accessible to veterans in need of 
care. Thus, general medical and surgical care has often been available at great 
inconvenience to veterans and at unreasonable expense to the taxpayer ; 

3. Under present laws and regulations veterans are not permitted free choice 
of doctor or hospital but in order to receive care at Government expense must 
accept it from Government hospitals and Government doctors. This break in 
continuity of care is not always beneficial to the patient; 

4, The Veterans’ Administration has not been able to obtain professional and 
other trained hospital personnel to staff present facilities adequately and has had 
to close down existing beds because of the shortage of personnel ; 

5. Since the total supply of professional and other trained hospital personnel 
in the Nation is limited, further expansion of the Veterans’ Administration hos- 
pital system without relation to the needs of the whole population will aggravate 
the present shortage of personnel; 

6. While the Veterans’ Administration has done its best to resist political 
and self-interested pressure groups, there is increasing danger that factors other 
than the best interests of veterans may influence the location and construction of 
veterans hospitals; 

7. Under the Hospital Survey and Construction Act plans are being made in 
every State for building hospitals in areas where they are most needed by the 
entire population. These plans are taking into consideration the needs of vet 
erans as part of the general population. But planning of veterans hospitals has 
not been related to the needs of the population as a whole. As a result there is 
duplication of construction and lack of coordination between the veterans hos- 
pital system and the system which provides care for the entire population. 
Both conflicting systems are receiving Federal support; 

8. New veterans hospitals are tremendously more expensive than hospitals 
being planned for the general population under the hospital survey and construc- 
tion program. By proper coordination of the two programs better care could 
he provided for more veterans at less expense than is now possible under an 
independent program ; 

%. It takes longer, and is therefore more expensive, to care for veterans in 
separate hospitals. In the general medical and surgical hospitals of the Na- 
tion, the average length of stay is less than 10 days: in this same classification 

Veterans’ Administration hospitals, the average length of stay is more than 
hree times this number of days; 

10. The inadequate provision of care of long-term illnesses, mental, tubercular, 
and chronic, by the States, both as to quality and quantity of care, has stimulated 
the assumption of responsibility for such patients by the Federal Government 
through the Veterans’ Administration. Such care is customarily a State re- 
sponsibility and there are valid reasons for considering in the future joint 


86102—53——_70 





2742 HOSPITAL CARE AND OUTPATIENT DENTAL TREATMENT 


planning on a State level for the long-term care of both veterans and nonveterans 
who may need such care: Therefore, be it 

Resolved, That the construction by the Veterans’ Administration of hospitals 
for general medical and surgical care be immediately limited to those locations 
which are desirable in connection with medical centers; and be it further 

Resolved, That all future construction of Veterans’ Administration hospitals 
be integrated with hospital planning for the country as a whole, as now provided 
under the Federal hospital survey and construction program. 


VETERANS COMMITTEE 
October 22, 1948 
Voted ;: That the veterans relations committe be authorized to continue its joint 
meetings with the veterans committee of the American Medical Association and 
to continue to explore means of providing proper care to veterans in keeping with 
the maintenance of high quality of care to the entire population, and to report to 
the Council upon its recommendations, 


HOOVER REPORT 
February 2, 1949 

Whereas the Hoover Commission has been directed to study the reorganiza- 
tion of the executive branch of the Federal Government, and 

Whereas the American Hospital Association has for years been concerned with 
the coordination of all of the hospitals of the Nation so as to provide the best 
possible service to all of the people; and 

Whereas the recent report of the Task Force Committee on Federal Medical 
Service to the Hoover Commission contains many of the recommendations of the 
American Hospital Association with respect to better coordination of the hospital 
facilities of the Nation: Therefore be it 

Resolved, That the American Hospital Association endorses generally the rec- 
ommendations of the committee on Federal medical service and specifically 
urges that the Congress should— 

1. Decide whether the Federal Government shall be responsible for hospitali- 
zation of yeterans for ordinary illnesses and injuries sustained in civilian life 
and not connected with war service. In this respect it is recommended that 
hospital care of such veterans be provided to those who, after effective investiga- 
tion, are found to be in financial need. It is further recommended that the 
possibility of providing medical and hospital benefits through prepayment pro- 
grams be investigated for veterans financially unable to pay the premiums. 

2. Decide whether the Federal Government should be responsible for hospital 
care, in Federal hospitals or otherwise, for the dependents of military personnel. 
it is recommended that hospital care in Federal hospitals in the continental 
United States be discontinued and that military pay be adjusted sufficiently to 
permit purchase of prepaid hospital and medical care for such dependents; 

3. Create a Federal bureau or agency with authority to insure the coordination 
of all planning for Federal hospital construction, procurement of hospital per- 
sonnel, equipment and supplies, this agency to be charged with responsibility for 
preventing overexpansion and duplication of Federal hospitals and for coordi- 
nating generally the Federal and non-Federal hospital resources of the Nation; 

4. Limit the Veterans’ Administration hospital system to a size that can be 
efficiently maintained and properly staffed so as to provide a quality of service 
comparable with that provided in the general hospitals of the Nation. The 
association commends President Truman and the Veterans’ Administration for 
their courageous and constructive decision to reduce the number of hospitals 
authorized to be built under the present hospital expansion program. However, 
the association believes that there are additional hospitals already authorized 
which it will be wasteful and harmful for the Veterans’ Administration to con- 
struct. The association recommends that all hospitals in this expansion program 
be examined with care, even to the point of writing off such investments as may 
have been made for planning and real estate where it becomes obvious that such 
hospitals should not be constructed in the light of existing information ; 

5. Encourage coordination of medical and hospital services within the military 
services. The association has taken no position at this time as to the advisability 
of centralizing all Federal medical care within one operating system, but the 
association is convinced of the need for close coordination of all of the hospitals 
of the Nation whether they be military, nonmilitary, Federal or non-Federal, 
and be it further 
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Resolved, That the president convey the above resolution to President Truman 

to Veterans’ Adminstrator Gray in the form of a letter congratulating them 
their forward thinking, and to Members of Congress and officers of all State 
d regional hospital associations. 


PREPAYMENT PROTECTION FOR VETERAN 
February 2, 1949 
Voted: That the board of trustees will support its officers in recommending 
that the Federal Government provide Blue Cross or other voluntary prepayment 
protection to veterans financially unable to pay for such protection when, in the 


i 


opinion of the officers of the American Hospital Association, such a recommenda- 


tion is wise. 


VETERANS-—-AMERICAN LEGION 
June 11, 1949 


Voted: That the board of trustees commends the liaison committee working 
with the American Legion and is generally in agreement with the points dis 
cussed, but that there is some doubt in the minds of members of the board 
regarding the meaning of the limitation set on the number of hospital beds for 
veterans. The board therefore requests that this matter be discussed again 
through the medium of the liaison committee with the American Legion. 


RESOLUTION ADOPTED BY THE MASSACHUSETTS MEDICAL ASSOCIATION 
November 1949 


A RESOLUTION CONCERNING THE HOSPITAL AND MEDICAL CARE OF VETERANS FOR NON- 
SERVICE-CONNECTED DISABILITIES 


Whereas the people of this country through their Congress, and aided by the 
wholehearted assistance of the medical profession, have expressed some measure 
of the gratitude due their veterans by creating a system of hospital and medi- 
cal care of which the Nation well may be proud; and 

Whereas the professional problem of providing expert care and rehabilitation 
to those veterans suffering from disability and disease due to service in defense 
of their country has now been met adequately by the inclusion of a large number 
of veterans unable to defray the necessary expenses for relief of suffering from 
disability or disease not due to service, in a program that at the same time has 
brought material aid to certain medical schools and incidentally to the veteran 
physician who sought to complete a supervised training interrupted by serv- 
ice; and 

Whereas the medical manpower resources of the Nation are not adequate 
to provide high quality care to an increased number of veterans with non-serv- 
ice-connected disabilities in a hospital system independent of and duplicating the 
excellent system of hospitals that already exists in this country, without a cor- 
responding reduction of the quality of care provided all classes of veterans, as 
well as that available to the nonveteran population; and 

Whereas it is clearly the intent of Congress to strengthen rather than weaken 
the non-Federal hospital system of the country, as evidenced by the provisions 
of the Hill-Burton legislation with its amendments; and 

Whereas the medical manpower resources of the Nation are also being strained 
to support the strictly military demands of the Department of Defense with the 
high quality of medical care desired by the Nation for its citizens who are now 
on active duty, despite economies in utilization that have been instituted within 
the Armed Forces: Therefore be it 

Resolwed, That further construction of hospitals in the Veterans’ Administra- 
tion be coordinated with the overall hospital needs of the Nation and any added 
beds except those required for chronic disease be limited to that number already 
estimated by the Medical Director of the Veterans’ Administration as the maxi- 
mum for which expert medical care can be provided in a separate hospital system ; 
and that 

Provision for veterans with non-service-connected disabilities and disease un- 
able to defray the cost of hospital care and unable to be cared for within the 
limitations of present facilities and facilities now under construction with the 
Veterans’ Administration, be made by measures that will strengthen rather 
than weaken the non-Federal hospital system, and at the same time bring 
economy in the utilization of the skilled health personnel required to establish 
and maintain a high standard of health throughout the Nation. 
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RESOLUTIONS ADOPTED BY THE TENNESSEE STATE MEDICAL ASSOCIATION 


March 1950 

This resolution recommended that the Congress repeal section 706, chapter 12, 
title 38, United States Code, 1940 edition, and enact in its place a new section con- 
taining the following provisions: 

Whereas the present program of medical and hospital benefits for veterans 
with non-service-connected disabilities is of unequal benefit to veterans and not 
universally available to all eligible veterans because of the presently limited 
facilities ; and 

Whereas the program of expanding the number and size of veterans’ hospitals 
to the point of making these benefits reasonably available and accessible to all 
veterans, especially in case of acute illness or injury, would require the construc- 
tion and administration of a very large number of veterans’ hospitals ; and 

Whereas, the principle of insurance has been proved by experience to be ap- 
plicable to the financing of the cost of medical and hospital care: Now, therefore, 
be it 

Resolved by the house of delegates of the American Medical Association, That 
we recommend to the Congress of the United States and to veterans the enactment 
of legislation which would have the following effects: 

1. The repeal of section 706, chapter 12, title 38, of the World War Veterans’ 
Act (Reference—U. S. Code, 1940 edition) and substitute therefor an amendment 
with the following provisions: 

(a) That the Administrator of Veterans’ Affairs be authorized and directed to 
issue to each veteran eligible to receive such benefits, a medical and hospital 
service contract with a benefit provision in an amount sufficient to cover the cost 
of— 

(1) Necessary hospitalization in a civilian hospital that is approved for 
service to veterans by the Veterans’ Administration; and 

(2) Necessary medical and surgical services rendered in such hospitals on 
the basis of the fee schedule that applies to veterans with service-connected 
disabilities; or that the Administrator of Veterans’ Affairs be authorized 
to purchase such a contract from corporations engaged in the sale and ad- 
ministration of such contracts, if, in his judgment, it is feasible to do so. 

(b) That such contracts cover all diseases and disabilities which require hos- 
pitalization except the following: 

(1) Disabilities covered by compensation laws and public liability. 
(2) Service-connected disabilities. 

(3) Chronic illness (extending over 90 days). 

(4) Tuberculosis. 

(5) Mental illness. 

(c) That veterans with disabilities in the categories mentioned in paragraph 
(bd) excepting those covered by compensation laws and public liability, be eligible 
for admission to veterans’ hospitals, and 

(d@) Veterans with disabilities which are in dispute as to whether or not they 
are service-connected, be eligible for admission to veterans’ hospitals for study, 
treatment, and adjudication and that the disability then be classified for these 
benefits according to such judgment. 

(e) That the eligibility of a veteran to receive the contract mentioned above 
be determined on the basis of his or her net income, and that the net income be 
determined by the same methods used in determining his or her net income for 
lederal tax purposes. 

(f) That the veteran be required to file an application for the contract on a 
form prescribed by the Administrator of Veterans’ Affairs, in which the veteran 
states under oath, the pertinent facts concerning his or her net income. 

Be it further resolved, That the Speaker of the House is authorized and directed 
to appoint a Committee on Veterans’ Affairs of not less than seven fellows of the 
association, whose duty it will be to use their best efforts to bring about the 
actions above set out. 


Exurisit B 


RESOLUTION APPROVED BY BOARD OF TRUSTEES, AMERICAN HOSPITAL ASSOCIATION, 
JUNE 1952 


1. The American Hospital Association hereby reaffirms its deep interest in 
the maintenance of the best quality of care for all veterans. 
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9 The American Hospital Association recognizes that the Federal Government 
has certain obligations in the provision of hospital care to veterans. 

The American Hospital Association is aware of the many difficult problems 
facing the Veterans’ Administration in the hospitalization of veterans, and com. 
mends the Veterans’ Administration for the quality of care being provided to 
veterans at this time in spite of these difficult conditions. 

{ The American Hospital Association endorses the principle that the veterans’ 
hospital system is intended primarily for care of injuries and disabilities result- 
ing directly from war service, and that these service-connected cases should have 
a priority in the Veterans’ Administration hospitals. This priority should include 
those veterans who are hospitalized pending determination whether their dis- 
abilities are service connected. 

5. The American Hospital Association endorses the principle that permits vet- 
erans With service-connected disabilities to be hospitalized in non-Veterans’ 
Administration hospitals when it is to the benefit of the veteran. 

6. The American Hospital Association recognizes that the present law author- 
izing hospitalization of non-service-connected cases is based on (a) the avail- 
ibility of a bed in the Veterans’ Administration hospital, and (b) the inability 
of the veteran to pay for his hospitalization. The American Hospital Association 
recommends a reexamination of this policy with special attention to these 
questions ; 

A. How big should a Veterans’ Administration hospital system be, in 
view of— 

(1) Disabilities covered by compensation laws and public liability. 

(2) the shortage of professional and technical personnel. 

B. Did Congress, in extending eligibility to veterans with non-service-con- 
nected disabilities intend unlimited expansion of the Veterans’ Administra- 
tion hospital system regardless of its effect upon the quality of care? 

©. Since Veterans’ Administration reports show that two-thirds of all 
beds in Veterans’ Administration hospitals are now occupied by veterans with 
non-service-connected disabilities— 

1. Will further expansion of the Veterans’ Administration system serve 
any other major purpose than to make more beds available for non- 
service-connected cases? 

2. Will further increases in the size of the Veterans’ Administration 
system lead to a proper quality of care for those veterans whose disa- 
bilities are service connected? 

3. Does the intent of Congress to provide hospitalization for .non- 
service-connected disabilities of needy veterans require a better defini- 
tion of need to assure care for those veterans who really need assistance? 

7. The American Hospital Association again urges that in any future con- 
struction, proper attention be given to coordinated planning with relation to other 
Federal hospital systems, as well as with relation to the non-Federal hospitals 
providing care to the general population. 

8. In view of the general feeling among non-Federal hospitals across the 
Nation that wage rates in Federal hospitals are not in proper relation to those 
prevailing in different areas, the American Hospital Association suggests that 
a study be made of wage rates in veterans’ hospitals and in non-Federa] hospitals, 
and that Veterans’ Administration hospitals be permitted to pay wages com- 
parable to those prevailing in non-Federal hospitals in the surrounding area. 


JEWISH WAR VETERANS OF THE UNITED STATES OF AMERICA, 
Washington, D. C., July 20, 1958. 
Hon. BERNARD KEARNEY, 
Chairman, Hospitals Subcommittee, Committee on Veterans’ Affairs, 
House Office Building, Washington, D. C. 

DEAR CHAIRMAN KEARNEY. The hearings your subcommittee is holding dealing 
with the hospitalization and medical treatment of veterans, especially for vet- 
erans with non-service-connected ills, is considered very important by our organi- 
zation. I have been directed to present our views, and I shall greatly appreciate 
your entering into the record of your hearings, the enclosed statement. 

With all good wishes. 

Cordially yours, 
BERNARD WEITZER, 
National Legislative Director. 
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STATEMENT FOR THE SUBCOMMITTEE ON HOspiITALs, COMMITTEE ON VETERAN3’ 
AFFAIRS, SUBMITTED BY BERNARD WEITZER, NATIONAL LEGISLATIVE DIRECTOR oF 
THE JEWISH WAR VETERANS OF THE UNITED STATES OF AMERICA, JULY 20, 1953 

passed resolutions at its annual conventions calling for adequate appropria- 

The Jewish War Veterans of the United States of America has repeatedly 
tions to care for the hospitalization and medical treatment needs of veterans 
in accordance with the present law. We continue in that stand without any 
qualifications. We believe that the tradition of our Nation is well expressed in 
the present law and that it pronounces, accurately, the feeling of gratitude and 
appreciation which people of our country feel for the men and women who 
served in our Armed Forces during wartime. 

Unfortunately it is a fact that in every sphere of human activity, gratitude 
and appreciation are, at times, abused by those who are not rightly entitled 
to be its beneficiaries. It would be miraculous if there were not any such abuses 
of the present law dealing with hospitalization and medical treatment of 
veterans. 

A recently documented study of such abuses was referred to in a speech 
in the House. That speech was made to furnish Members of the House with an 
answer to those of their constituents who might complain regarding threatened 
cuts in appropriations for hospitalization and medical treatment of veterans, 
It is fair to assume that the facts presented were the strongest which could 
be mustered to illustrate abuses. 

It would be well for your committee to review those facts very carefully be- 
cause an objective study of those facts will reveal a most inadequate foundation 
for the conclusions which they were supposed to support. It was said that in 
each of 40 hospitals, 1,000 cases were studied, some 40,000 in all. From them, 
there were selected all those cases where the individual had an occupation 
which would indicate an income large enough to enable him to defray the ex- 
penses of hospitalization and medical treatment. There were all together 500 
cases selected from the total of 40,000. The resulting study of those 500 cases 
showed that 336 individuals had incomes ranging from $4,000 per year up to 
more than $50,000. No breakdown of the numbers in each income group was 
mentioned. However, Document No. 15 of your committee, a report to the 
chairman by the Controller General of the United States, dated March 11, 
shows the following figures on the reported income brackets on page 7 as 
follows: 


Cases 
Reported income bracket over: developed 


$4,000 
$5,.000_ 
$6,000__ 
$7.000 
$8,000____ 
$9,000___ 
$10,000_..__ 
$11,000____ 
$12,000___ 
$13,000____ 
$14,000 
$15,000 
$16,000 
$18,000 
$19,000___ 
$50,000 


a 


eet et et DD et 


Reported real property and other 
$20,000 
25,000 2. 
$30,000____- 
$35,000 
$45,000 
$50,000 


$80,000 
$109,000 
$110,000_____ 
$200,000__ 
$500,000____ 
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Yease note that the total number of apparent abusers of the privileges of the 
w is 3836—0.84 percent of the 40,000 cases. This relatively small percentage 
s highlighted by being termed as supposed “indigents” although nothing is 
in the law or in the statement which the VA requires the applicant for 
talization to sign about his being an indigent. Nor did the Comptroller 

neral’s figures imply that he was using indigence as the criterion for entitle- 
to treatment under the law, else he would not have started his case his- 
in seeking for abusers among those whose incomes exceed $4,000. 

The membership of our organization is certainly opposed to providing free 

pitalization in VA hospitals to those individuals with non-service-connected 

who can afford to meet the costs out of their own resources. Our mem- 
ship is equally opposed to setting up a criterion of indigence or a pauper’s 
1 as the criterion for hospitalization for non-service-connected ills. 

There arises the further question—is it a fair assumption that every veteran 

ho is making from $4,000 to $6,000 a year is able to defray the cost of hospi- 
talization. In trying to answer such a question you begin to sense the difficulty 
yf a hard and fast rule on this subject. There may be some people who would 
propose a course of action which would create indigent veterans by compelling 
hose in lower incomes to go to private hospitals and doctors until the veteran 
has no further resources with which to meet his medical bills. Then he would 
be entitled to VA hospitals. It would seem impossible for your committee and 
for the Congress to create a situation which would permit such proposals to 
ome into action, 

Credit authorities show that on budget or installment accounts, the credit 
losses run about one-half of 1 percent. On loans made by several of the larger 
small-loan companies, all credit losses slightly exceed one-half of 1 percent. 
hese losses occur despite careful credit investigations made under the super- 
vision of well-trained experienced credit men. It might, therefore, be possible if 
the VA recruited a skilled group of investigators and instituted a well-organized 
credit check system to cut the percentage of abuses to one-half of 1 percent. We 
are inclined to feel that it is incorrect to assert that every veteran earning from 
$4,000 to $6,000 can defray hospitalization expenses. Since those income groups 
constitute about 60 percent of the 336 cases listed by the Comptroller General, it 
would seem worthwhile to make a further study of a list of those groups in 
order to try to determine just what real abusers cost the VA. 

Taking the figure of 0.84 percent as a basis without any fnrther qualification 
ind using the 1952 fiscal year costs for in-hospital care ($525 million) the loss 
would be $4,410,000 as a result of the depredations of the 336 malefactors cited 
in the Congressional Record. Of course, that is figuring on the average. But it is 
unfair to the average man to say that a group composed principally of chiselers 
come up to the average. Hence, the loss is probably much less than $4 million. 

We respectfully urge that your committee study and think about this proMlem 
long and carefully before you change a law which is functioning justly and fairly 
more than 99 percent of the time. 

On behalf of the Jewish War Veterans of the United States of America I am 
happy to express our thanks for this opportunity to put our views on this sub- 
ject in the record of your hearings. 


SeprorD, Onr0, July 17, 1958. 
Hon. B. W. KEARNEY, 
House Office Building, Washington, D. C. 

Dear Str: I am in full accord with the policy of our Government in providing 
full medical and surgical care to all veterans with service-connected disabilities. 
However, I can understand no reason why the taxpayers of the country should 
pay for non-service-connected disabilities for anyone, just because he happens to 
be a veteran, and certainly the members of his family should not receive free 
medical care. Most of the veterans of World War II are the businessmen of 
today, well able to pay for their own medical care and that of their families. 

If they are actually in need, medical care should be provided, but those who 
state falsely that they are unable to pay necessary medical expenses should be 
prosecuted for perjury instead of being given free medical care. 

Yours truly, 
Epira P. Brown, M. D. 
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AFTERNOON SESSION 


(The hearing was resumed at 2:30 p. m.) 

Mr. Sartor (presiding). The committee will come to order. 

Mr. Frelinghuysen, had you completed your questioning this 
morning ¢ 

Mr. Fretincuuysen. I have no question at this moment, Mr. Chair- 
man. Maybe later 

Mr. Sartor. Mr. Secrest? 

Mr. Secrest. I have a few. 

Now, would you say at the present time that veterans’ hospitals 
are, on the average, just as efficient and give just as good medical 
care as the average State or private hospital? As of today? We 
know what the past was. It was a rather sorry record. But you 
are the authority, and ought to be able to assure us one way of another. 

Mr. McNary. I think they ought to be, Congressman. 

Mr. Secrest. The second one has already been asked you, but I 
want to be sure that it gets in the record. That is, how many NP 
beds are we short today, including Federal and State and private; 
how many TB beds are we short; and how many general-hospital 
beds are we short ? 

Mr. McNary. That question was asked this morning, and we said 
that we would get the information and submit it to the committee. 
We do not have it in our heads here today. 

Mr. Secrest. I thought it had been, but I wanted to make sure, be- 
cause I think it is very important to our overall study. 

Now, you said in your testimony that we must have another 157,000 
beds to care for veterans in the foreseeable future. Assuming that 
all veterans would be eligible to those, and we know that far over half 
of them would not be, but taking that basis of 20 million veterans, 
that would leave 7 times as many in our civilian population, and on 
that basis we would need 1,099,000 beds in the foreseeable future 
for the rest of the population. Do you think that is a correct figure? 

Mr. McNary. Well, again, Congressman, the figure of 265,000 beds, 
which is 157,000 more than are presently available, was the report 
of the management-survey group which the American Hospital 
Association accepted as a reasonable conclusion of a reputable firm. 
Whether or not it is exactly right, I couldn’t say. The fact is that 
it is very difficult to compare the Veterans’ Administration beds with 
the beds for the civilian population in a community and State system, 
because of the difference in the average length of stay. 

As we were talking after lunch, you pointed out that the average 
stay in the veterans’ hospital i is around 30 days, while in non-Federal 
hospitals it is 7 to 8 days. So it is pretty difficult to draw on one set 
of figures to build up the needs in the other category. 

Mr. Secrest. Without drawing on one for comparison with the 
other, what would you estimate to be the foreseeable need, projecting 
ahead just as far as you did to arrive at the 157,000-bed figure? 
What would you say would be the estimated need of private- hospital 
beds? 

Mr. Wurrenatt. In the estimates of need for the Hill-Burtan pro- 
gram, the Surgeon General of the Public Health Service has estimated 
that the total bed need for the Nation is an additional eight or nine 
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hundred thousand beds. I don’t have that exact figure, but it is in 
that neighborhood. ‘That is for the total population. 

Mr. Secrest. Do they estimate when it may be feasible to get them ? 

Mr. Wurren ate. No; they don’t. They state that estimate in terms 
of present need on the basis of the desirable number of beds for the 
population according to what is needed to give good care. 

Mr. Secresr. Today, then, we need some 900,000 private-hospital 

icf 

Mr. Wurrenaty. That is the estimate, I believe; yes. 

Mr. Secrest. And in the foreseeable future we will need an addi- 
tional 157,000 beds in the Veterans’ Administration ¢ 

Mr. Wurrenatt. According to the estimates that have been sub- 
mitted to the Veterans’ Administration by this management firm. 

Mr. Secrest, Now, another question. Practically every doctor, and 
[ would not doubt, every doctor, in the Veterans’ Administration, 
belongs to the AMA. Now, do any of these hospitals belong to the 
American Hospital Association ? 

Mr. McNary. They all do, I think. 

Mr. Secrest. Why, then, through the American Hospital Associa- 
tion can you not get this planning, of coordination, and though, which 
you speak of as desirable and which I agree is desirable, between the 
Federal hospital program and the private hospital program ‘ 

Mr. McNary. Because the Government hospitals, the Federal hos- 

pitals, are controlled by various agencies of the Government and 
don’ t determine their own destinies as the private hospitals do, which 
are controlled by local boards of trustees. 

Mr. Secrest. They determine their own destiny in one respect. I 
have never known of veterans’ hospitals being built against the 
recommendation of the Veterans’ Administration. Sometimes they 
ask for hospitals that are denied them by the Appropriations Com- 
mittee of the House, but I do not know of any that have been built 
that they did not request. 

So, if you had that proper coordination with the American Hos- 
pital Association they would not request other than that which would 
fit into the overall plan of hospitalization for the country. 

Mr. McNary. Well, the Hospital Association is a volunt ary organi- 
zation of hospital administrators, and the Veterans’ Administration 
doesn’t determine policies based on its membership in the American 
Hospital Association. Perhaps some people in the association might 
wish that it would be, but I don’t think it is very realistic to think 
that the Veterans’ Administration would do that. 

Mr. Sartor. Do the managers of these 161 hospitals hold member- 
ship in the American Hospital Association ? 

Mr. Wurrenatt. I can answer that. 

Many of them do, Mr. Saylor, on a personal basis. They pay their 
own dues. 

Mr. Sartor. Are they all eligible for admission ? 

Mr. Wurrenaut. They are all eligible. 

Mr. Sartor. Would a representative of the Veterans’ Administra- 
tion be eligible for admission, as a doctor who was in charge of the 
hospital program, for example, Dr. Boone, at the present time / 

Mr. Wurrenatn. Yes. Many of them who are not actually oper- 
ating hospitals do hold personal membership in the association be- 
cause of their interest in hospitals. 
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Answering your previous question, if I may, Mr. Secrest, doesn’t it 
seem to you that we are coming right before you right now and asking 
that you people do something about this coordination, to help coordi- 
nate the veterans’ hospitals with the hospitals of the civilian commu- 
nity ¢ 

Mr. Secrest. That is why I asked if they belonged to your associa- 
tion. If they did not, I intended to take steps by legislation or other- 
wise to make them members. 

Mr. Wurrenatt. They are members, I am happy to state. But the 
membership goes to improving the quality of care and does not go to 
any control over the planning. 

Congress holds the pursestrings; Congress controls what the plan 
shall be as to expansion. And the decision on that point rests right 
here with this committee, we think. 

Mr. Secrest. Does your organization indulge in planning and coor- 
dinating of all types of hospitals in the country. 

Mr. Wurrenaty. Only as encouraging it and helping individual 
institutions on request. 

Now, we have supported the Hill-Burton program, which requires 
planning by agencies of the State government to take advantage of 
Federal funds for aid in the building of hospitals. But the planning 
must be done by the people who own, operate, and build the hospitals 
or by State governments. We don’t do it for them. We encourage 
it. 

Mr. Secrest. Hill-Burton program, I think, has been a successful 
program, which has resulted in many hospitals being constructed, 
where a great need existed, that would not otherwise have been 
built. 

Now, I do not imagine you would have the answer to this question, 
but I think it would be helpful if you did: Do you have any idea how 
many veterans were admitted to private hospitals last year, on their 
own funds? Do you have any idea as to how many veterans are in 
State institutions ¢ 

Mr. Wuirenatu. We would have no way of getting that, because 
in those cases, the veterans would not separate themselves out as 
veterans. And we make, in the ordinary hospitals, no discrimination 
between veterans and nonveterans. They are all people in need of 
care. 

Mr. Secrest. I was aware of that and doubted if you had that in- 
formation. 

Mr. Wurrenaty. We do not. 

Mr. Secrest. It would be helpful to this committee to know, so 
that we might balance the private spending of veterans for hospitaliza- 
tion and the Government spending, to get some idea whether it was 
in or out of line. 

Now, could you tell me this: What will be the total hospital bill of 
the people of this country this coming year, and what was it last 
year / 

Mr. McNary. We can get that for you. We think it is about $314 
billion. 

Mr. Secrest. What will be, or last year was, the total medical bill 
of the people of the country, excluding hospitals? 

Mr. McNary. I can’t give you that. 





’t it 
king 
rdi- 
imu- 


C1a- 


her- 


t the 
rO to 


plan 


ight 
oor- 
dual 


lires 
e of 
ning 
itals 
rage 


ssful 
cted, 
been 


tion, 
how 
heir 
‘e in 


ause 
it as 
ition 


d of 


t in- 


HOSPITAL CARE AND OUTPATIENT DENTAL TREATMENT 2751 


Mr. Secrest. You can get that and supply it at this place in the 
record ¢ 

Mr. McNary. Yes, we can get that and put it in the record. 

Mr. Secrest. I ask that because the American Dental Association 
said that this year over a billion dollars would be spent for dental 
care. I think the record should show what will be spent for medical 
and hospital care, in order to give us a complete picture. 

Mr. McNary. We will supply those figures. 

Mr. Secrest. Now Dr. Walsh testified that at Georgetown Hospital, 
out of all of the people who filled out a detailed questionnaire as to 
their personal earnings and their savings, as to how many mem- 
bers of the family were working and might be able to contribute a 
little toward their hospitalization, out of all those filling out those 
questionnaires, approximately 1 percent were able to falsify and get 
by with it. 

“Would you assume that to be a general average for hospitals 
throughout the country, or is that abnormal, up or down? 

Mr. McNary. Without wishing not to show proper respect for the 
figure that was quoted, I wonder how the gentleman knew that only 
1 percent were chiselers or whatever, or falsified the record. 

Mr. Secrest. That we neglected to ask him. We assumed if he 
were a capable witness before us, he must have known what he was 
talking about, on some things at least. 

Mr. McNary. Well, I wouldn’t care to hazard a guess as to whether 
or not 1 percent is a fair ratio or not. 

Would you know, in your hospital, Dr. Branton ? 

Dr. Branton. No, we have made no investigation to that extent, to 
deny anyone any hospitalization. 

Mr. Secrest. Now, I would like to ask: How big can an NP hospital 
be and still be efficient ? 

Mr. NcNary. The American Psychiatric Association, we think, has 
a recommendation with respect to that, Mr. Secrest. We don’t have 
it here. We can, again, attempt to supply that. 

Mr. Secrest. We have one State institution in my district in Ohio 
with 2,600 beds. I am wondering if that is too big, or too little, to be 
efficiently operated. 

Mr. Wurrexat. I am inclined to think, if I may answer that, that 
that is very largely a question of individual judgment. It is very hard 
to set down very strict standards as to exactly what is best. So many 
other circumstances may enter in besides size. 

Mr. Seorest. I think it is a superefficient hospital, myself, and I 
have had many occasions to study it and observe it. 

So, then, the size of an individual hospital, veterans or otherwise, 
is strictly a matter of management, and you cannot say by any rule 
that size makes it inefficient 

Mr. WuHITEHALL. Size is only one of the factors, I think. 

Mr. McNary. There seems to be quite a mass of administrative 
judgment in the hospital field to the effect that very large institutions 
tend to either become inefficient or lose in terms of quality of care. 

Dr. Branton. There is right now, a veterans hospital on Long 
Island that is a very large NP-type of hospital, in which they are hav- 
ing a great deal of difficulty getting personnel to manage it, because 
of the fact that they are not near a large center, and others are coming 
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in and taking away their workers,and soon. All these factors go into 
the ability of a hospital to administer itself efficiently. 

Mr. Secrest. I realize that some veterans hospitals have been built 
in areas of the country where there neither exists a patient load nor 
available personnel to operate the hospital. Those are mistakes which 
this committee hopes will not be repeated and wants to do everything 
it can to prevent their being repeated. 

This has nothing to do with either your testimony or your position, 
but you are familiar, are you not, with the so-called Economy Act?! 

Mr. McNary. I have heard about it. 

Mr. Secrest. It was passed on March 11, 1933. It took $348 mil- 
lion, arbitrarily, and brutally, in my opinion, from strictly service- 
connected veterans compensation. It provided that every known 
service-connected veteran should be kicked out of every hospital in this 
country, regardless of whether they were TB cases or NP cases. And 
as to those two classes, every single group that has testified before us 
has said they should be eligible for admission to a veterans hospital. 

The economy bill did many more things that were just as, in my opin- 
ion, inhuman as Congress ever could make a law. And the Comp- 
troller General of the United States has been, upon numerous occa- 
sions, here cited as an authority on veterans affairs, and his findings 
have been upheld. I just want to point out that he voted for that 
economy bill. 

I want to thank you for what I think has been good testimony for 
our committee. You have contributed to it, and when you provide 
these other facts, I think your testimony will prove quite valuable to 
the committee. 

Mr. Lona. I would like to explore this matter of doctors in hospitals 
a little further, inasmuch as some of our hospitals are having trouble 
keeping doctors in those hospitals. I have wondered if it was inse- 
curity, that they feel like they might be transferred, and if you would 
care to comment on what you think is the cause of so many of those 
doctors wanting to go into private practice. 

In nearly every area I have been into, I have discussed it, and I have 
had a number of those fellows tell me: “Well, I am going into private 
practice. I don’t know how long I will be here.” 

Do you think that is general throughout the country, or just is true 
in one locality ? 

Mr. McNary. I am going to ask Dr. Branton to comment before we 
get through. 

I am not a doctor, but it seems to me that the normal tendency of a 
doctor of medicine is to want to practice medicine, and the great 
majority of doctors are not employed on a salaried basis in hospitals. 
Most of our community hospitals, or a very high percentage, are 
operated by lay boards and the doctors work on a fee-for-service basis. 
That is the way they like to work. They are entrepreneurs. They are 
individualists. So it rather goes against the grain with most doctors 
to work on a salaried basis, although some do. f 

I don’t think there is anything strange in the fact that a great many 
doctors want to work by themselves. 

Mr. Lone. What I was getting at: Is the feeling that the salary is 
not large enough? Of course, I know doctors want to make money. 
But they can go in there and make a career out of it if they feel they 
are making enough salary to stay. Why would you think a doctor 
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would want to go into one of those hospitals, stay a few years, and 
then go out into private practice # 

| know it is happening. I would like to know why. 

Dr. Branton. Congressman Long, I think I can answer that in one 
way. ‘There are many reasons, of course, but one is “rules and regula- 
tions.” Doctors are pretty much individualists. 

Mr. Lona. That is what I was getting at. 

Dr. Branton. I think that is one of the reasons they don’t like to 
stay too long in such an institution. 

Mr. Secrest. I might add that there is another reason, and I admit 
that certainly is one. There is the uncertainty of whether you are 
going to be working or not working, and having to depend entirely 
upon the whims of the congressional Appropriations Committees, 
causes a good many of them to} get out of the Federal service. 

This past reduction that was made was made under a rule of the 
Veterans’ Administration that no doctor should be fired. But that is 
the first time that doctors have been protected in the Federal service, 
and that was done only in the hope that there would be appropriations 
added quickly, and they did not want to lose the staff. 

Mr. Lone. Now, there is another angle. We lost a whole tubercular 
ward in my State because of the fact that the Army came in and took 
both of the doctors out of that hospital. I just wondered if you would 
care to comment on that. 

Dr. Branton, That, of course, happens to all hospitals. That has 
been happening to all hospitals in the last few years. 

The Army has been taking a large number of doctors out of the 
community, in both small and | arge communities, and leaving a big 
hole wherever one doctor has been taken, I can tell you that. 

Mr. Lone. Of course, you know, doctors are not as ready to go into 
an infectious ward of some kind and practice medicine as they would 
in another ward. And when you get those boys that will go into those 
wards, do you think we should make some arrangements to try to 
leave those fellows there unless there was a dire emergency ? 

Dr. Branton. I don’t think that is a primary consideration as to 
whether a doctor wants to practice in an area. I don’t think a doctor 
is afraid of tuberculosis or scarlet fever or something like that. 

Mr. Lone. Just for your information, I have been handling hos- 
pitals now for about 15 years, and I know they are. I have had them 
* 1] me so. 

Dr. Branton. That is a new thought in my mind. 

Mr. Frectnenvuysen. I have a few questions. I have no desire to 
prolong this unduly, but I would like to ask Mr. MeNary about his 
testimony this morning regarding advisory committees. 

I am not sure whether you suggested a single national advisory 
committee to pass on the question of the eligibility requirements for 
veterans, or what her you are suggesting State committees, or perhaps 
even individual committees for each Veterans’ Administration 
hospital. 

Mr. McNary. The suggestion was that it be a single national com- 
mittee. However, in my judgment, it would help the whole situation 
to have additional committees at the State or regional or even at the 
purely local level, which had the responsibility of directly advising 

individual hospitals or groups of hospitals. Actually, we think that 
anya that helps bring the local community into the situation and 
into the business of prov ‘iding hospital and medical care is desirable. 
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Mr. Fretincuvuysen. So it might be at a local level as well. Your 
specific recommendation, however, was just for a national advisory 
committee ? r 

Mr. McNary. That is right. 

Mr. Fre.tincuuysen. The only other question I wanted to ask was 
as to the point you made regarding the adequacy of other facilities, 
You said that in almost every State there are not adequate facilities 
to handle tuberculosis and neuropsychiatric patients. I wonder 
whether that is not a primary reason for the pressure which does exist 
today to lessen the distinction between service-connected and non- 
service-connected cases in those fields? Is it not because there are not 
enough facilities elsewhere, that the demand for the VA facilities 
is created ¢ 

Mr. McNary. That is very possibly true. The position of the 
association, however, is that all of the people need adequate facilities 
for care of those diseases, and that the facilities to serve all of the 
people should be built up, so that the veterans and other people who 
need that care can get it in good quality and in adequate institutions, 

Mr. FRELINGHUYSEN. I agree with you a hundred percent that all 
of the people need adequate care. But I am just wondering whether 
your point is that if we allow the building up of the Veterans’ Ad- 
ministration facilities, that this in itself will help to keep down the 
neded expansion of other tax-paid facilities, State institutions. 

Mr. McNary. We are afraid that it will. 

Mr. FReviIncHvuysEN. I was wondering about your basic position. 

Mr. Sartor. Will the gentleman yield for a question right there? 

Well, Mr. McNary, you certainly would not advocate leaving a 
bed open in a hospital, in a TB or NP ward, just because there was 
not a service-connected patient for it, would you? 

Mr. McNary. No, we are not advocating that, Mr. Saylor. 

Mr. Sayxor. In other words, it is true that the general public does 
need those facilities, but certainly the allowing of those inflicted 
people on the streets would not tend to lessen the evil; it would tend 
to increase it. 

Mr. McNary. I have no argument with that position. 

Mr. Frevincuvuysen. One final question. Is it not true that the 
managements of most State institutions want to have all veterans 
cared for in VA hospitals so as to alleviate the very strained facilities 
under their control 

Mr. McNary. I can’t answer that question. Perhaps one of these 
gentlemen knows more about it than I do. 

Mr. Wurrenatt. I think the problem with these State-owned large 
institutions is one of budget. They never seem to get enough money 
to operate adequately. They are crowded. They don’t have ade- 
quate facilities. There is a great deal of discussion going on in 
the Nation now directed toward more adequate care for mental and 
long-term cases. 

I think, in view of those circumstances, the local managers, not 
looking at the long-run problem but at the immediate need, would 
tend to say, “Let’s take care of them anywhere but here. We can’t 
take care of them here in this local State-owned place. Send them to 
the Veterans’ Administration.” That is, however, an expedient an- 
swer, not one of long range. 
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Mr. Frevincuoursen. Of course, New Jersey is expanding its facili- 
tis, and yet as I understand it there still is the pressure to transfer 
veterans to veterans’ facilities wherever possible. 

Mr. Wurrenauy. There will be for a long time, until our mental 
institutions are brought up to the level of our general medical and 
surgical. You see, there hasn’t been enough attention paid to the 
mental institutions. People don’t realize that they are there. We 
tend to forget them. We pay attention to things that are closer by. 

The communities with general medical and surgical will get atten- 
tion ahead of the mental institution. And again, it is buried in the 
State budget, and they just don’t have enough. But many States, like 
New Jersey, are expanding their mental institutions. 

Mr. Sarxor. Is it correct that as soon as the State builds a facility, 
be it Pennsylvania, New York, New Jersey, or any of the States, if it 
is an NP hospital, no matter how large, it cannot take care of the 
people in the State that need hospitalization ¢ 

Mr. Wurrenatu. The construction of mental hospitals is a long 
way behind the need. And there always will be that pressure until 
that need is caught up. And some of that will be directed back 
against the Veterans’ Administration inevitably. But you won’t get 
those State hospitals built without that sort of pressure, unfortunately. 

Mr. Saytor. Now, Mr. McNary, just 1 or 2 more questions. I think 
you or Dr. Branton made the statement that one of the reasons that 
the doctors were leaving was on account of the rules and regulations. 

Well, certainly the American Hospital Association would not sug- 
gest that the Veterans’ Administration allow 160 managers of their 
hospitals to run each individual hospital according to the whims and 
desires of the individual manager ? 

Mr. McNary. The comment was not made in derogation, Mr. Say- 
lor, of the Veterans’ Administration in any way, but simply as a fact 
of life as far as doctors are concerned, that perhaps even less than 
some of the rest of us do they don’t like to be regimented. 

Mr. Secrest. In direct connection with that, I think that the man- 
ager of every hospital in the VA system has the full right to hire his 
own doctors, his own nurses, and his own personnel in that hospital. 
[ was so told by the manager of a hospital at Coral Gables, that no 
pressure was put upon him in the hiring of the individuals to staff 
his hospital. 

Mr. McNary. I assume that is subject to standard VA regulations, 
though. 

Mr. Secrest. I suppose a man has to be an accredited doctor. He 
could not hire a veterinarian. There are certain rules laid down 
giving the professional standards of doctors, and nurses too, that he 
must follow. But I think he has complete autonomy in the operation 
of his hospital. 

Mr. McNary. In who he hires, but not in the amount to be paid. 

Mr. Secrest. In that particular hospital, there is a waiting list of 
doctors, nurses, and all types of personnel wanting in, and that. is 
chiefly due to the fact that some member of the doctor’s family is ill, 
and he found it necessary to go to Florida for the health of his wife or 
other member of the family, and others move down there for their 
own health, and he told me there was a waiting list of all types of 
personnel that he could hire. In other areas, that is not true. 
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Mr. McNary. Geography has something to do with it, and climate, 
perhaps. 

Mr. Secrest. Definitely. About 10 percent of the patients in that 
hospital are Spanish-American veterans, and I doubt if 1 percent 
would apply to any other hospital inthe country. But I do think they 
have autonomy in the operation of that hospital, just about as much 
as if it were completely separated from the Federal Government. 
Their only limitation is money. When the budget passes, they will 
send him a wire that he must reduce his expenditures a hundred 
thousand dollars. And he can let the grass grow on the lawn or do 
anything except cut down on the type “of food they serve. That is 
general. They are all required to serve good food. But aside from 
that, he has complete autonomy as to ae he will whack and cut. 

Dr. Branton. There, again, you would have the doctor in that in- 
stitution upset, because he wouldn’t know whether he was going to be 
one of the “whackees” or not. 

Mr. Secrest. Doctors were specifically exempted from any cut this 
last year, to hold them on the staff in anticipation of their being 
required this year, which is working out to be a fact. 

Mr. Saytor. Just one question. 

You stated on page 20 of your statement that: 

The present system of determining financial eligibility is inadequate. It is 
abused in the hospitalization of veterans able to meet the cost of their own care. 

What cases can the American Hospital Association give to this 
committee showing wherein it has been abused ¢ 

Mr. McNary. The American Hospital Association does not have 
any specific cases to bring to the attention of the committee. That 
statement is based on what must be termed “common knowledge.” 

Mr. Sartor. Well, now we come down to what is common know!l- 
edge. And this committee has been attempting to determine now— 
2 weeks. 

Mr. Sranpvisu. This is the third week. 

Mr. Savior. And going into the third week, what are these abuses’ 

So far we have only had one organization submit a list of abuses. 

Now, it is easy to talk about these “abuses,” but when we try to find 
them they sort of appear to be like a phantom. Everybody says they 
exist, but no one can point them out to us. 

Mr. Secrest, You might add that if we do not know what they are 
and where they are, there is the question of how we can pass legisla- 
tion to correct them ? 

Mr. Wuirenaty. We understand in the report of the General Ac- 
counting Office, there was a report of a number of abuses brought to 
the attention of this committee. 

Mr. Secrest. They reported 12 cases, as I understand it, and we 
got 40 more from the so-called Junior Medical Association, all of 
which are being investigated by the General Accounting Office now 
and will be investigated by the staff of this committee. 

When we get those 51 cases investigated, we will know with respect 
to them, of course. They were reported as abuses. 

Mr. Wurrenaty. Of course. I think that there is need for some 
clarification of thinking there, and it is very difficult to do. Your 
present system does not set up a standard of eligibility. It only calls 
for an individual opinion as to ability to pay. The opinion is not 
something that you can question, because every man has a right to 
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his own opinion. And if he has formed an opinion in error, how can 
you challenge it ? 

I think the point we make here is that your present system of ac- 
cepting such an opinion is an invitation to a wide variety of opinions. 
So that, as the General Accounting Office pointed out, as we quoted in 
our statement, it is an invitation to the veteran to treat that question 
very, very lightly. Because how can you question an opinion? In 
other words, your present system is an invitation to abuse, an invita- 
tion to treat the question as having no effect.» 

Mr. Secrest. The veterans’ organizations and the Veterans’ Ad- 
ministration, as a result, I think, of action of the Congress in almost 
,dopting a rider to go behind those affidavits, are making a very con- 
erted effort. to wipe out abuse in individual cases. You can never 
get away from a matter of opinion. In this system we accept the 
veterans’ opinion. If a veteran filled out this full questionnaire, 
which is used at Georgetown, and I had to pass upon it, he would 
get in or out based on my opinion, would he not? And if I handed 
it over to Dr. Long, he would have another opinion; and Mr. Saylor 
would have another opinion as to whether this veteran was entitled 
to it or not. The question of admission depends upon net assets; it 
depends some upon income; it depends upon the length of time the 
ve set an is going to be in that hospital. He might have $10,000. If 

1e is going to be in there 10 years, it would not amount to anything. 
i de .pends upon how many children he has at home to take care of. 

So there is another impossibility, of passing a law or rule to get 
away from an opinion as to a person’s ability to pay for his hospitali- 
zation. 

Mr. Wuirenauu. But you can establish standards for the formula- 
tion of those opinions, and you can give these people some standards 
upon which they can base an intelligent opinion, and then let them 
say whether or not they come up to the standard or not. 

Mr. Savior. Let me ask one question right there. 

We had the representative of the American Tuberculosis Society 
before us, a former associate director of public health of the State 
of New York. I believe he stated that as far as tuberculosis and 
NP cases were concerned, in the State of New York, that there was 
no requirement for a means test in those types of cases. 

Would your association have a feeling on the same line? 

Mr, Wurrena.y. I think that most of our members would agree. 
We have no formal position, I believe, but I think that most of our 
members would agree with that thinking. But I think, too, that most 
of our members would say that you cannot accept the opinion of 
every patient who comes to the hospital that he is in financial need. 
We insist on having that judgment ourselves and determining which 
of those ppraple are most in need. 

Mr. Saytor. In other words, you feel, Mr. Whitehall, that the 
determination of eligibility should be based upon a statement of assets 
and liabilities, family condition, and by that I mean members in the 
family —— 

Mr. Wurrenaun. Many factors. 

Mr. Sartor. And the factors which your other hospitals, outside 
of the Veterans’ Administration, have seen fit to use. In other words, 
this problem could be solved by a change in the form which the veteran 
signs before admission to the hospital, or admission to the veterans’ 

86102—53——71 
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hospital, known as P-10, If there were changes along those lines 
made in that form, the final decision as to admission would then be 
up to the admissions officer at the individual hospital. 

Mr. Wuirenauy. We are saying now that you set the Veterans’ 
Administration an impossible task. Because the law presently seems 
to promise care to all non-service-connected cases if in their opinion 
they are financially unable to pay; but you do not have beds avail- 
able to provide all the care that you seem to promise. Somehow or 
other, you must have some way of choosing in a fair manner, in a fair 
manner to all veterans, which of those veterans are going to occupy 
the beds that you have available for them. 

Now, you ought to make a choice, and you ought not to put the 
veterans in the position of elbowing each other out of the way. You 
ought to place upon the Veterans’ Administration the responsibility 
for determining which of those veterans are most in financial need 
or most eligible for hospitalization. 

Mr. Secrest. There is selection going on in every one of these hos- 
pitals, but it is generally not upon the question of financial need. It 
is assumed once they sign it they are indigent. But there is great 
selection going on as to the immediate need of medical care. 

Mr. Wuirenauy. That is a medical selection. 

Mr. Secrest. In one veterans’ hospital, about 8,000 applied, and 
only 3,000 were received in the course of a year, 5,000 being com- 
pletely rejected. Because also they take them on the basis of the 
most emergent medical need. 

So you do hav e, contrary to public opinion, a selective system now, 
not only upon financial need but upon medical need. 

Mr. Wurrenatt. I think our point is that, if Congress wishes, the 
Veterans’ Administration could establish a financial selection as well 
as a medical selection, and it could be as well administered by the 
Veterans’ Administration as it is in all of the other hospitals of the 
land, if the Congress wishes that to be done. 

Mr. Secrest. The Veterans’ Administration has that authority, so 
their attorney testified before us last week. 

Mr. McNary. You mean the Veterans’ Administration can go 
beyond the written statement if it chooses? 

Mr. Secrest. No, they can include a financial statement in their 
P-10 form, this one here, if they want to put it in, without any act 
of Congress. 

Mr. McNary. But they can’t go beyond the veteran’s written state- 
ment of his own situation. 

Mr. Secrest. If this would indicate that a man had $50,000 and 
wanted a free tonsillectomy, they could reject him completely on the 
basis of that questionnaire. 

Mr. McNary. What if he had $50,000 but said he didn’t? 

Mr. Secrest. If he fills out this questionnaire, he is guilty of fraud, 
provable fraud, on the basis of it. 

Dr. Branton. Has there ever been any prosecution ? 

Mr. Secrest. There never has been, because the abuses have been 
probably around 1 percent at the most, and because they could not go 
behind that affidavit to prove fraud. He did not fill out any ques- 
tionnaire and say he did not have a dollar, when he did. He just 
merely says, “I can’t pay for my care.” But if he put down on here, 
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“T am only worth $5,000,” and he had a bank account of $25,000, that 
is a material lie for which he could be prosecuted. 

[here have been no prosecutions as far as I know under the present 
ystem, because he merely says that he cannot pay. And the abuses 
have been greatly magnified. I do not think anyone can say that of 
|| the veterans going to the hospital there are not some abuses. But 
there are not as many as the average American in the United States 
thinks there are. 

Mr. Sartor. If there are no further questions, Mr. McNary, Mr. 
Whitehall, and Dr. Branton, I want to thank you for giving the 
committee the benefit of your statement and your responses to our 
questions. 

Mr. McNary. Thank you, Mr. Chairman. 

We are very grateful for the time and courtesy extended to us. 

Mr. Sartor. The committee will stand adjourned until tomorrow 
morning at 10 o’clock. 

(Whereupon, at 3:30 p. m., the hearing was adjourned until 10 
a. m., Tuesday, July 21, 1953.) 








ENTITLEMENT AND ELIGIBILITY OF VETERANS FOR 
HOSPITAL CARE AND OUTPATIENT DENTAL TREATMENT 


TUESDAY, JULY 21, 1953 


House or REPRESENTATIVES, 
SUBCOMMITTEE ON Hosprrats OF THE 
CoMMITTEE ON VETERANS’ AFFAIRS, 
Washington, D. C. 

The subcommittee met, pursuant to adjournment, at 10 a. m., in room 
356, Old House Office Building, Hon. John P. Saylor, presiding. 

Mr. Sartor. The meeting will come to order. 

One of our colleagues, Mr. Adair, of Indiana, who is a member of 
this committee, has asked for the privilege of introducing the witness 
this morning. At this time we are happy to hear from Mr. Adair. 

Mr. Aparr. Mr. Chairman and members of the subcommittee, it is 
my pleasure to introduce to the subcommittee this morning Mr. Ellis 
and Mr. Eckert, of the General Accounting Office, and those who are 
with them, whom I will not name. I am particularly happy to intro- 
duce these two gentlemen. I have known them both for some time, 
and most especially Mr. Ellis, with whom I went through college in 
Michigan and law school here in Washington, D. C. I am sure that 
the committee will find him helpful and understanding and that he 
will be able to contribute a great deal to the solution of the problem 
before the subcommittee. 

Mr. Sartor. Mr. Ellis, we are delighted to have you here with Mr. 
Eckert. Without objection, I will insert several letters received by 
the chairman, Mr. Kearney, bearing on the subject, as well as a por- 
tion of a dissertation by Miss Ruth Cooper on Determination of Eligi- 
bility for Medical Services. 

BLOOMFIELD, INp., July 18, 1953. 
Hon. B. W. KEARNEY, 
United States Representative, 
Chairman, Hospital Subcommittee, 


House Veterans’ Affairs Committee, 
House Office Building, Washington, D. C. 

DEAR REPRESENTATIVE KEARNEY: No long, drawn out dissertation. A few 
words to the point. I feel the VA should care only for service-connected dis- 
ability and no other. 

Yours sincerely, 
J. A. Grar, M. D., 

Member: Legion, Veterans Foreign Wars. 


Corpus CuristI, Trex., July 18, 1953. 
Mr. B. W. Kearney, 
House Office Building, Washington, D. CO. 


Dear Str: This is an expression of opposition to continued hospitalization of 
non-service-connected veterans by the Veterans’ Administration. My reasons are: 
1. Abuse of the pauper oath signed without investigation. 
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2. Lowering true service-connected cases to the level of alleged paupers. 

8. Waste. I worked for 9 years in the Navy with Veterans’ Administration 
beneficiaries. I saw many simple surgical cases (tonsillectomy and pterygium) 
hospitalized 10 or 15 days when the total cost in private practice would be $50 
to $100. 

4. Falsification by the VA. Specifically the percentage of service-connected 
patients is high because all pensioners are so listed in the hospitals. Many are 
under treatment for other disabilities. 

5. The need for drafting doctors into the Armed Forces and assigning them to 
veterans’ care. 

These opinions are not based on economic consideration for physicians. We 
ean live on entirely nonveteran patients, but the country cannot support the 
increasing waste of the Veterans’ Administration. 

Very truly yours, 
J. GoRDON Bryson, M. D. 


VA HosprtTat Misuse DENIED By DIRECTOR 


WASHINGTON, November 18.—A hot denial that Veterans’ Administration hos- 
pitals are being misused by veterans has been issued by the VA’s medical director, 
retired Vice Adm. Joel T. Boone. 

He made public yesterday a letter to Dr. R. J. Wilkinson, of Huntington, W. Va., 
which enclosed a newspaper account of a speech Dr. Wilkinson made last week 
in Miami before the Southern Medical Association. 

“When I first read this article,” the letter said, “I was shocked to think that 
a physician trained to approach all questions on the basis of truth and scientific 
facts, could be delivered of such a conglomeration of invidious innuendo, mis- 
statements, half-truths and even untruths as are contained in these few para- 
graphs.” 

Boone said he wants Dr. Wilkinson to say whether he was quoted correctly 
in the newspaper account. 

He noted that Wilkinson is quoted as saying 90 percent of the patients in the 
VA hospitals are there for disabilities not service-connected. Actually, Boone 
said, 35 percent have service-connected disabilities and 90 percent of the rest 
would receive no treatment if they had to pay for it. 

Dr. Wilkinson is president of the Southern Medical Association. 


VETERANS’ MepicaL Care Must Be Cut, VA Says 


WASHINGTON, February 18.—The Veterans’ Administration’s Medical Director 
told Congress today it must restore cuts made in funds for the agency or medical 
care for veterans will be reduced. 

There are but two alternatives, Adm. Joel T. Boone told the House veterans 
committee—give more money or “cancel off” some medical obligations undertaken 
by the Government. 

Meanwhile, Carl R. Gray, Jr., head of the VA, told a committee meeting the 
VA is not going to be split up. 

After conferring at the White House with President Eisenhower, Gray went 
before a meeting of the Veterans’ Administration Volunteer Service National 
Advisory Committee and suggested that rumors “that they are going to cut up the 
VA and throw parts of it to the far winds” should be ignored. 

“If you hear them, forget it,” Gray said. “They ain’t. Just don’t listen to 
those kinds of rumors. VA is too big a thing, too well coordinated, and too well 
integrated to render service to the veterans to split it up * * *.” 

Last year Congress chopped $40 million from the total asked by the VA and 
$31 million of that sum were cut from the medical program. 

This cut, Boone said, forced him to fire 2,250 trained personnel and close down 
many wards, an action he said “demoralized the force” at a time when new 
veterans’ hospitals were coming into operation and needed trained personnel. 

Representative Teague (Democrat, of Texas) said he was prepared to seek an 
additional $10 million for the VA medical program in a supplemental appro- 
priations bill before the House today. 
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House Apps $925 MILLION To BupGeT 


WASHINGTON, February 19.—Congressional budget cutters suffered a $2014- 
million setback today in their first 1953 test in the House. 

That was the amount the House added in voting to approve a $925,172,920 
supplemental appropriation bill. The extra money is for payments to school dis 
tricts whose pupil population has been boosted by defense activities. 

The bill must still run the gauntlet of the Senate, which may make further 
increases. The overall bill provides funds for various agencies for the rest of this 
fiscal year ending June 30. 

The final total as passed by a rolicall vote of 369 to 2 is $1,338,546,670 less than 
the original budget estimate sent to Congress by former President Truman. But 
$1,200,000,000 of the reduction was accounted for by the House’s refusal to pro 
vide that much in new money for the Defense Department and ordering the De- 
partment to take the money from other funds available to it. 

The 197-to-18 standing vote that added the school money to the bill was a dis- 
tinct rebuke to the Appropriations Committee, which had refused to approve any 
of the 24 million requested despite endorsement of the school-aid program by 
President Eisenhower. 

The budget-cutting bloc led by Chairman Taber (Republican, of New York), 
of the Appropriations Committee, came within 21 votes of taking a second drub- 
bing on an amendment to double the $10 million recommended for operation of 
veterans’ hospitals. 

An amendment by Representative Teague (Democrat, of Texas) to give the 
VA $20 million lost by a vote of 201 to 180, with Republicans generally opposing 
it and Democrats voting for it. Teague and others claimed needy veterans can’t 
get treatment in veterans’ facilities because Congress hasn’t put up enough money 
to staff them. 

Opponents of the amendment, including Representative Thomas (Democrat, of 
Texas), suggested that President Bisenhower should oust Carl Gray as Veterans’ 
Administrator to promote efficiency. Thomas accused Gray and others in the VA 
of having entered into a conspiracy to pressure more funds from Congress. The 
Texan claimed Gray doesn’t spend enough time in his office to know what’s 
going on. 

The bill was the first appropriation measure to face a House test since Repub- 
licans took control of Congress last month. 


[From the Corpus Christi Caller, February 25, 1953] 
HospiTaLs CALLED Loarers’ HAVEN ror Some Ex-Gis 
(Chicago Tribune Service) 


Cuicaco, February 24.—Superior Court Judge Donald 8. McKinlay today 
attacked veterans’ hospitals as havens for men without service-connected dis- 
abilities who do not want to work. He said he would seek to have admissions 
tightened up and the rules changed to limit patients to war-connected ailments. 

Judge McKinlay’s attack on such Veterans’ Administration hospitals as the 
Hines Institution near Chicago included a charge that the “VA hospitals 
are a big step toward socialized medicine.” His remarks were made during 
hearing on a divorce bill. 

It was brought by Mrs. Mildred Limosani, 27, against her husband, Angelo, 
85, a truckdriver, now a patient at Hines. Through her attorney, Charles C. 
Cooley, Mrs. Limosani waived alimony and was granted an uncontested divorce 
on the ground of cruelty. She got custody of their son, Michael, 5. 


WORKS LITTLE, SHE SAYS 


Judge McKinlay’s accusations against the VA were made after Mrs. Limosani 
said here husband had gone to Hines when they separated last October 20. 
She said he has a back ailment and doesn’t work much when he is not at Hines. 

“There are far too many at Hines and other VA hospitals who do not belong 
there,” said Judge McKinlay. “There should be a full and complete investiga- 
tion of each case. It is too easy to get in these hospitals and they are a perfect 
out for fellows who do not want to work. 
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“This isn’t the first time I have met up with such a situation. If these men 
had to pay for hospital care they would not be in the hospital. They would 
be out working. There are so many in veterans’ hospitals with conditions not 
attributable to war service and the rules should be changed.” 


STEP TOWARD SOCIALIZATION 


After court, Judge McKinlay told reporters that the VA hospitals “are a big 
step toward socialized medicine.” He charged that the dependents of some 
veterans have also been cared for at VA hospitals, including wives during their 
pregnancy. He said he intended to write Maj. Gen. Carl R. Gray, the VA Admin- 
istrator, and hoped the American Legion would also investigate. 

John M. Burns II, VA field representative here, said that patients are ad- 
mitted according to the laws of Congress. Non-service-connected cases are 
admitted on a bed-available basis, he said, except in an emergency verified by a 
doctor. Such patients must sign a declaration of financial inability. 


FILIPINO VETERANS SERVICES SNARLED 
HOSPITAL MAY COST $9 MILLION ; FULLY EQUIPPED PLANT STANDS IDLE 
By Albert Ravenholt 
(Copyright, 1953, Chicago Daily News) 


MANILA, February 23.—Bids are being sought now on a new 722-bed veterans’ 
hospital here that is to cost the American taxpayers nearly $9.5 million. 

At the same time a fully equipped but older 1,500-bed United States Army 
Hospital is standing empty and unused on the outskirts of Manila. There’s 
evidence that a group of real-estate men with political influence hope to take 
over this valuable property and subdivide it for their own profit. 


INDICATIONS OF RACKETEERING 


Meanwhile the United States Veterans’ Administration pays private and public 
hospitals here $3,285,000 a year to care for veterans of the Philippine Army 
and recognized guerrilla outfits who fought with the United States Army during 
the last war. There are indications of racketeering by private clinics. 

Yet—a Filipino soldier who fought in the United States Army in Korea was 
wounded, hospitalized in America, and returned home found VA here was legally 
unable to help him. 

VA also is unable to provide any medical care here for American citizens who 
are veterans of earlier wars and now resident in the Philippines. Instead, 
such Americans, including veterans of the Spanish-American War settled in the 
Philippines while it was American Territory, must travel to the United States 
at their own expense to receive care. 

These and other developments have come to the fore in a private study of the 
situation by this correspondent. 

They suggested the American Congress should overhaul its present legislation 
affecting medical care for veterans in the Philippines. 


LAWS UNWORKABLE 


Much of the present bulging and unnecessary expense here, to be fair, results 
from unworkable laws enacted by earlier sessions of Congress. 

All who have examined the fiasco in a search for a solution agree there is a 
need for Congress to determine long-term American responsibility for the care 
of the 357,880 veterans in the Philippines who served in or with United States 
forces. It also must decide, they say, what to do for dependents of another 70,650 
deceased veterans. 

Continued delay will only encourage bitterness and misunderstanding among 
people here where America increasingly needs sympathetic allies. 

Many of these problems, it is recalled, resulted when the Philippines achieved 
their independence July 4, 1946. United States Government regulations affecting 
foreign countries then went into effect and overnight individuals here lost many 
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of the privileges to which they were entitled while the Philippines were American 
soil. 

In an attempt to ease this transition to independence Congress enacted a series 
of special measures. 

The Rogers Act passed by the 80th Congress in 1948 was one of these laws. 
It is the basic legislation providing hospitalization for veterans in the Philip- 
pines. This act authorized the appropriation of up to $22.5 million for grants to 
the Philippine Government to build veterans’ hospitals and $3,285,000 annually 
for 5 years to care only for veterans of the Philippine Army and recognized 
ryerrilla units. 


6 


PATIENTS SCATTERED 


Under the hospitalization program which became effective January 1, 1950, the 
Philippine Veterans’ Bureau contracts with private and public hospitals here 
to care for veterans and the United States Veterans’ Administration reimburses 
them for such services. The United States VA here has tried hard to limit help 
to those actually deserving. But the 1,736 veterans hospitalized out of the 16,486 
who filed claims are scattered in 23 institutions throughout the Philippines. 

Partly in an effort to solve this problem Congress in 1950 appropriated $9.4 
million to build and equip a 722-bed veterans’ hospital in Manila and the 
Philippine Government set aside 126 acres of land. 

The first bids tendered by contractors last year all exceeded this sum by at 
least $5.6 million—an unrealistic sum that suggested at least some construction 
firms hoped to profit heavily off the United States Government. Because of 
this, new bids are now being sought to be opened next May 1. 

Congress passed a bill in 1952 to give the Philippine Government the equip- 
ment and use of the United States Army Philippine Scouts Hospital at Fort 
McKinley on the outskirts of Manila. 


HOSPITAL NOT IN USE 


This hospital, now empty, but fully equipped, is estimated to be worth at least 
$4 million. It contains permanent and temporary buildings to care for 1,500 
patients in 42 wards plus nurses’ quarters, operating rooms and laboratories 
that could be reconditioned for a relatively small sum. It is located on the 
6,000-acre United States Fort McKinley reservation estimated to be worth at 
least $50 million at today’s real-estate prices. 

Because of the manner in which this bill was drafted it has been impossible to 
comply with its provisions. The hospital has stood empty and medicines are 
deteriorating although a small United States Army caretaker detachment tries 
to maintain the place. 

Hospitalized Philippine scouts it was intended to care for now number only 17 
and they are given facilities in the United States Air Force Hospital at Clark 
Field in central Luzon. 

Next year the Rogers Act funds for hospitalizing Filipino veterans expire. It 
looks questionable whether the Philippine Government can afford to maintain 1 
hospital properly and the United States is in the process of providing them with 
2 in Manila where most Philippine medical facilities already are concentrated. 


AMERICAN SUPERVISION FAVORED 


Qualified officials say that the existence of two hospitals is no assurance in 
itself that deserving veterans will get adequate medical care. They feel that 
can best be provided by an American supervised institution. 

Such an institution also could provide for the thousands of other veterans here 
of the Spanish-American War and First and Second World Wars who now are 
not eligible for medical care—if the United States Congress would straighten 
out its legislation. 

Congressional action of this kind, it is felt, would help give the United States 
here a better reputation for efficiency and good sense while saving money for 
taxpayers at home. 


CoLuMBUS, OHIO, July 20, 1953. 
B. W. KEARNEY, 
United States Representative, 
Washington, D. CO. 
My Dear Mr. Kearney: Veterans (and I am one) only accept free medical 
service because they get it gratis. Either make them pay for non-service-con- 
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nected disabilities, or give them everything else for nothing, viz, groceries, rent, 
clothing, etc. 

The size of some of these veterans’ hospitals scares me. If we don’t stop 
lilding hospitals, we will have enough facilities to house the whole population 
The Veterans’ Administration should definitely be limited to the care of 
service-connected disabilities, 

Thanks. 
Respectfully, 


hy 


ANTON OELGOETz, M. D. 


THE AMERICAN LEGION, 
HEADQUARTERS, DEPARTMENT OF PENNSYLVANIA, 
Harrisburg, Pa., July 20, 1958. 
Hon. PATRICK KEARNEY, M. C., 
House Office Building, Washington, D. C. 

DEAR CONGRESSMAN KEARNEY: I know that you are interested in the question 
that has been recently brought to the attention of your committee of the abuses 
involving hospitalization of veterans for non-service-connected conditions in Vet- 
erans’ Administration hospitals. Our division has recently conducted a survey 
of all of the hospitals in Pennsylvania, and I am sending you under separate 
cover a summary of the results of this survey in which I am sure you will be 
greatly interested and will prove conclusively that the abuses are rare and that 
veterans who are receiving free hospital care from a grateful Government are 
certainly in need of it. 

With kindest personal regards, I am 

Very truly yours, 
Micuart M. MARKOWITz, 
Rehabilitation Director. 


GREENVILLE, 8. C., July 18, 1953. 
Hon. B. W. KEARNEY, 
Chairman, House Veterans’ Affairs Committee, 
House Office Building, Washington, D. C. 


Dear Mr. KEARNEY: In connection with the hearings which your committee has 
been holding with regard to the eligibility of veterans for Veterans’ Administra 
tion hospitalization, I would like to express the following opinions: 

1. Like everyone else, I believe that the veteran with a service-connected 
disability is entitled to the best available medical care for the same at Govern- 
ment expense. 

2. I believe the Government should cease giving veterans hospital or other 
care for non-service-connected disability. I believe that it is wrong in principle 
for the Government to encourage its citizens to believe that the Government 
will take care of them and that they need not do so themselves. 

I believe free hospitalization for non-service-connected disabilities is being 
widely abused. I see many patients pass through my office with non-service- 
connected disabilities who go to veterans’ hospitals for treatment for which they 
are perfectly able to pay. As one example I cite the recent case of a diabetic 
whom I and others have treated in the past for diabetes of recent origin, non- 
service connected. This man has a job at which he works regularly and there 
fore is up and about and gainfully employed. He came to my office the other day 
stating that he felt that it was about time for a checkup and that he would like 
papers filled out so that he could go to the Veterans’ Administration hospital for 
about a month. As a matter of interest, I filled out his papers and I am told 
that he was refused admission. However, he felt that he was entitled to ad- 
mission, and many other people in similar circumstances are admitted. 

Another common instance is the many veterans who go to Veterans’ Adminis- 
tration hospitals to obtain false teeth years after they have been discharged 
from the service. : 

Without taking more of your time I would like to state strongly once more that 
I believe veterans should not receive hospital care for non-service-connected 
disability. 

Yours very truly, 
Tomas Parker, M. D. 
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PASADENA, CaLir., July 17, 1953. 
Representative B. W. KEARNEY, 
Chairman, Hospital Subcommittee, 
House Veterans’ Affairs Committee, 
Washington, D. C. 

Dear Mr. KEARNEY: I am a practicing physician. I have one son in the field 
artillery and another son who will be in the Medical Corps as soon as he 
finishes his training. 

It is proper that our Government should protect those in military service 
and reimburse them for their sacrifices and disabilities incurred while in the 
armed services. However, after a veteran is discharged, he must face the re- 
sponsibilities of citizenship on an equal basis with the rest of us. 

Those who would socialize our country do not miss an opportunity to further 
their ideas. The veteran’s medical care offers an appeal to emotion and to 
false patriotism to set the veterans as a group apart with special privileges. 
This is a sure way of taking away from the veterans the very freedom that 
they were fighting for. 

Very truly yours, 
Rosert 'T. Porrencer, M. D. 


Curcaeo, Iti., July 11, 1953. 
Hon. B. W. KEARNEY, 
Member of Congress, 
House Office Building, Washington, D. C. 


DEAR REPRESENTATIVE KEARNEY: As chairman of the hospitals subcommittee 
of the House Veterans’ Affairs Committee I would like to give you my views 
regarding VA hospitalization. 

As a physician and a veteran of the Second World War, I fully agree that 
veterans with service-connected disabilities be given the finest medical care 
in Government hospitals. On the other hand I feel that it is completely wrong 
to give special privileged medical care to the far larger group of veterans whose 
disabilities have no relationship whatsoever to their military service. 

It is my feeling that indigent veterans with non-service-connected disabilities 
should be treated in local community or university hospitals. If indigent vet- 
erans with non-service-connected disabilities are accepted as patients in Gov- 
ernment hospitals, Congress should lay down definite rules regarding their 
eligibility. Free care should be restricted to those applicants who can prove 
that they are unable to afford adequate medical care. 

Respectfully yours, 
HANs von Lepen, M. D., 
Associate Professor, Cook County Graduate School of Medicine. 


UNIVERSITY OF PITTSBURGH, 
ScHoot or Soctar Work, 
July 23, 1958. 
Hon. JoHn P. SAYtor, 
Chairman, Subcommittee on Hospitals, 
House Office Building, Washington 25, D. C. 

Dear Str: Enclosed is a copy of selected portions of Miss Ruth Cooper’s dis- 
sertation as you requested in your telegram of July 17 and subsequent telephone 
conversation with Miss Cockerill of our faculty. 

We hope the material we have selected contains the information you desire, 
realizing that this is only a small summary selection. Had the binding been 


completed, we could have made a complete copy available through the library 
loan. 


Sincerely yours, 
W. I. NewstTerrTer. 
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MATERIAL FROM DISSERTATION EDNTITLED “DETERMINATION OF ELIGIBILITY For 
MepIcAL SERVICES IN CALIFORNIA COUNTIES” BY RutH Cooper or UNIVERSITY 
oF CALIFORNIA 


Submitted to the School of Social work of the University of Pittsburgh in partial! 
fulfillment of the requirements for the degree of doctor of social work, 1953 


B. ESTABLISHMENT OF A METHOD OF DETERMINING ELIGIBILITY 


Official groups have expressed opinion about the establishment of a method 
for determining eligibility. The opinion of the joint committee of the Ameri- 
can Hospital Association and the American Public Welfare Association’ is that 
agreements about eligibility should be developed through local conferences by 
those concerned. This it believes necessary not only to insure equable adminis- 
tration of the program, but to avoid misunderstandings and duplication of in- 
vestigations. It believes that individual agencies should be kept fully informed 
about procedures including local laws and the exact methods for the determina- 
tion of eligibility. When such groups work out plans together mutual under- 
standing results. This prevents accusations that persons in need of care are 
not receiving it and that those who can otherwise provide it are receiving care 
at public expense.? 

The outpatient committee of the American Hospital Association in 1936 rec- 
ommended that wherever community economic eligibility standards are set up, 
there should be joint determination by representatives of the hospital, medical 
profession, and charitable organizations of the community.’ 

In 1947 the United Hospital Fund of New York City, following a survey of 
New York hospitals, stated that where they do not exist, standards of proce- 
dures should be agreed upon in collaboration with accredited representatives 
of appropriate county medical societies and with public welfare bodies, for the 
determination of eligibility for free care. This, it stated, was in the interest 
of uniformity to prevent the abuse of free care by those who can afford to pay 
and to protect those who cannot afford to pay against arbitrary or discriminatory 
exclusion from clinic services which are intended for them.‘ 

The Chicago Medical Society in 1935 recommended that the medical society 
and interested social agencies formulate principles, standards, and procedures 
for outpatient services. These, it stated, should include a statement of the 
definition of the function of an outpatient department; principles of eligibility 
for free care; standards to be adopted relative to medical needs; family budgets 
and admitting personnel; admitting procedures relative to uniform essential 
economic and social data; relation to private physicians; reinvestigations.* 

In a series of papers published by the American Association of Medical Social 
Workers, a hospital administrator states that the determination of eligibility 
and admission policies should be worked out by all concerned through a commu- 
nity health council.* The joint committee of the American Public Health Asso- 
ciation and the American Public Welfare Association state that in addition to 
the quality of the agency staff, the success of a medical care program depends 
upon the cooperation of the groups involved. It lists these groups as the medical 
and related professions, governmental and voluntary health and welfare agen- 
cies, and the general public. It considers this cooperation best achieved through 
the creation of general and technical advisory committees." 


©. IMPLEMENTATION OF A METHOD OF DETERMINING ELIGIBILITY 


1. Provision of a training program 


There are various opinions expressed about the kind of training the person 
responsible for the determination of eligibility shall have. It has been stated 
that this person should be a social worker,’ a medical social worker, or a public 
health nurse.” A group of hospital administrators have set down types of quali- 
fications such as those of at least 2 years of university training; knowledge of 


1 Hereinafter referred to as the joint committee. 

? Joint committee of the American Hospital Association and the American Public Wel- 
fare Association, Hospital Care for the Needy, Hospitals (Jan. 1939), p. 27. 

* American Hospital Association, Report of t e Outpatient Committee (1936), 86. 

*United Hospital vee New York, the Hospital Survey for New York (United Fospital 
Fund, 1937), vol. Il, &3 

® Chicago Medical’ ite. op. cit., pp. 8-9. 

* American Association of Medical Social Workers, Criteria for Determining Eligibility 
for Public Medical Care (Chicago, 1940), 

* Joint committee of the _—— Public Health Association and the American Public 
Welfare Association, op. cit., p. 11. 

* Joint committee, op. cit., . 29. 

® Ropchan, Alexander, Standards of Eligibility for Care in Charitable Clinics in Chicago, 
Hospitals, X, No. 4 (April 1936), p. 34. 
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business principles; formal training in social work or some knowledge about it; 
training or experience in credit work. All of these hospital administrators 
agree that such a position calls for a person with understanding of others, 
who is adaptable, and who can consider the clients according to their needs.” 
The joint committee of the American Public Health Association and the Ameri- 
ean Public Welfare Association specifies that the determination of eligibility 
should be made by “appropriately trained and competent personnel.” 

Authorities in the field of public assistance stress the need for a period of 
orientation to the specific job in public assistance regardless of the kind of 
training the new employee has had. They point out that even the person with 
experience in this field has to become thoroughly familiar with the purpose of 
this specific agency or with the specifics of the job within the agency to which 
he is being assigned. Both staff-training programs and continued inservice pro- 
grams for staff development must be a part of the agency’s personnel practice, 
as it is only in this way that an agency can fulfill its function to the client and 
to the community. A staff which has no understanding of its client’s needs and 
rights; little or no real concept of the purpose of the agency, its place in the 
community, its historical development, and the significance of this; its relation 
to the total welfare program ; cannot give the service to which the clients and the 
community are entitled. This constitutes as well a waste of public funds to 
which those responsible for the county service would do well to give some 
thought. 

One State agency has found that it has saved time and money by the establish- 
ment of a training center for the State where all new public assistance workers 
are assigned for a period of training which has now been increased to 2 months. 
These staff members carry selected cases under close supervision as a part 
of the training experience. The course content ingludes: organization and 
structure of the agency; historical background of relief and trend to social- 
security; basic concepts of modern public welfare; awareness of factors that 
may cause a person to be in need or in trouble; stimulation of self-awareness; 
interviewing skills; casework approach; rights of the client, including respect 
and confidential nature of the information given; professional attitudes and 
conduct; financial services including standards, budgets, and individualization 
of the client’s needs; growth and development of the individual; planning for 
health needs; community resources and their use.” : 

In a shorter orientation period the following are included: insight into the 
broad purpose of the agency’s work; historical background of the agency and 
its relation to other Government units; development of the poor laws and of 
social-security ; administrative structures; staff relationships and functions; 
personnel policies; relationship to supervision; staff development methods; prin- 
ciples and philosophy of public assistance ; ethics.” 

Charlotte Towle has outlined some of the basic knowledge about common hu- 
man needs that the public assistance worker should have, and has related this 
knowledge to the kinds of need situation with which this worker must deal, in- 
cluding an understanding of the handicapped individual.“ The Chicago Medical 
Society concluded as the result of a study of selected Chicago clinics that the 
lowest proportionof abuse of free medical care is directly related to the quali- 
fications of the admitting staff, the privacy for interviewing, and the competence 
of direction.” 

The person responsible for the determination of eligibility for medical services 
should have the knowledge which has been outlined as required for persons in 
public assistance work. In addition there are other requirements that one who 
is working in a medical care program will need. This includes: medical and 
psychiatric information including usual diagnostic procedures and their ap- 
proximate costs, and the implications of illness for the ill person, his family, 
and the community; historical development of the care of the needy ill person 
and present trends in the provision of medical care; hospital organization; his- 


” Sutton, Frank, Theodore Childs, Donald Cox, Moir P. Tanner, On Employees Who 
Rate Patients, Hospitals, XIII, No. 11 (November 1949), pp. 22—23. 

1 Joint committee of the American Public Health Association and the American Public 
Welfare Association, op. cit., p. 9. 

12 Effective Use of Supplementary Resources in a Staff Development Program, reissued 
June 1952, Bureau Circular No. 15; Federal Security Agency, Social Security Administra- 
tion, Washington, D. C.; also, the Orientation Period for Public Assistance Staffs as 
Part of a Total Staff Development Program (August 1941): Bureau Circular No. 11; 
Federal Security Agency, Social Security Administration, Washington. D. C. 

1 Wilkins, Anne, the Training Center—a Method of Staff Development, Division of 
Technical Training, Bureau of Public Assistance, Federal Security Agency, Washington, 
D. C. (March 1950). 

* Bureau Public Assistance Circular No. 11, op. cit. 

% Towle, op. cit. 

% Chicago Medical Society, op. cit., p. 8. 
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torical development of hospitals and their place in the community; community 
organization with special consideration of health and welfare organizations and 
resources within the county, and how to use these resources; Federal and State 
health and welfare laws, with special emphasis on those which govern the coun- 
ty’s responsibility to give medical care; county ordinances, rulings, and legal 
decisions pertaining to health and welfare. 


Staff development 


The need for staff supervision, additional resources for inservice training 
such as institutes, lectures, study groups, committee work, and social-work con- 
ferences are stressed by the authorities in the training of public assistance 
staffs. This is considered particularly necessary when a new activity or pro- 
gram is started in the agency. For example, an institute on emotional needs of 
children as well as on services should be given when an aid to needy children 
program is undertaken. When extending health services, lectures are needed 
on the most common diseases and the meaning of illness to the patient and his 
family. Staff training is looked upon as a dynamic process that needs to change 
to meet the changing needs of the agency.” 

Adding to these methods of staff development, a consultant in the Federal 
Security Agency points out the need for continued supervision of the worker if 
there is to be growth on the job. Such growth, she states, is affected by the 
quality of supervision.” In its recommendations about personnel policies for 
hospitals, the American Hospital Association advises a continuous program of 
orientation and inservice education, as well as adequate supervision and evalua- 
tion of the performance of individuals and departments.” 


3. Consultation 


A hospital administratdr has recommended that there be an-advisory com- 
mittee of physicians to meet weekly with the admitting officer to review all 
marginal cases.” Technical advisory committees are advised by the American 
Public Health Association and the American Public Welfare Association, as was 
stated on page 84, In 1925 the Associated Outpatient Clinics of New York stated 
that it was necessary that one social worker be assigned to the admitting proc- 
ess.“ The Commission on Hospital Care of the American Hospital Association 
recommended that social workers serve in a consultative capacity to administra- 
tive services.” The joint committee of the American Public Health Association 
and the American Public Welfare Association advised the use of medical social 
workers in the provision of consultation services.” 


D. REQUIREMENTS OF A METHOD OF DETERMINING ELIGIBILITY 


1. Determination of medical need 


There is agreement by official medical groups that the determination of med- 
ical need is a part of the eligibility determination process and that this need 
shall be determined by medical authority. This is the statement of the joint 
committee.“ The outpatient committee of the American Hospital Association 
in 1936 pointed out that the approach to the applicant must be primarily medical 
because he comes because of illness; social and economic factors are secondary 
to this. 

The Associated Outpatient Clinics of New York gave an opinion that “no 
patient should be rejected on economic grounds until after medical needs have 
been determined. This means that any applicant except one obviously able to 
pay for private treatment, should receive at least one examination to determine 
his medical needs.” 


Before coming to this conclusion, the committee submitted this question to its 
section on medicine. That section replied that it is “the function of the physician 
to furnish the medical data on which to determine, in connection with the pa- 


7 Bureau Public Assistance Circular No. 11, op. cit. 
* Lally, Dorothy, Staff Training To Meet ‘Personnel Needs of Public Welfare Agencies, 

Social Security Bulletin (February 1943), BD. 3-8. 

2 Commission on Hospital Care, op. cit., p. 79. 

»” American Association of Medical Social Workers, Criteria, p. 9. 

2 Associated Outpatient Clinics of New York, Admissions Systems for Dispensaries. 
Reprint from the Modern —_ (February and March 1925), pp. 13-14. 

= Commission on Hospital Care, op. cit., p. 109. 

3 Joint committee of the ns Public Health Association and the American Public 
Welfare Association, op. cit., 

™* Joint committee, op. cit. . 27. 

*s American Hospital Association, report of outpatient committee (1936), p. 85. 
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nt’s income and financial responsibility, his or her eligibility for treat- 
ment * * * the committee emphasizes that not alone income and responsibility, 
but the kind and extent of medical services required by certain types of cases 
should be learned before a patient is either accepted or refused for treatment.” 

The committee outlined the essential medical data for determination of eli- 
gibility for medical care to include: diagnosis; disability, partial or complete; 
probable duration of the disease and disability ; specialist care and specialized 
treatment, whether necessary and probable cost ; probable outcome.” 

The United Hospital Fund of New York concluded that there is common consent 
among all concerned with the problems of outpatient applications that stress 

hould be on medical needs and their urgency and economic determination should 
be secondary. The function of medical placement does not belong in nonmedical 
hands.” Dr. Ellen Potter, director of medicine of the department of institutions 
and agencies, New Jersey, states that the first consideration in establishing 
eligibility is the medical need, second is the financial eligibility. Neither of these 
determinations should be left to chance, but a formal procedure should be insti- 
tuted. Medical need comes first. If the hospital cannot provide the special serv- 
ice the patient needs, he should immediately be referred elsewhere without going 
through a credit inquiry.” 

In a formulation of policies for its member outpatient departments, the San 
Francisco Community Chest states that all emergencies should have immediate 
medical care; medical needs should be determined by medical authority; there 
shall be proper referral to medical care elsewhere of noneligible applicants.” 

From these authorities it is concluded that there should always be medical 
screening of all applicants by medical authority and that this would be the first 
step in the process of establishing the eligibility of an applicant for medical care. 
This would proceed in the following way : 

1. Establishment of: tentative medical diagnosis; probable extent and dura- 
tion of disability: probable outcome; need for specialist’s services and special- 
ized treatment ; need for immediate treatment regardless of eligibility. 

2. Determination as to whether the kind of treatment needed is within the 
function of the agency for treatment in hospial, outpatient department, or to be 
purchased elsewhere at county expense; and 

3. If treatment is not within the function of the agency, to refer the appli- 
cant, with medical recommendation, to the proper county official responsible for 
the determination of eligibility. 


2. Pauper oath and investigation of persons already receiving assistance 


The American Hospital Association and the American Public Welfare Associa- 
tion agree that: “Hospital care at public expense should not involve a pauper 


status, nor should eligibility for such care require a pauper’s Oath or its 
equivalent.” 


They agree also that persons who are already accepted for assistar:e by the 
public agency should be eligible for medical services without further investiga- 
tion, They recommend that duplication of investigation be avoided and that 
whenever any voluntary social agency with acceptable standards has deter- 
mined the eligibility of a person for relief such recommendation of the agency 
should be accepted without question.” 


8. Clarification of request for care 


Experience of those who determine eligibility for care in public hospitals has 
shown that persons may apply to the public hospital without awareness that 
this is a public agency available only to those who cannot secure the needed care 
elsewhere. Some county hospitals are called General Hospital without any 
county designation. Or even if this is added, some county hospitals are open to 
anyone who wishes to enter, and in some counties, in California they are the only 
hospital in the county and are open to private and county patients alike. 

A clarification with the applicant that he understands the agency will explain 
the requirement that the county official ask him questions which otherwise may 


* Associated Outpatient Clinics, op. cit., pp. 7-9. 

7 United Hospital Fund, op. cit., pp. 462-463. 

* Potter, Ellen C., Hospital Care for the Indigent. Standards to Safeguard the Admin- 
istration of Such Services, Public Welfare and Medical Care, American Public Welfare 
Association (May 27, 1937), p. 3. 

*San Francisco Community Chest, Hospital and Outpatient Committee of the Health 
Council, Suggested Standards and Procedures for Determining Eligibility for Free and 
Part-Pay Medical Care in San Francisco Hospitals and Outpatient Departments Members 
of the Community Chest of San Francisco (April 20, 1948) (processed). 

*® Joint committee, op. cit., pp. 27-29. 
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appear to him inquisitorial and impertinent. Once the applicant understands 
that the data the official is asking him to give are required of the official, it 
becomes an impersonal subject in which the applicant can see that the official is 
helping him to establish his eligibility by securing factual data that will permit 
him to accept the applicant. This places the applicant in the position of respon- 
sibility, i. e. he is establishing eligibility and the official is helping him. Even 
though the applicant may be unable to understand English, or be “ignorant” and 
accepts county care as the usual resource, the philosophy and attitude of the 
county official communicates itself to him, and determines the encouragement 
and maintenance of his self-respect as an individual with rights to make his 
own decisions. 

Ruth Tartakoff points out that the admitting process is the patient’s first 
contact, and thus it provides him with his first impression of the services given 
by the hospital. It is therefore the place where followup starts, since here the 
applicant learns what the hospital expects of him and what he can expect of the 
hospital. She states furthermore that, since the public hospital is tax sup- 
ported, its activity is under the critical scrutiny of the community, which is 
quick to condemn any suspicion of inadequacy but accepts satisfactory service 
with no recognition.” 

It is this responsibility which the county official has, in the knowledge that 
he is the representative of the public whose funds are supporting this service and 
that he is answerable to that public (of which the applicant is a part) for the 
use of funds, that would seem to make it imperative that.some record be kept of 
the application and the basis for its acceptance or its rejection. For both types of 
action the official assumes responsibility. It cannot be his own unsupported 
decision ; he must have facts to justify his action. 

Although there are no written data concerning this process of eligibility deter- 
mination in medical services and its meaning to the applicant, we can turn to 
such material in the field of social work and particularly in the field of public 
assistance. Some of the factors that apply to the application for the public 
assistances apply to the application for medical services. Inherent in this is 
that the service is established for a certain purpose and if the applicant estab- 
lishes his eligibility he is entitled to the service. 

Gordon Hamilton states that applicants often are intimidated by strange sur- 
roundings and procedures and upset by indifferent attitudes on the part of 
attendants, which make them feel inferior and as a result resentful. Although 
assistance has become less stigmatized, yet asking for help is painful. The 
applicant may consider himself a failure; he may fear that.investigation wil! 
publicize to all his acquaintances that he has failed, will damage his self-esteem, 
and perhaps make him lose control of his actions. His life experiences will 
affect his feelings about authority. When the applicant is made aware of his 
rights by the official and participates in the application, his feelings of inade- 
quacy are lessened. His initiative and judgment are strengthened when he 
understands the conditions of eligibility and is given freedom of choice to decide 
what he wants to do. This lessens the fears of the procedures and permits him 
to regain his self-respect. “Recognition of his own attempts at solution, dis- 
cussion of his plans for the future, and encouragement toward self-sufficiency 
tend to maintain potential strength and energy.”™ 

Miss Towle points out that a clarification of the agency’s procedures, careful 
explanation of what evidence is needed to establish the applicant’s eligibility, 
what he needs to assemble to show it, interpretation of the right to assistance, 
increases the security of the applicant and makes for a positive feeling toward 
the agency because he knows where he stands and is “not left anxiously won- 
dering about his status.” The individual must feel secure, maintain, or regain 
his self-respect in order to make constructive use of the agency. 

She warns of the attitude often demonstrated by public-assistance workers, 
which applies equally to officials in hospitals, that an applicant must be con- 
sidered ineligible until “the final shred of evidence had proved beyond the 
shadow of a doubt that—surprisingly enough—he does have a valid claim.” It 
is essential, she states, that the applicant feel that he is eligible pntil proved 
ineligible. She further points out that it is demoralizing for any person “to be 
the recipient in a relationship in which one feels deprived and hostile.” * 


“ Tartakoff, Ruth, Social Service Admitting in Public Hospitals, Hospitals, XII, No. 12 
(December 1938). 

"= Hamilton, Gordon, Theory and Practice of Social Casework (Columbia University 
Press, 1951), pp. 151-153. 

® Towle, op. cit., pp. 21-24. 





HOSPITAL CARE AND OUTPATIENT DENTAL TREATMENT 2773 


“In working with people, then, we start with the assumption that how this 
person feels is going to determine in considerable measure what he thinks, now 
he acts, and what use he makes of the agency’s services.” ™ 

Principles of the Joint Committee of the American Public Health Association 
and the American Public Welfare Association include: 

The determination of financial eligibility should be a means of identifying 
those for whom established public programs are intended, and should not be 
so administered as to be a barrier to needed aid. * * * Applicants should be 
treated with respect and consideration; the financial investigation and records 
relating thereto should be confidential.” ™ 


5. Determination of eligibility 


Definition of the economic situation by persons specifically trained for the 
job, as such training has been presented, insures that these county officials will 
meet the applicant for medical care with recognition of his rights to the service 
which the county is making available if he establishes his eligibility to it. This 
means that the offical will have awareness of his own feelings about the agency, 
his attitudes about assistance from the public agency, and his prejudices about 
persons who apply for such assistance. He will also be aware of the feelings 
the applicant as well as he himself may have about certain kinds of illnesses 
or disabilities. He will be aware that within the applicant are not only these 
feelings about asking for help but those engendered by the illness situation either 
of himself or about the illness of a member of his family. 

The official will recognize that the applicant is asking for help with medical 
eare, not for help with a social problem. The fact that he needs help with 
medical care does not imply that he has a social problem or that, if he has, 
he needs help with it. He may need such help and may ask for it or be able to 
accept help if the need is recognized and help is suggested. But the initial appli- 
cation should be held to that for which the individual comes to the medical 
agency; viz, to apply for medical care. “When a person applies for a practical 
service, even though the worker may recognize deeper problems, unless the client 
wishes treatment in these areas, one should not probe into them.” ™ 

Miss Hamilton warns against the overfactual interview and states that in the 
application we notice and accept but do not explore the applicant’s feelings; 
initiate a working, not an intensive, relationship; clarify the situation; and 
make sure that the service is an appropriate one for our agency and not another. 
The applicant “feels understood because of the worker’s respect for him as an 
individual with rights and needs, but particularly because of the acceptance 
of his feelings about himself, about coming for help, and about his immediate 
situation.” * 

There is agreement among authorities that all economic findings must be 
evaluated according to the medical situation. As early as 1927 the committee 
on outpatient work of the American Hospital Association reported: “In deter- 
mining the admission of individual cases to an outpatient clinic, three factors 
need to be considered with due consideration of local community conditions; 
namely, the income of the patient or family, the size and responsibility of the 
family according to a reasonable standard of living, and the character and 
probable cost of adequate medical treatment for the disease condition found.” * 
This was reiterated by the committees of 1928 and 1936, the committee in this 
last year stating that wherever there is a difference of opinion between the med- 
ical eligibility and the economic eligibility the final decision should be that of the 
physician.” 

The joint committee states that the decision shall be made in accordance with 
pertient laws and ordinances; a budget sufficient to provide a standard of living 
consistent with health and decency according to the size and composition of the 
family ; and the probable cost of the necessary diagnosis and treatment, with the 
family income and assets, liabilities, and responsibilities.“ The Associated Out 
patient Clinics of New York, state that the administrative office is responsible for 
making a decision after the physician has furnished the necessary medica) 


* Tbid., p. 11. 

% Joint Committee American Public Health Association and American Public Welfare 
Association, op. cit., p. 9. 

%* Hamilton, op. cit., p 

37 Tbid., p. 154. 

* American Hospital Association, Report of Committee on Outpatient Work, Bulletin 

». 71 (Chicago, 1927). 

*” American Hespital Association, Report of the Outpatient Committee (1936), pp. 85-86 

@ Joint committee, op. cit., p. 27. 
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data. Medical needs and economic resources must be considered in their rela- 
tion to each other before a decision can be made. This is based on the modern 
practice of medicine. Considered in the cost of treatment must be the period 
of incapacitation and the probable period of time that the patient will be 
partially or totally unable to earn; the costs additional to illness such as trans- 
portation, diets, extra services in the home.” 

Conclusions in a study by the Chicago Institute of Medicine were that in 
determining eligibility family resources must be considered in relation to the 
cost and other expenses incidental to the illness. This includes the size and 
standard of living of the family, expenses of previous illnesses, and the present 
illness. A family budget was considered useful if it was used in relation to these 
other factors.“ The American Association of Medical Social Workers in its 
papers on Criteria suggest that budgetary guides should be used in the determina- 
tion of eligiblity and that these should be worked out by expert economists 
according to the costs of living in the community.* 

Michael M. Davis, recognized as an authority in medical economics, considers 
that there are three primary elements to be considered in the determination of 
the ability of patients to pay for medical services. These are the income of the 
patient or family considered on an annual basis, size and composition of the 
family, and the cost of the needed medical service. Regularity or irregularity 
of employment and income as well as debts must also be considered.“ 

Standards for clinics in Chicago state that eligibility depends upon the nature 
and medical needs of the patient, the probable cost of care, and the income and 
assets of the patient and family. Use of budgets as a guide is recommended.* 
The San Francisco Community Chest also recommends the use of a cost-of-living 
budget. It points out that no rigid data concerning eligibility can be set down. 
Each applicant must be considered in relation to his medical needs, financial 
ability, and the availability of medical care at what he can afford to pay. 
Financial status includes salaries, resources, usual standard of living, size and 
composition of the family, obligations and indebtedness, illness or disability with 
probable cost, possible decrease of earning power, other illnesses in the family.“ 

The joint committee of the American Public Health Association and the 
American Public Welfare Association state that the determination of eligibility 
should consider the type, length, and costs of illness and its effect on the family 
financial resources. These standards of eligibility should be applied equally 
to allapplicants. “Exclusion on such grounds as residence, citizenship, or settle- 
ment should be eliminated as rapidly as possible.” “* Miss Towle points out that 
the conviction of the person taking the application about an individual’s right 
to assistance influences how he uses the legal provisions. She states that poor 
legislation liberally interpreted can make for constructive service and that the 
best legislation may not be used constructively where practice is restrictive.* 
Stern states that court decisions in yarious States indicate that courts have 
interpreted the poor laws liberally, have overruled decisions of poor-law officials 
that persons must meet poor-law standards to secure medical care, and have 
ruled that a hospital must sometimes “act on appearance of need.” ® 


5. Charges 


The committee on outpatient work of the American Hospital Association 
reported in 1928, that there should be a good admission system under a skilled 
director in order to determine fairly the ability of patients to pay fees, and that 
fees should be remitted when necessary.” The committee on the costs of medical 


“ Howard. John, and Janet Geister, Admission System for Dispensaries, The Modern 
Hospital, XXIV, No. 2 (February ge 166. 

“ Plumlev, Margaret, The Ability To Pay For Medical Care (Chicago: The Institute of 
Medicine, 1931), p. 43. 

* American Association of Medical Social Workers, Criteria, p. 25. 

“In Arthur Bachmeyer, The Hospital in Modern Society (New York : The Commonwealth 
Fund, 1943), pp. 24-25. 

* Ropchan, op. cit., p. 34. 

“San Francisco Community Chest, op. cit. 

“ Joint committee, American Public Health Association and American Public Welfare 
Association, op. cit., p. 9. 

* Towle, op. cit., p. 24. 

®@ Stern, op. cit., p. 16. 

® American Hospital Association, Report of the Committee on Outpatient Work, Bulletin 
73, pp. 90-91. 
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care found that there appears to be growing recognition that the interest of the 
hospital, physician, and the patient can best be served when there is considera- 
tion of the patient’s total financial outlay for illness as a unit with agreement 
among all concerned as to the financial plan.” 

Dr. Potter states that in the light of data secured about the patient’s circum- 
stances and needs a decision must be reached as to whether the hospital bill will 
be likely to depress the family budget below a safe economic level, and if the 
case is marginal some method for part payment that will not create undue hard- 
ship must be established.” Davis considers that the ability to pay fees depends 
upon the relation between resources and the cost of the services needed as well 
as the duration of the illness,.™ 

Mr. Connelly, director of admissions of the University of Chicago Clinics, 
believes that the hospital performs a social function when it tides individuals 
over a period of illness without forcing them on the relief rolls. He recommends 
that long-term payments be worked out to assist persons who can pay something 
for care. He analyzes some of the social factors that determine what a person 
shall pay. He lists these according to social factors that spring from the 
patient’s diagnosis and prognosis, those that spring from the American pattern 
of living, and those that are fixed by the patient’s social status. 

The first factor, he finds, is the most common, and he points out the need to 
consider the patient’s rehabilitation as well as his hospitalization. The difficult 
problems for the admissions officer are those arising out of the American pattern 
of living. These include installment buying and living beyond one’s income. 
Although we deplore this way of life we know it is here to stay. Also are the 
problems of those who believe they had complete insurance coverage and find 
they do not, or that the insurance refuses to pay the claim; strikes which mean 
layoff and interfere with medical plans that have been made, 

Examples of problems arising from the patient’s social status are those of 
helping the young family “on the way up” and keeping people off relief; also 
helping people “on the way down” such as the older chronically ill person. He 
refers to the increasing life span and the tendency of relatives to send older 
persons off to hospitals at the least sign of illness because of crowded living 
conditions and the tempo of modern living. Other factors of status include the 
problem of seasonal employment and the inability to secure work sometimes 
because of union rules. He points out the relationship between inability to get 
a job because of illness and the inability to take care of the illness because of no 
job to pay for it. In summation he emphasizes that no two cases are alike and 
that the meaning of illness to the individual patient must be considered in dealing 
with each situation according to all the factors inherent in it.™ 

Elizabeth Rice, speaking from the standpoint of the medical social worker, 
states that a financial plan must be made early so that the patient may be secure 
in the knowledge that this is settled and be able to benefit from the medical care.” 
Miss Tartakoff, also a medical social worker, states that the time of admission 
to the hospital is psychologically excellent for allaying financial as well as other 
fears, for creating the proper attitudes and interpreting the institution. By 
allowing the patient to pay what he can, he is protected from charlatans. 
Financial decisions based on terms that he can afford to meet permit him to see 
ahead to payment of his obligations. This, she belives, creates a feeling of 
responsibility and a willingness to pay which would be discouraged if he were 
facing an overwhelming debt. A good proportion of the good received from 
medical care may be undone if the patient is overburdened with a debt he cannot 
meet. To allow him to pay according to his ability, she believes is strengthening 
to his morale.” 


*"U. S. Bureau of Labor Statistics, Hospital Services for Patients of Moderate Means, 
Monthly Labor Review (February 1930), pp. 76—78. 

®@ Potter, op. cit., p. 8. 

* Bachmeyer, op. cit., p. 425. 

“Connelly, J. A., Social Factors Play a Part in the Collections Policy, Hospitals (Jan- 
vary 1951), pp. 58-59. 

* American Association of Medical Social Workers, Criteria, p. 33. 

* Tartakoff, Ruth, Social Service Admitting Hospitals, X, No. 4 (April 1936), p. 71. 
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The Commission on Hospital Care stated that public nospitals are legally 
required to care for those applying who are eligible for admission. Charges may 
be made for care, but these ‘‘must be fair, reasonable, and nondiscriminating.” 


6. Patients not accepted for care 


Persons who are not accepted for care from the county hospital should be those 
who are able to pay for the care they need by their own means or to secure such 
care from other resources. This would include those persons who are able to pay 
private fees. Davis believes that persons found able to pay private fees should be 
helped to be directed to private care. Institutions should have a list of private 
physicians approved by the authorities of the institution so that applicants who 
have no private physician and need help with direction may be given this 
assistance.” 


7. Review and appeal 

The Joint Committee of the American Public Health Association and the Amer. 
ican Public Welfare Association includes as a part of the concept of good medical 
“are that there shall be adequate machinery for the receipt and the hearing of 
complaints by the recipients of service; that the applicant for care shall have 
the right to file complaints and to appeal the decisions made against him.” Twole 
believes that our convictions about the applicant’s rights will influence how we 
interpret to him his right to a fair hearing. It can be presented to him in a way 
that makes him feel that there is no question about his ineligibility and that he 
has no right to a hearing. It may be presented in a way that makes him feel he 
is considered a person with sufficient judgment and trustworthiness to merit 
consideration of his opinions. In this case she feels, he will use his right 
realistically, but in the former instance, he will use it to express negative feeling 
or may submit to the decision without appeal although he may feel he was treated 
unjustly.” 


8. Referral to agency for assistance 

A study of function of medical social work carried on by the American Associa- 
tion of Medical Social Workers points out that there is a large social component 
in admitting and discharge procedures and in clinic and ward management. A 
social casework unit is necessary to complete any service which may be begun 
when these functions are performed with consideration of the social aspects in- 
volved.“ Ina pamphlet for public assistance workers, it was pointed out that the 
worker needs to be aware of facilities in the community, so that he can make these 
services available to his clients or members of the family.” 


E. A NORM METHOD FOR ESTABLISHING ELIGIBILITY 


From the above literature a norm method for establishing eligibility for medical 
services, when such determination is required, was constructed. This method 
consists of a series of steps in which the county officials who is responsible for the 
determination of eligibility might be expected to engage, from the time he accepts 
such responsibility through the implementation of this responsibility, to the dis- 
position of applications for medical services. 

An outline of the steps in this norm method was submitted, for their criticism, 
to a group of medical social workers who may be considered as authoritative 
persons in the field of medical social work.” Following consultation with this 
group, the method was simplified and revised into a form which could be more 
sasily used for an evaluation of the method in effect in the counties. The descrip- 
tion and use of this method is presented in the following chapter. 


** Commission on Hospital Care, op. cit., p. 585. 

* Bachmeyer, op. cit., p. 425. 

® Joint committee, American Public Health Association and American Public Welfare 
Association, op. cit., pp. 4—9. 

© Towle, op. cit., p. 24. 

© Bartlett, op. cit., p. 266 

* Russell, Elizabeth, Professional Growth on the Job, Family Service Association of 
America (1947), p. 16. 

® These medical social workers are: Eleanor Criger, Alina Drake, and Jean Hoodwin, 
medical social consultants, California State Department of Public Health; Regina Mendel, 
Director of Social Service, Alameda County institutions; Lilian Wurzel, director of social 
service, Contra Costa County Hospital: Addie Thomas, director of social service, Univer- 
sity of California Hospital, San Francisco: Margaret Schubert, lecturer in social welfare 
School of Social Welfare, University of California, Berkeley ; Mary Hadley, medical social 
consultant, California State Department of Social Welfare 
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CHAPTER V. METHODOLOGY 
A. DESCRIPTION OF A NORM METHOD FOR ESTABLISHING ELIGIBILITY 


There ts: 

1. Established by the authority to which responsibility for the determination of 
eligibility is delegated by the county board of supervisors, a method of determin- 
ing eligibility for medical services from the county which is based on pertinent 
laws, ordinances, and policies of county governing authorities and legal interpre- 
tations of these; 

2 Establishment of this method through consultation with organizations in 
the county concerned with health and welfare, and with recognition of re- 
sources within the county for free and low cost medical case. 

The written method is: 

Approved by the county board of supervisors; 

4. Approved by the medical staff which is responsible for the treatment of 
accepted applicants for hospital and/or outpatient services ; 

Made known to the county medical society and to other organizations in the 
county concerned with health and welfare; 

6. Readily available to the staff responsible for establishing eligibility. 

This method is implemented by means of: 

7. A specific training program for county officials responsible for the establish- 
ment of eligibility which is organized on a formal basis and is distinct from 
what is generally understood as a period of induction to the agency; 

8. Continued development of staff through regular supervision and inservice 
training; 

9. Consultation with medical personnel around medical problems of appli- 
eants ; 

10. Consultation with professional social work personnel around social prob- 
lems of applicants. 


11. Determination of medical needs by medical authority as the first step 

establishing eligibility ; 

12. No pauper oath or affidavit of indigency ; 

13. No investigation of applicants who are already receiving assistance from 
the public welfare department ; 

14. Clarification by the county official responsible for determining eligibility, 
with the applicant not receiving public welfare assistance, that he is re- 
questing help from the county; that data to establish eligibility are required ; 
that these data are recorded and are confidential; that the applicant establishes 
his eligibility for services by providing information about the following: 

15. Net income of applicant and family group on an annual basis; 

16. Bank account and other financial deposits ; 

17. Real property ; 

18. Personal property, including negotiable securities; 

19. Insurance, particularly health and hospital insurance; 

20. Usual monthly expenditures according te the usual standard of living; 

21. Debts and obligations. 

County officials determines eligibility for county services on the basis of: 

22. Probable costs of the medical diagnosis and treatment services both for 
hospital and outpatient care; 

23. Possible additional costs due to illness such as: Transportation, diets, 
care of children, housekeeping services ; 

24. Finances available to provide the needed medical diagnostic and treatment 
services, as guided by a cost-of-living budget which includes the predictable 
items of living costs exclusive of medical care; based upon current living costs 
in the county; 

25. Other resources to which the applicant may be eligible and which will give 
him the care needed and which he can accept. 

There is: 

26. Responsibility placed upon the applicant for the provision of such verifica- 
tion of resources and financial situation as may be required, except when he is 
physically or mentally unable to assume it, or when such investigation may be 
advantageous to him, as in the investigation of provisions of health and hospital 
insurance policies or his rights under workmen’s compensation : 

27. Acceptance of nonresident applicants when they are unable to secure the 
needed care elsewhere by their own means or from other community resources; 
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28. Provision for payment of hospital charges on a part-pay basis according 
to the individual needs and resources of the applicant and his family group; 

29. Provision for payment of clinic fees on part-pay basis according to appli- 
cant’s current ability to pay; 

30. Agreement with accepted applicants about free, part-pay, or full-pay of 
county charges for both clinic and hospital services; 

31. Charge based upon ability to pay without depressing the applicant and 
family group below standard for usual employment status, and not upon set 
limits on resources or requirements for lien on property ; 

82. Reduction or cancellation of charges dependent upon change in medical or 
economic situation ; 

33. Assistance to persons who are not accepted, by direction to or help as needed 
to the medical facilities where such medical care can be secured; 

34. Referral to immediate superior for review of findings and opportunity of 
appeal to higher authority, for dissident applicants; 

35. Referral to proper agency for assistance with financial and/or environ- 
mental situation, with personal adjustments, or with interpersonal relation- 
ships, as applicant indicates and desires help with these. 


B. USE OF THE NORM METHOD 


The consulting medical social workers were again called upon to act as judges 
in the evaluation of methods of eligibility determination in effect in the 16 coun- 
ties against the norm method. Acting in 4 panels of 2 each, the judges were 
furnished with a written description of the method of establishing eligibility in 
each of the 16 counties,“ and with a copy of the norm method. One panel used 
an impressionistic system, listing all the counties in rank order as they appeared 
to panel members to conform to the norm method. The other panels were fur- 
nished with a scoring sheet, upon which they were requested to check each step, 
or item “in the norm method according to whether the county conformed entirely, 
partially, or not at all.” 


A. ESTABLISHMENT OF ELIGIBILITY FOR MEDICAL SERVICES 


1. Conclusions 

According to the criteria by which the methods of establishing eligibility in the 
16 sample counties were evaluated, there are no counties which rank in the 
upper quartile of the norm method; 5 counties rank in the second quartile, 9 
in the third, and 2 in the lowest quartile. The rank order of the counties 
is definitely related to the auspice under which the responsibility for the de- 
termination of eligibility is placed. Those counties where the location of re 
sponsibility for the determination of eligibility is placed in a medical agency 
come nearer to fulfilling the purpose of reaching the medically needy person. 
Those which require that the applicant present his request at the offices of 
the county welfare department are more clearly regarded as primarily medi- 
cal care programs for the indigent. 

Chapters VIII and IX have indicated where differences exist between coun- 
ties in methods of establishing eligibility. Conclusions which are drawn here 
are those which reflect the general overall situation in the counties, 

This dissertation has stressed the variation among the counties. This is 
reflected in the budget which the county can allocate for the care of the needy 
ill; the resources in the county for the medical care of this group; the avail- 
ability of social and health agencies; and of professionally educated social 
workers. In some counties the propulation is small, and all functions which 
relate to assistance to persons in need are placed in the welfare department. In 
some counties there are no other social agencies; no professionally educated 
social workers; and no resources for medica] care between private and county 
aid. 

Where the finances of the county are limited, the county cannot afford to 
expend too much on medical care. It has been pointed out that the costs of 
medical care are increasing and that they are unpredictable. This affects the 


* This description was written from data secured from all ofthe instruments employed 
in the study. To facilitate evaluation, it followed the steps set forth in the norm method. 

® Hereinafter referred to as item. 

® For copy of scoring sheet and instructions for use as Appendix J. 

® Rank order referred to is that of the averages of scores assigned to each county by 
four panels of judges. 
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county as well as the individual. A very expensive and unexpected kind of 
treatment that requires the county to send a patient to a medical center, can 
prove very damaging to the county’s budget for medical services. 

County officials have to contend with public opinion, which is influenced by 
the poor law attitudes about assistance from public funds and which fears that 
a good program will attract those in need, particularly the nonresident, to their 
county. 

This implies that a program for medical care can be developed only as those 
responsible for it assess the needs, the resources to meet the needs, and involve 
the community in the establishment of a program. County officials do not 
presently involve the health and welfare organizations in the county to evaluate 
the needs and the resources in the county and to establish a method for deter- 
mining those for whom the county shall provide medical services. 

There is lack of differentiation between a medical care and a relief program. 
This has resulted in an emphasis on the economic situation as the determinant of 
eligibility, rather than the economic situation as it is related to the medical need 
and the costs involved in relation to the total illness situation. 

The emphasis is on relief of the immediate illness rather than a positive 
approach to the treatment and prevention of illness and of dependency. This 
relief approach means that the applicant for medical care is expected to exhaust 
resources or sign over rights in them to the county. The oaths of indigency, 
reimbursement agreements which contain an agreement to a lien on property, 
requirements for liens on property, assignments of life insurance, are restrictive 
measures which act as deterrents to the medically needy to seek help. This 
means more expensive treatment with frequently far less favorable prognosis 
for, continued self-maintenance. 

Cost of living budgets, when used, are those used for assistance grants. These 
are inadequate guides for the medically needy who are in the status of employed 
self-maintaining persons, and who need help with unpredictable, expensive, and 
sometimes immediate medical services. 

Nonresidents generally receive only emergency care. 

Lack of the recognition of the requirements of a medical program results in 
failure to involve the medical staff, which gives the medical care, in the establish- 
ment of policies and methods, and in failure to include, as an essential and first 
step in the determination of eligibility, the determination of the medical need, its 
implications, and costs. 

All counties do not make provision for payment of clinic and hospital charges by 
those who can do so. The fact that there are no such provisions is an indication 
that the program is considered as one for the indigent. On the other hand, in 
some counties payment is required on the basis of certain resources, or on a 
policy that all patients in the hospital must be billed for care. This makes it 
impossible for the county official to plan with a patient about a bill which it 
may be possible for him to meet. 

County officials who are responsible for the determination of eligibility are 
not trained for these positions. Although they are called social workers, they 
are not professionally educated. Neither are their duties those which require 
the skills of a professionally educated social worker. These duties do require 
some knowledge of and training in social work skills. They require consultation 
with professionally educated social workers around the problems of applicants 
as well as in the establishment and administration of the program. Such con- 
sultation is lacking in most counties. 

Supervision of a kind that will improve the skills and competence of the county 
Officials is not available in most counties. 

The above conclusions explain why it was not possible for any county to rank 
in the top quartile of conformance to the norm method. For this reason they 
have been presented first. It is gratifying that the writer can also point to 
positive aspects in the administration of eligibility determination. 

County officials who are in these responsible positions in the county include 
excellent persons with great potentialities. They are genuinely concerned about 
their responsibility to applicants and to the county. They are endeavoring 
to the best of their ability to carry out these responsibilities and are looking 
for help that they may perform their duties more responsibly and with better 
service to the people of the State. 

County officials are securing the necessary data about economic resources, 
debts, and obligations which help to determine the capacity of the applicant 
to secure the medical care he needs. They are not unnecessarily subjecting 
applicants to interrogation about situations which are perfectly obvious; the 
client is not required to give obvious information for the sake of a record. 
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Particular commendation is given to those counties which have introduced 
good practices. They are: 

That county which determines medical need as a necessary first step for all 
applicants, and determines eligibility in relation to the medical need. 

That county which clarifies with the applicant what he is requesting, places 
responsibility for any verification on him, and helps him to establish his eligibil- 
ity for care. 

The two counties which have extended medical care to the nonresident on the 
basis of need and inability to secure the care otherwise. 

Those counties which extend medical services, without investigation, to re 
cipients of welfare-department aid. 


2. Recommendations 


What can be done to answer some of these problems and to lead the way to 
better medical services for the people of California? One fact seems clear, 
many of the problems which the counties face are not peculiar to any one 
county. The counties alone cannot solve all of these problems, There is need 
for assistance and leadership at the State level. 

Placement of responsibility for the determination of eligibility as it is pres- 
ently in effect in the State is seen as the direct result of recommendations made 
in the past by the State board of charities and corrections.” No doubt at that 
time, the recommendation was made with recognition that among a group of 
persons in need of medical care there were many problems, including financial 
assistance, with which help was needed. But both medicine and social work 
have changed since those days. Medicine is increasing in effectiveness, but also 
in expense. Emphasis is on rehabilitation, not on care in an institution. 2 

The findings of this dissertation have shown that determination of eligibility 
by welfare departments tends to place the medical-care program in the category 
of care for the indigent. 

It is recommended that the determination of eligibility for medical services 
be the responsibility of the medical agency which provides the service. This 
would mean transfer of responsibility to the county hospital in those counties 
where there is a county hospital for the acutely ill. Where no such hospital 
exists the county should look to other responsible county medical agencies, that is, 
the county health department.” 

Nonresidents should receive medical care on the same basis as any other 
applicant. 

Recommendations which would be made about the method of establishing eligi- 
bility for medical services would be a reiteration of the criteria set forth in the 
norm method. It is recommended that counties follow this method in the estab- 
lishment of eligibility for medical services in California. Recommendations 
which are given below deal with ways in which it is suggested that this method 
can be implemented. 

There should be State participation in the program for medical care. This 
should include financial assistance to the counties, and should particularly make 
provision for reimbursement for the nonresident group. Such financial aid 
should be administered through the State department of public health. 

The State department of public health should provide consultation services to 
the counties in the establishment and administration of a method of determining 
eligibility. This consultation service should be made available to the staff of 
county medical-care programs on a continuing basis. 

Counties should look to the schools of social welfare and to the social-work 
profession for a determination of the status of the positions now described as 
social work but for which no professional education is required. The recent 
study of social-work education in the United States has emphasized the responsi- 
bility of the social-work profession to define, through a careful study and analysis, 
those responsibilities assumed by the profession which might be classified as 


*® Supra, ch. IT. 

© The State of Maryland has a medical-care program administered by ‘the health depart- 
ment through local county health officers. This plan was “set in motion” by the State 
medical society (Kline, Howard M., et al., the Maryland Medical Care Program, American 
Public Health Association, New York, 1948). 

The Inter-Association Committee on Health has resolved that public-health depart 
ments should administer the medical aspects of medical ware for assistance recipients. 
The national associations which comprise the interassociation are: American Dental Asso- 
elation, American Hospital Association, American Medical Association, American Nurses 
Association, American Public Health Association, American Public Welfare Association. 

Terris, Milton, and Nathan Kramer, General Medical Care Programs in Local Health 
Departments, American Public Health Association, 1941, p. 2. 
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subprofessional and for which some training, but not full professional education, 
would equip personnel to function adequately in subprofessional positions.” It 
points out that other professions have passed through similar experiences and 
have defined certain subprofessional areas, and the kind of training needed for 
such positions. Such a study of social work would require definition of the 
knowledge and skills necessary to properly and adequately fulfill the demands of 
the positions now classified as social work. This study would need to be an under- 
taking of education and practice under the auspices of a council on social-work 
education which would represent the responsibilities and activities of both edu- 
cation and practice.” If subprofessional postitions were identified, this council 
would determine the content and extent of the education to be given for these 
positions and the stage in the student’s education that such content could be 
appropriately introduced. Furthermore the council would need to assume re- 
sponsibility to encourage and assist colleges to undertake and to implement such 
educational programs, and to maintain approved lists of educational institutions 
which offered such programs. 

These recommendations for study and determination of subprofessional posi- 
tions have been made recently. Such studies involve and must involve time if 
they are tobe sound. The Hollis-Taylor report points out that precipitate action 
is unwise and unsound. It is therefore recommended that until such time as the 
requirements for training are made and a program for training established, the 
State department of public health should be requested to develop, with the 
assistance of the schools of social welfare, a training program for personnel 
employed in these positions and for persons whom the counties employ in the 
future. A uniform training program will guarantee more uniformity in the 
administration of services, and will enable those counties with small staff to 
secure the training which it would be impossible for the county to undertake. 

The Heller committee for research in social economics of the University of 
California at Berkeley, should be requested to recommend a cost-of-living budget 
which counties may use as a guide to assist in the determination of the ability of 
the medically needy to pay for the particular care which they need, whether this 
be at private rates or at county costs. 

There are many strengths in the counties of California. These are evidenced 
in the potentialities of the persons presently employed in these positions of deter- 
mining eligibility ; in the activities of the organizations of county groups to im- 
prove the services to the people of the State. This study has pointed up some 
of the problems involved in the determination of eligibility. It has formulated 
a method to be followed, and ways in which this method may be implemented. 
It has raised questions which indicate areas in which further research is needed. 
It is recommended that studies be undertaken to secure data that may provide 
answers to some of these questions. Suggestions for studies are given below. 

Since present practices for the determination of eligibility in the counties 
appear to be based on an assumption that persons who can pay for private medical 
services attempt to secure these services from the county, some case studies are 
indicated to determine whether this assumption has validity. Such studies should 
determine the medical and economic status of a group of all applicants for 
medical services, including rejected as well as accepted applications. Data to be 
secured should include information as to the nature and cost of the medical 
services required ; the economic effect on the family group of the illness situation ; 
comparison of the financial status of the applicant with an adequate budget for 
a family of comparable size; whether the applicant received the medical care, 
where it was received, and what it cost him (including bill owed to the county) ; 
implications of the cost, for example, debts incurred because of the illness, and 
how costs were met. If the applicant did not receive the medical service, the 
reason for this should be determined. 

These data are not now available in the counties. Such a study would involve 
setting up a project so that comparable data would be secured in all instances. 
Followup, including an interview with the applicant, would be essential. Sucha 
study should provide facts about the status and needs of persons who apply to 
the county for assistance with medical care, and what becomes of those who are 
not accepted for such care. 


” Hollis, Ernest V., and Alice L. Taylor, Social Work Education in the United States 
(New York: Columbia University Press, 1951), pp. 167-173. 397. 

™ Since the Hollis- Taylor study was made, a Council on Social Work Education, repre- 
senting practice and education, both ae and undergraduate, has replaced the Amer- 


ican Association of Schools of Social Work representing graduate education for social work. 
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Since in some counties it is said that all or practically all of the applicants for 
medical services are county welfare department recipients, and in some counties, 
it is the opinion of the county officials that persons in the county who are eligible 
do not apply to the county for medical care, studies are suggested to determine 
whether there are any considerable numbers of persons in the counties who do not 
seek care, and the reason for this. Selection of persons for inclusion in such a 
study would be determined by a random sampling method. It is recognized that 
such a study would meet with opposition in the counties, because of fear that it 
might bring an increase of applicants, which it no doubt would. 

Since statements have been made by county officials that “sick people will sign 
anything,” some study of accepted applications should be made to determine 
whether the applicant (a) knew what he was signing; (b) understood the mean- 
ing of the document; (c) discontinued care because of the requirement. 

A study of bills which have been recommended in the county hospitals should 
be undertaken to determine whether: (a) the bill was paid; (0) if not paid what 
the applicant’s plans for payment are and his opinion of his ability to pay; (c) if 
the applicant needs more medical care, he is continuing under the care of the 
county, and if not why not; (d) if the applicant needs more medical care for 
which he could not pay, he would be unwilling to return to the county for such 
care, because it might increase his indebtedness. 

A study is indicated to determine the effectiveness of present methods of billing. 
Such a study might seek data about: (a) how many bills have been paid in full 
within a given period of time; (0) what was required of the county to secure the 
payment, in number of bills rendered, calls by collectors, reduction of bills. It 
should include examination of all bills held in an inactive file; determine the 
reason they are so held, and the length of time they have been held. The amount 
collected during a defined period might be compared with the cost to the county 
of maintaining a billing and collections service. 


STATEMENTS OF WILLIAM L. ELLIS, CHIEF, OFFICE OF INVESTI- 
GATIONS, AND CHARLES E. ECKERT, LEGISLATIVE ATTORNEY, 
OFFICE OF INVESTIGATIONS, OFFICE OF THE COMPTROLLER 
GENERAL, WASHINGTON, D. C. 


Mr. Eckert. Thank you, Mr. Chairman. 

If I may, I w- :ld like to give a little résumé of the interest of the 
General Accouuting Office and our activities in connection with this 
hospital program, the general subject. 

We have no comment to make on the extent of hospitalization that is 
to be furnished veterans, or the overall programing of veterans’ hos- 
vitalization. We have certain information on the general subject. 

fore particularly we have been concerned with operations, matters 
that have come to our attention in connection with our audits and our 
fiscal examinations in connection with the hospitals, which, of course, 
is not only within the province but the duty of the General Accounting 
Office. 

If I may go back just a little, a year or so ago we instituted a survey 
of the various hospitals. It was a general survey, which went into the 
operations, the methods of operations, the billing and collection pro- 
cedures, and also included a quick look at various cases to determine 
the activity and the relation of the inability-to-pay statement or affi- 
davit submitted by veterans in receiving hospitalization for non-serv- 
ice-connected disabilities. That report was forwarded to.the chairman 
of the full committee under date of March 11, 1953. It was printed as 
Committee Print No. 15. 

In the letter transmitting that report to the committee, the Comp- 
troller General pointed out the various matters with which we were 
concerned and made particular mention of the abuses uncovered in 
connection with this certificate of inability to pay. 
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He recommended that the committee consider at that time the 
amendment of 88th United States Code, page 706 to the extent neces- 
sary to guarantee that such facilities as were available would not be 
utilized by veterans in fact able to pay for private hospitalization. 

Also he suggested the possible amendment of the law to authorize the 
payment by or collection from the veteran of a part of the cost of hos- 
pitalization where it was apparent he could not pay the full cost. 

Subsequent to that time, the General Accounting Office submitted to 
the committee a copy of a report on Public Health Service and Vet- 
erans’ Administration hospitals, which concerned employee-patient 
ratios, patient per diem costs, and average length of stay for selected 
types of illnesses. That document was printed as Committee Print No. 
36. 

Thereafter, in response to a request from the chairman of this sub- 
committee, and by letter dated July 8, 1953, the Comptroller General 
made certain observations on the general hospitalization program and 
expressed his views as to what he felt could be done or should be done 
legislatively to carry out what was deemed the intent of the Congress 
in connection with the hospitalization of veterans for non-service- 
connected disabilities. 

In that letter the Comptroller General pointed out, with respect to 
the general program, the fact that undoubtedly the present law con- 
templated full hospitalization for veterans with service-connected dis- 
abilities. However, it was noted that for those veterans with no serv- 
ice-connected disability it seemed clear that the law contemplated the 
use of available facilities in VA hospitals only. 

He pointed out in that letter than in recent years the tremendous con- 
struction program conducted by VA had resulted in an operating 
capacity of net 114,000 beds, whereas statistics showed that 
the total number of service-connected disabled veterans in hospitals 
today approximated the same as the number of hospital beds avail- 
able in 1934, when non-service-connected disabilities became generally 
eligible for admission. Also, he noted that with a population of 20 
million veterans today and with an increasing percentage of veterans 
requiring medical care, the VA estimated that the number of service- 
connected hospital beds would increase to approximately 300,000 in 
1970. 

In connection with the particular phase as to which we had reported 
on, that of the abuses of the huability-te-paiy certificate, the Comp- 
troller General referred to our survey report. 

Mr. Ellis is here this morning, and he will give you some details 
as to the nature of our survey, what the results were, what we found, 
what has been accomplished administratively, generally speaking, on 
certain matters, and the statistics, particularly with reference to the 
inability-to-pay cases that we examined. 

The Comptroller General expressed the view in his report that con- 
sideration should be given to requiring a determination prior to admit- 
tance of the non-service-connected veteran’s ability to pay for hos- 
pitalization. This was based on an understanding that, generally 
speaking, these veterans are placed on waiting lists for admission. 

Also, it is our understanding that in many cases the first examina- 
tion prior to admittance is made at the regional-office level. He sug- 
gested that the veteran be required to show his income, including pen- 
sions, his net assets, his expenses, and obligations for dependents; and 
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stated that in any such determination consideration should be given in 
the first instance to hospital benefits a veteran might be entitled to 
by insurance contract or otherwise. 

It was felt that with these full facts at hand affecting ability to pay, 
with only minimum guides in the form of VA regulations, the local 
admitting officer or board at each hospital or aay -office level could 
fairly and satisfactorily fix the appropriate charge to be billed and 
collected. ‘This was based, of course, on our interpretation of the law 
as it stands—that if a veteran could pay all of the cost of his hospital- 
ization from private sources, he should not be admitted at all. 

In the Comptroller’s report, he made certain other suggestions, 
which I will not detail, other than to indicate the types of things that 
were mentioned. 

One was the possibility, if the Congress desired to take steps to 
reduce the caseload, that the committee might consider a limitation 
of the types of physical conditions or ailments that made a veteran 
eligible for admission. This, of course, would have to be done with 
medical advice. 

Also the suggestion was made that possibly charging the veteran for 
a few days or a week in any event might limit the veteran’s going in 
under this inability to pay status. 

It was our feeling, generally speaking, that steps should be taken 
to prevent, to the extent possible, abuses by those without bona fide 
entit lement, and to allow recovery of the cost in part to the extent of a 
veteran’s ability to pay in those cases where it is determined that the 
veteran could not defray the cost of his hospitalization through other 
available means. 

I would like now to ask Mr. Ellis if he will review our survey report, 
which I mentioned was now Committee Print 15, and then later I 
would like to offer a proposed amendment to the present law which 
would give the committee our thinking on the subject. It is some- 
thing, of course, that we are submitting in an effort to be helpful to 
the committee and to-give the committee some idea of what we feel 
could be done to carry out what, in our view, was the true intent of 
the legislation. 

Mr. Evins. Mr. Chairman, may I ask a question at this point? 

Mr. Eckert, we all have a very high regard for the General Account- 
ing Office and its work. Its recommendations always carry a lot of 
weight and influence. I wanted to ask you: 

What would be your answer or observation with respect to the argu- 
ment that was made by members of the Appropriations Committee, 
who have indicated that it is the view of the General Accounting Office 
that veterans should be charged a part of their hospital bill, that they 
might be able to pay a portion of it? It was the conclusion, when the 
language was stricken from the rider on the Veterans’ Administration 
appropriation bill, that the language that was initially proposed 
might, instead of restricting hospitalization of veterans, open it more 
widely so that all might come in if they offered to pay:a part of their 
hospital bill. Some might come in saying, “I have not the ability to 
pay for all of my hospitalization, but I have the ability to pay for a 
part,” and under that sort of language, instead of restricting the hos- 
pitalization, as you have proposed, many thought it might widen it 
and open the doors for all veterans. 

What would be your observation with respect to that? 
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Mr. Ecxerr. I would be glad to answer that, Mr. Evins. 

My answer would be that these men are now admitted and given 
free hospitalization. In other words, if a man can only pay half of 
the cost of his hospitalization, he would certainly have no doubt that 
he could properly sign this certificate that he couldn’t afford to pay 
for his hospitalization. And he would be admitted then and be 
furnished free hospitalization. 

| would not share the view that this would open up any new avenue 
of admittances. I feel the other way, that it would, to some extent, 
limit rather than broaden, the admittance of patients. 

Mr. Evins. At the present time, only service-connected cases are 
admitted, and those with non-service-connected disabilities who have 
no ability to pay. But if the language was written as you have 
suggested-—— 

Mr. Savior. Let us correct the record. Mr. Eckert, so far, has not 
offered any amendment. 

Mr. Evrns. I do not mean Mr. Eckert. I refer to the language 
suggested as a rider in the appropriation bill. 

Mr. Saywor. Let us get the record straight, then, that the language 
referred to was the language that appeared in the appropriation bill. 

Mr. Evins. That is correct. Such language woul abe opened the 


door for others to come in by stating, “I do have the ability to pay for 
a part of my hospitalization.” 

Mr. Ecxerr. Well, I think we could go back to the basic feature 
of the affidavit. If a man cannot afford to pay the full cost of his 
hospitalization, he signs his certificate and he is admitted, and I think 


properly so under the present law. 

Mr. FrectincHuysen. When we get the specific suggestion that the 
GAO is planning to submit to us, the same point which you are making 
might be appropriate. There still is the problem of whether we are 
not going to create an open invitation to veterans who now do not 
believe they are entitled to free treatment, or feel they cannot sign the 
affidavit, who might feel entitled to claim hospitalization if they were 
permitted to pay part of their expenses and the Government would 
pay for the rest. 

Mr. Evins. I agree with the gentleman, but I think it is appro- 
priate to have these comments at this point. 

Mr. Fretrncuuysen. I do, too, but I think the question can be 
covered more fully when we see the proposed language. 

Mr. Eckert. I might say this, too: that what we would propose 
would be a determination in the first instance as to whether a man 
was able to pay for the cost of his hospitalization. If he was able to 
pay, or if it was determine that he was able to pay, he would, of course, 
not be admitted. 

If he was unable to pay the full cost, he would be admitted, and 
then an appropriate charge would be levied in accordance with his 
means. 

Mr. Frevincuuysen. Will the gentleman yield further ? 

Of course, the problem seems to be, Mr. Eckert, whether it is an 
easy determination to make, as to who was able and who was not able 
to pay, and you mentioned at one point “fully able to pay.” Well, 
basically, all of these questions are opinion judgments. When you 
have a long-term case, it is very difficult to determine whether anyone 
is able to pay for his hospitalization. e 
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Mr. Eckert. I certainly agree with that. I would not want to leave 
any impression that this would be a simple task. 

On the other hand, we are only concerned, as we view the matter, 
with the short-term cases. 

I think we have no real problem in the long-term cases. There 
would be so few cases that would involve any possibility of the man 
paying for it in your long-term hospitalization that that doesn’t, I 

elieve, seriously enter the picture. 

I think mostly we are concerned with the short-term general medical 
veteran. 

Mr. Fre.incHuysen. That problem should not be too difficult; for 
example, whether a man is able to pay for a herniotomy. 

Mr. Saytor. Along that line, Mr. Eckert, and also Mr. Ellis, it has 
been the uniform opinion of practically every witness that has ap- 
peared before us that there is no question with regard to service- 
connected cases, that they are not to be considered. It is almost a 
uniform opinion of all of the witnesses that TB and NP cases are, 
per se, excluded, and there is in a great sense a unanimity upon the 
long-term chronic cases. The testimony in which this committee is 
particularly interested is that small percentage of cases which have 
apparently abused their privilege in general medical and surgical 
hospitals. 

Mr. Eckert. Mr. Chairman, I think generally, of course, that is 
what we are concerned with. That was one of the elements in the 
report which we submitted, and it is one of the abuses that we felt 
should be corrected. 

Mr. Sayxor. I believe that we should insert in the record before Mr. 
Eckert’s and Mr. Ellis’ testimony the Committee Prints Nos. 15 and 36. 

Mr. Eckert. I would like to ask, Mr. Chairman, that the letter of 
July 8, 1953, addressed to the chairman, be made a part of the record. 

Mr. Sarvor. Without objection, that letter also will be made a part 
of the record. 

Mr. Euuis. Now, Mr. Chairman, if I may, I will briefly review the 
survey that we made in the Veterans’ Administration hospitals, and 
tell you first why we made it. 

A part of our normal program in the General Accounting Office is 
to make examinations of veterans’ hospitals along with all other major 
Government activities. We examine them to find out how they handle 
their affairs, how they spend their money, and what they do with their 
property, whether there is evidence of illegality, whether there is evi- 
dence of waste and extravagance, and whether there is ample effort to 
collect back the Government’s money where income is due. That is 
the general purpose of our going in there. In other words, it is to 
see whether the place is run right. 

In our periodic examination of veterans’ hospitals, 3 or 4 questions 
came up commonly at almost every hospital that we looked into, so 
we thought it proper to make what we called a survey of those 4 ques- 
tions in a representative group of the hospitals, in enough of the 
hospitals that we could fairly say the coverage is a representative 
coverage of all. 

For that purpose, we examined a in 46 of the hospitals, 
or roughly one-third of the total. They were practically all G. M. 
and S. I think we examined only a few in one of the NP hospitals. 
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They were practically all the G. M. and S. hospitals, because that is 
where these questions arise. 

Mrs. Rogers. Would you say what NP hospital you did examine? 

Mr. Eis. Boanekeii believe. 

Mr. Sartor. The list of those hospitals appears on page 6, Document 
No. 15. 

Mr. Exxis. Yes. 

Now, the four questions that we examined pertained to the following 
subjects : 

First, the acceptance of the veteran’s statement that he is unable 
to pay; 

Second, the question with respect to billing insurance companies 
and parties liable to damage cases and workmen’s compensation cases, 
in other words, third parties who, in effect, owe the veteran a portion 
of the cost of his hospitalization; the problem of how to get that 
money recovered to the Government where the Government furnishes 
the hospitalization ; 

Third, the problem of what do about collecting in the rather numer- 
ous cases of ineligible patients who somehow get in; and 

Fourth, some indication about the length of stay, in response to the 
numerous allegations that are made. 

Now, the second and third questions, pertaining to fiscal matters, I 
won’t take your time on this morning, because I don’t know that they 
are so directly related to your present problem, unless the committee 
desires that I go into them. 

I do want to say that the VA people have been doing a manful job 
of correcting what criticisms we had to make. 

As we completed each hospital, we handed our friends in the Vet- 
erans’ Administration over here in Washington a copy of the report 
on that hospital, and they took immediate steps, so far as we are 
advised, to make corrections where they could. 

On the question of length of stay: 1 think I should bring that. up 
first before we talk about ability to pay, because it is such an important 
part. Nobody knows, really, whether he can pay unless he has some 
idea how long he is going to be there. How much are we talking 
about? Well, there are 2 or 3 rates you can talk about. The average 
cost in a G. M. and S. hospital is something around $19 a day. That 
is the highest cost type of any VA hospital, of course, because the 
NP and TB are run much lower. There is a rate which could be used, 
which is about fourteen-dollars-and-something a day, which was 
promulgated by the Bureau of the Budget under an arrangement to 
fix a set fee that is charged when a patient of one Government depart- 
ment is carried in a hospital of another. The charge back and forth 
in the appropriation is averaged on that Federal reciprocal per diem 
rate—that is the fancy wording they put on ¢—which ania means 
that is a general average which somewhere near approximates the 
figure. That is the amount of money we are talking about. 

Now, on length of stay: Our figures confirm, or agree with, the 
Veterans’ Administration figures as to the few particular cases that 
we examined. 

Here is what we did. In the 46 hospitals we took the records, the 
actual records, on the last thousand cases discharged, except a few 
where there just weren’t that many available. We took the diagnosis 
for which the patient primarily was admitted. Now that, of course, 
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obviously leaves open an element of error because, as we know, in the 
VA hospital it is the practice in admitting a patient for ailment A, 
that he may end up also by being treated for B, C, and D, which 
develop while he is there. So that is an explanation in many cases 
for the length of stay. 

We, not being doctors, are not in a position to go into much more 
than the relatively simple type of diagnosis, which 1s more susceptible, 
perhaps, to statistics than any other; that is, we examined the cases 
tonsillectomies, appendectomies, hemorrhoidectomies, and hernioto- 
mies. In the case of tonsillectomy, the length of stay averages a 
little over 8 days, which is the same figure shown by the Veterans’ 
Administration in a much fuller report, which they issue as a result 
of all their hospital reporting. 

Mr. Secrest. I would like to ask a question there. 

On these cases, for instance, reporting tonsillectomy, did you check 
to see if that was the only thing treated ? 

Mr. Exuis. No; that isn’t normally obtainable in the medical reports 
that were obtainable to us. 

Mr. Secrest. Did you check all of the admission records? You did 
not check the hospital charts as to what he was treated for? In 
other words, you have a list here, including 8 days’ tonsillectomy in the 
hospital at Boise, Idaho. Now, if that were the only thing he was 
treated for, that is one thing, but if he was treated for two other things 
while he was there, that is another thing. 

Did you check that? 

Mr. Etuis. As I said before, that introduces an obvious element of 
error. What we checked was tlie records as to why the man came in 
there without giving credit to a dozen other things he may have been 
treated for. 

Mr. Secrest. Do you not think it might be helpful to this committee, 
more so than anything else you could do, if you took these same things 
in any hospital and went down and checked all the other things for 
which the man was treated ? 

Mr. Exuis. I would be glad to do anything more the committee would 
require. None of us is a doctor and if the committee would want 
a full examination on that I would be glad to do it. I would have 
seriously to consider whether I wouldn’t have to employ some doctors 
for the purpose. 

Mr. Secrest. You would not have to employ doctors just to list the 
other things for which the man was treated. He might have gone in 
for a tonsillectomy and they might have kept him there a month to 
give him shots for arthritis. The record ought to show that. 

We cannot say it is fair to compare this with the length of stay for 
a tonsillectomy in any other hospital. 

Mr. Exits. We took that up with the American Hospital Association 
to see to what extent any comparison could be made and they and 
ourselves agreed that statistics are too open to misconstruction, and 
we are not comparing. I am not saying that the 8 days is more or 
less than the private. 

I did ioniedle on page 11 the Hoover Commission report where some 


such comparison was undertaken to be made. 
Mr. Secrest. We have had several witnesses, though, that have 
accepted these figures and given them back to this committee. 
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As I recall, the American Medical Association said that the average 
length of stay in a veterans’ hospital for these G. M. and 5. cases 
was about 30 days. Now, that could be true. But to say that a man 
stayed 15 days, as some of these show, for tonsillectomy, and might 
have been held there 4 days for that, and the rest of the time for some 
other disease, I do not believe gives us the picture that we need. 

Mr. Crerecta. Mr. Secrest, would you yield for a moment for a 
question ¢ 

Is it logical to you that if a man goes into a hospital for a tonsil- 
lectomy he is also going to be treated for arthritis or anything else ? 
I have never known of anybody that went into a hospital for tonsil- 
lectomy that was kept for 8 days and treated for arthritis. 

Mr. Secrest. Remember that this is a veterans’ hospital. And you 
must assume that all of these cases, on the basis of the affidavit, are 
indigent. And the man comes in there, and you take his tonsils out, 
and you know he has four other diseases. He can come back the next 
day as the same indigent veteran and get hospitalization for anything 
else they find wrong with him. 

Mr. Crerecta. That is a fair statement to make. But ordinarily 
I have never known of anyone going in for a tonsillectomy operation 
that was ever treated for anything else in a private hospital or a com- 
munity hospital. 

Mr. Secrest. They do not even check for anything else unless the 
patient asks for it, unless the doctor recommends it. But in a veterans’ 
hospital they do. Because this veteran, if he is indigent, can come 
back for every disease or every disability he has. 

Mr. Creretita. Do you suppose there might be a little laziness 
involved there, too? 

Mr. Secrest. In what way? 

Mr. Crereia. A fellow just likes to hang around for 8 days for a 
tonsillectomy. 

Mr. Secrest. He cannot hang around any longer than they hold 
him. They can put him out as soon as they pronounce him cured. 

But I do think that, for the real basic purposes of our hearing, if 
they would take one of these hospitals with a goodly number of 
patients and then check not only what he was admitted for but every- 
thing else that he was treated for, we could have a reasonable basis 
upon which, mentally, at least, we could compare the length of stay 
with the average length of stay in private hospitals. 

Mrs. Rogers. Will the gentleman yield just at that point? 

Of course, in the case of tonsillectomy, some doctors claim that ton- 
sillectomy causes the arthritis. So it would be very logical to treat 
the man for his arthritis after the tonsillectomy operation. 

Mr. Crerevia, But they do not find the arthritis while they take 
the tonsils out. 

Mr. Exuis. I want to emphasize that we did not bring this in here 
to make a comparison with any private hospital. I don’t know how 
long a patient should stay for an appendectomy. I don’t pretend to 
know. 

Mr. Secrest. I did not say that you did. I merely say that the 
figures which you gathered have been presented to us by other people 
as a means of criticizing the length of stay in veterans’ hospitals as 
compared to private. 


86102—53——_73 
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Mrs. Rogers. Will the gentleman yield? Because I have not quite 
finished mine. 

Mr. Sayvor. All right. But I want to make sure Mr. Ellis has a 
chance to get his statement in the record before we begin to question 
him. 

Mrs. Rogers. On that point, I would like to say personally that in 
going into the admission wards, I found a number of cases that have 
been 3 or 4 days without physical examination. It is not very fair to 
charge that up against the man. 

Mr. Exurs. Mrs. Rogers, I am sure you are familiar with it, but we 
put in here, to have the committee fully informed, the Veterans’ Ad- 
ministration answer to this question that has been raised before. And 
there is an interesting point. 

The chap going into a veterans’ hospital is likely to be new to the 
hospital. ‘They have not had his past record. They have perhaps to 
hold him there for a few days for diagnosis. for examination, to see 
whether he needs anything. Also, the entire postoperative care and 
convalescence is a problem and a responsibility of the hospitals. 

Whenever I had my tonsils out, my doctor knew all about that 
before I went in. The hospital had to get only into a small part of 
the problem. And as quick as he could let me out, the next day, I went 
on home, and they took care of me at home. 

A private hospits il is operated a little differently in that regard. 

However, it is proper to point out the comment that the Hoover 
Commission made, that very likely a reason for the length of stay in 
VA hospitals and Government hospitals, one reason is “the economic 
condition, that the chap does not have to pay. That is what the 
Hoover Commission says. It is one of the important reasons for the 
length of stay. 

Why I bring it up is this: We are going back now to the question of 
ability to pay. Length of stay is the first thing to know. The chap 
who is being admitted can’t answer that question unless he has a 
pretty good idea how long he is going to be there, and I bring it up to 
say that a chap who is going in for tonsillectomy has apparently got 
to look forward to something more than 1 day or a couple of nights’ 
stay, so it may cost him some more. 

Mr. Frecancuuysen. Mr. Chairman, I do not wish to interfere with 
Mr. Ellis’ testimony, but I just wonder whether the Accounting Office’s 
position is not the same as that of the Hoover Commission, that there 
is an excessive length of stay in many cases because the treatment is 
free. 

Mr. Extis. Well, we are supposed to stick to facts, Mr. Freling- 
huysen. How can I say why? 

Mr. Frevtincuuysen. The reason I am asking, Mr. Ellis, is that 
Mr. Warren’s statement, Committee Print No. 115, in the conclusion 
points out that any increase in the patient load due to veterans, if any 
there be, who now avoid the VA hospital because of the ineffective and 
unenforced pauper’s oath, would be more than counterbalanced by 
the elimination of the many who were in the VA hospital because its 
treatment is free, and who stay there for excessive days for the same 
reason. 

Now, is not that the position that the General Accounting Office 
has taken ? 
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Mr. Exurs. Yes. Undoubtedly, we know, there are honest folks, 
and occasionally there are folks who do not in conscience feel they can 
sign the oath, and do not goin. But for every such case we think there 
are perhaps a dozen on the other side who are there and stay exces- 
sively because it isn’t costing them anything to stay there. 

Mr. Frecincuvysen. The only thing I am bringing up at this point 
is whether or not you do not think there are many patients who are 
there because the treatment is free and who stay for an excessively long 
time. 

Mr. Extis. Yes, there is no question about that. 

Mr. Fre.incuvuysen. In other words, you are in disagreement with 
the Veterans’ Administration justification of the length of stay of 
their patients. 

Mr. Eckert. To some extent, sir, if I may interrupt, we would rec- 
ognize, I am sure, that in a comparison with a private hospital, for 
many reasons there might be differences, but we still believe there is an 
excessive figure involved. 

Mr. FrELINGHUYSEN. I was just pointing out what Mr. Warren said 
in his letter. 

Mr. Sayvor. Is it the position of the General Accounting Office 
that the individual patient has anything to do with his length of stay 
in the Veterans’ Administration hospital ? 

Mr. Eckert. I don’t think so, Mr. Chairman. 

Mr. Sartor. Right. Your complaint must then necessarily be 
directed to the doctors employed by the Veterans’ Administration 
hospital. 

Mr. Eckert. Well, I don’t know that we could limit it to the doctors. 
I think Mrs. Rogers indicated that there is a delay sometimes in the 
first instance in getting the man in, getting him examined. There 
may be 3 or 4 days involved there, that procedurewise, the VA could 
correct, to cut down that stay. There may be matters on the other 
end of it, after the medical treatment is over. I do not know, frankly, 
whether, as in the normal hospital, the doctor would release the man 
on a certain day, or whether he stays after that day or not. When 
you go to a private hospital, when he signs that, you are out. I can 
understand that phase. I have been in private hospitals. But we 
recognize, of course, that there is an element here that would require 
a longer stay than a private hospital. It is just a question of degree. 

Mr. Sartor. You have raised a very, very serious question here as 
to whether the stay in the veterans hospital is determined by the vet- 
eran or by the doctors in the hospital. If the veteran has anything 
to do with it, then your statement has some merit. If the veteran has 
absolutely nothing to do with it, then the figures which you have pre- 
sented to this committee can only reflect upon the doctors in the 
Veterans’ Administration. 

Mr. Exxis. Mr. Chairman, it has to be conceded as a practical matter 
that both have a certain amount to do with it, although obviously the 
doctor is in control. After all, if the patient is a man who says, “I 
can’t afford to pay $20 a day,” the doctor is much more likely to get 
that man out than in the case of one where there is no impetus for the 
patient to ask the doctor to hurry him out, and there is no impetus for 
the doctor to hurry him out either unless it is one of the hospitals with 
a long waiting list. 
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You have to be practical about this. There can be no question, as 
the Hoover Commission found, that the fact of the burden of payment 
is a serious question which affects the person’s desire to stay. Perhaps 
the doctors demand that he does stay. My doctor wouldn’t keep me in 
a private hospital if all they needed to ‘do was to say, “Take a few 
X-rays and examine them tomorrow.” I would come back the next day 
because I can’t afford to pay for it. But the veteran is there. Perhaps 
he came 200 miles to get there, and it is more practical to stay. There 
is just no question that there is an effect, even though it can’t be put 
out here in facts and figures, because it depends upon the individual 
situation. 

Mr. Sayvor. One question leads on to another. 

I think Mr. Ellis should be given the opportunity to complete his 
statement. 

Mr. Exits. I would like to tell you now what the situation is with 
respect to the question of inability to pay. The background evidently 
has been fully given you. You are all familiar with the law that went 
in about 20 years ago, which seemed like a pretty plain law. Congress 
intended that the nonservice people be treated if there is a place to treat 
them and if they are not able to pay. 

However, in one sense, a further proviso in the law hobbled its 
operation, by providing that the veteran’s statement, under oath, that. 
he cannot pay for the hospitalization must be accepted by the VA 
without question. 

Now, let’s see how that operates in fact. Here is a sample of the 
form which is used. We get way down to the No. 29: “Are you en- 
titled to care because of insurance ?”—that sort of thing—and then, 
“Are you able to bear the expense of hospital or domiciliary care?” 
The law is very plain. The man must say “No,” or he is not eligible 
to admittance at all. You understand that. 

Now let’s see what the facts are as to how that is handled. 

As a practical matter, and as required by law evidently the VA 
accepts the man’s statement without any question. They make no 
inquiry, even though the man if of obvious affluence, has obvious means 
to pay for the ex xpected time of hospitalization. They ask him no 
questions whatever as to whether he really means it. They in very few 
questions mention to him that there is any criminal provision for a 
false statement. 

Mr. Evins. Mr. Ellis, if I may interrupt at this point, I think it 
should me pointed out that all VA hospital managers have all uni- 
formly stated that veteran applicants have been advised of those 
provisions, 

Mr. Ex.is. I think we are in a position to give the facts and here 
is why I say so. You understand, as Mr. Eckert says, we have nothing 
for or against hospitals or the VA or anyone else. Our people went in 
there solely and coldly for the purpose of finding the facts, and abso- 
lutely objectively. Because there is nothing to gain or lose as far as 
we are concerned. We went to the actual sources where these things 
happened. 

Mr. Evins. The VA hospital managers reported uniformly in the 
committee questionnaire that they did advise all veterans and they 
were warned in a hundred percent of the cases. 

Mr. Exxis. We went to the actual places where the people fill out 
the forms and talked to the people at the opposite desk: “What do 
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you do?” We didn’t ask the fourth echelon up what was done. We 
went where the truth is and found it. 

Mr. Evins. I just wanted to point out that there is a conflict in the 
testimony on this point. 

Mrs. Rocrers. You can see it would be manifestly unfair to go back 
and examine one of these people who took the oath as to whether they 
did it dishonestly or not; would it not? 

Mr. Exxis. You see, under the present law, they are not supposed to. 

So we don’t suggest that they go back and examine into it. We 
suggest: Here is a veteran who is known to have affluence, known to 
be a big official or have money. The VA are required not to lift an 
eyebrow, so to speak, when he sits down and, with a straight face, 
answers, “No,” no, he can’t afford $160 for his operation. 

In fact, we know of cases where the veteran going into the hospital 
then turns his money over for safekeeping and turns over far more 
cash than the thing can possibly cost. 

1 am not suggesting that in the way of criticism, because the law is 
pretty plain. They are not supposed to question. But I want to show 
what the result of that situation is. 

Mrs. Rocers. What do you think the liability of the veteran who 
has made such an oath is? 

Mr. Exx1s. Well, the criminal code is pretty plain about any person 
making false statements, but I have been in this business for years, 


and I never heard of anyone being prosecuted. Did anybody ever 
hear of a case being prosecuted ¢ It is possible they feel they have 
no business to bring it up. I don’t know. It is possible there are 
many cases where the person answers the question “Yes,” and the 


people say, “See here, my goodman. You can’t come into the hospital 
if you say ‘yes’” and then he crosses it out and says “no.” 

Then there are even other cases where the people come in notwith- 
standing that they have answered “yes.” I think those are perhaps 
just mistakes. 

What I am suggesting is that the net result is that the congressional 
requirement of a pauper’s oath is meaningless and has no real effect 
whatever. 

There may be a few cases. I will make the exception that in a few 

cases, by talking to the people, we inquired: Were there any people 
who didn’t come in? Once in a while there is a really conscientious 
person who feels he is amply able to pay for the cost; and when he 
sees that, he says: “No; I can’t take it.” Once in a long while there is 
such a case. 

In contrast, we know there are many, many others that are quite the 
other way. 

Now, I didn’t, again, suggest that we looked over 40,000 cases and 

xamined their income and assets, because if I started that prograin, 
1 wouldn’t be here until year after next. We took only a very minor 
portion, not even what. you would call a sampling. What we did was 
this: We made out a thousand of these cards at each of the hospitals. 
We selected, out of each thousand, 20 or 30 that seemed worthy of 
inquiry, and then made certain preliminary inquiries as to those 
persons’ income and assets. 
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I am not in a position to specify exactly how we found out all of 
the information, and I do want to point out that I would be required 
to hold it confidential as far as any names are concerned. 

However, the facts do show that there are a number, just a sub- 
stantial number, of highly questionable cases. 

For example, here is one man who went in and stayed 18 days. His 
‘occupation’ He is an ice-cream manufacturer. And his income is 
supposed to be $51,000 per year. 

Here is another man who is a former Federal Government official, 
who stayed only a short time. We understand, he has income-pro- 
ducing property. 

Mr. Evins. Did you inquire as to his liabilities? 

Mr. Ex.xis. Not in that case; no. And I want to emphasize that not 
one of these is suggested to be an outright investigation and finding 
on any one person. I am merely suggesting that there is a problem 
here worth your considering. When we found that, I didn’t feel it 
was necessary to go any further. 

Mrs. Rocers. Mr. Ellis, at the time did you make inquiry as to 
whether that man had a service-connected disability as well as the 
non-service-connected disability for which he was hospitalized at 
the time? He is entitled to hospitalization, of course? 

Mr. Ex.is. We didn’t go back and ask him. 

Mrs. Rogers. Because if he has a service-connected disability, he is 
entitled to hospitalization, under the law, for non-service-connected 
disability. And I think that is one of your difficulties. 

Mr. Exxis. That is obviously correct. If he had a service-con- 
nected disability, he is entitled. But normally, that shows up on 
the record. 

Mrs. Rogers. Many times it does not. I have gone through hos- 
pitals and found that to be true. And they are shown as non-service- 
connected cases even after that non-service-connected case becomes 
service connected. I don’t think we get an accurate picture. I am 
not suggesting you are not doing it fairly from your point of view. 

Mr. Ex.xis. I wouldn’t want to bring up the rest of these cases if I 
can’t do so without giving the implication that I am making a final 
and conclusive charge as to these people. 

Mrs. Roeers. You might well be liable, of course. 

Mr. Exxis. I wouldn’t think of giving any names. Much of the 
information is confidential. I am merely suggesting that it is a wide- 
spread situation. It is one of these things everybody knows about 
in every hospital. 

My people who work on this in the field tell me they could get 
hundreds and hundreds of cases of ability to pay if we want them. 

Mr. Evins. The question is: Are you getting a slanted report, or 
the full facts on the situation? When you ask a man for his income 
without getting his liabilities, you are not getting the full picture. 
He might be bankrupt. He might have a house full of children. 

I am not defending any chiselers. But you are speaking about 
having the facts, and relying on facts. I do not think on that type of 
investigation, you would have the full facts and an accurate picture. 

Mr. ~—— I was the first to bring that up. In fact, I tried to stress 
that. For one thing, I told my people not to go and talk to any of the 
patients. I am not sure that it would contribute to medical therapy 
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for investigators to start inquiring about their financial ability during 
or soon after treatment. 

Mr. Evins. I used to work for the Government as an investigator, 
and when I was sent out to make a case, I could most always get the 
facts on one side to make a case if it were desired. You can do 
that also. 

Mr. Secrest. I would like to clarify just one thing. I think he 
has stated it. But on all these cases, then, that you reported to the 
Appropriations Committee or to the Congress, in any cases that you 
have investigated and reported, in general, not by name of course, 
you have reported only what appeared to be the case from their income 
or their assets? You made no check to their liabilities or net worth ? 

Mr. Ex.ts. That is right. 

Mr. Frevincuuysen. Mr. Chairman, I would like to go back to the 
question of procedure. I would be delighted to jump in and ask ques- 
tions too, and if Mr. Ellis is willing perhaps that would be the best 
way, in view of the fact that no formal statement is being prepared. 
But if we are not going to do it that way, I think we should let him 
finish and then come back and ask what questions we remember that 
we wanted to ask earlier. 

I request a ruling from the Chair. 

Mr. Saytor. I suggest we let him finish. 

Mr. Evins. I will agree. But if the gentleman consumes the hour 
remaining, the members of the committee will not have an opportunity 
to question the witness. 

Mr. Sartor. He can come back again. 

Mr. Evins. Then we will not have the statements fresh before us 
as the witness does not have a manuscript—a prepared statement. 

Mr. Extis. I will finish in about 2 minutes. How is that? Then 
I will be here as long as you want me. 

I don’t believe I should suggest to you any more of the individual 
cases. Because you are correct; I didn’t try to go beyond what you 
might call a prima facie question that there is something here for 
you to consider. If you want me to investigate them, I will do it. 
And you can depend upon me to investigate both sides of the case. 
That is our first rule of operation. 

But this group was selected out of one hospital: Merely from 
occupation, here is a man who is a dentist who is treated for 8 days. 
Here is a grocer. Here is the foreman of a large factory; another 
grocer; here is a Government employee who was treated for 11 days. 
Here is a Veterans’ Administration physician. 

Now you can draw your own conclusions. We know that a VA 
physician would be, roughly, i in grade 13, maybea 12. He was treated 
for 13 days. Here isa divisional insurance officer treated for 13 days. 
Here is a building contractor treated for 16. Here is an engineer 
treated for 7. An engineer treated for 30. Here was a taproom 
proprietor who was treated for 11 days. 

There are just a few, and I will be through. 

A civil engineer treated for 4 days. Here is another foreman, 
treated for 21. Here is a loan-guaranty officer treated for 10 days: 

hysical therapist treated for 20; a purchasing clerk treated for 
9 9 da ays; another physician, another Government physician, treated for 
13 days. The taproom proprietor was found by the records to own 





2796 HOSPITAL CARE AND OUTPATIENT DENTAL TREATMENT 


property, around $120,000 worth of property, shown by the real-prop- 
erty records. That is as far as I went. 

Mr. Creretta. What did he go into the hospital for? That tap- 
room proprietor. 

Mr. Exxais. Chronic lumbosacral sprain, 11 days’ treatment. 

Here is another physician, 13 days. Here is a cigarstore merchant. 
Well, he was treated 78 days. That doesn’t mean a thing to me. It 
would take a pretty wealthy fellow to pay 78 days, perhaps. 

Here is another foreman, an operating engineer; an accountant, 
17; a proprietor of a baking company, 25 days; a machine designer, 
31; a building manager, 35 days; and I can read things like that all 
day, as long as you want to listen to them, which suggest that there 
is a field of inquiry as to whether the pauper’s oath means a thing. 

Mr. Creretta. What did the building manager go in for? 

Mr. Exxts. He had pericarditis, acute. 

Mr. Crereiita. Somebody will have to tell me what that means. 

Mr. Exxis. A pericarditis is—well, I am not a doctor. 

Dr. Ateutn. (Dr. Tom H. Alphin, AMA). A heart-disease 
situation. 

Mr. Extis. What it comes to is that you have a pauper’s oath 
that is not evidently paid much attention to. It is frequently re- 
versed if the man answers the question wrong. There is no question 
raised even in obvious cases. And the net result is that the honest 
man is seriously discriminated against. 

The present law and regulations in effect discriminate against the 
more honest class of applicant. In short, the veteran of ordinary 
circumstances must do one of two things. Either he perjures him- 
self and says he can’t pay when he can, or else he is deprived of a 
benefit freely given to other veterans similar in circumstance and 
perhaps far less worthy of treatment at the public expense. 

Now, I am not going to take up the committee’s time on the other 
two questions, of the survey, because I think they are a little aside 
from your present problem. This problem of collecting from third 
parties nd ineligible cases, that is. 

Mr. Frevincuuysen. Mr. Chairman, I would like to go now, as I 
am told the other members of the committee would, to this question 
of the affidavit. But before I do that, I would like to ask, What, 
normally, is the procedure that is followed if the Veterans’ Admin- 
istration finds that a patient is ineligible? 

How do you determine what his liability is? 

Is it a fixed charge, so much per day ? 

Mr. Exsis. After the fact of ineligibility is found and after it is 
decided to send the man a bill, which is quite a question to raise in 
the first place, then a bill may be sent to him. 

In the case of the veteran it will probably be at this reciprocal per 
diem rate put out by the Bureau of the Budget. 

In the case of the third parties, such as compensation cases, they 
may bill the full $19-a-day cost. However, there is a serious problem 
with respect to the ineligible patients, that only 18 of the 46 hospitals 
informed the veteran that he was going to have to pay at all. We 
examined 46 hospitals, one-third of all of them. Eighteen of the 
forty-six did have the practice of notifying the fellow, the ineligible 
fellow, that he was going to have to pay; and you realize there are 
quite a lot of these ineligible cases. 
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The problem comes up that a man comes in who obviously needs 
treatment. As a humanitarian measure or otherwise they have to go 
ahead and treat him if he has bare evidence of being a veteran. Then 
it might turn out that he was dishonorably discharged and not 
eligible, but the horse is gone. The treatment has been given, or at 
least a great deal of the expense has been incurred. 

Mr. FRELINGHUYSEN. Is it your feeling that this could be tightened 
up, the billing of ineligible veterans ¢ 

Mr. Extis. Our friends at the VA have done a lot of that. We 
gave these reports immediately to the people in the Department of 
Medicine and Surgery, and they went to work and did quite a good 
deal toward correcting it. I haven’t gone back to check up. They 
have told me a number of things they have done, and it sounds fine. 

They are still, as far as I know, doing this questionable item. 
The ineligible man, say, leaves the ‘hospital. He owes, say, $150. 
They write him a form letter. As far as I know, that is still in effect. 
They send him the bill but enclose a condition under which the 
indebtedness can be waived. “In other words, Mr. Ineligible Vet- 
eran, here is the bill, $150. Here is how you can get out of paying.” 

Well, for all practical people, you see, the net result is that little 
of the money actually comes back. 

Mr. Fretincuvysen. Thank you for the answer to that question. 

Now, we already have heard it said that the basic question that 
we are considering in this subcommittee is to determine a reasonable 
way of finding out whether or not a veteran is able to pay. Your 
position, as I understand it, is that, because the hospitalization is 
free, that in itself leads to an excesisve length of stay, which con- 
tributes to the inability of some veterans to pay. And as I under- 
stand it, also, you say ‘that this affidavit is “unenforced and ineffec- 
tive,” to use Mr. Warren’s language, and you pointed out specific 
problems in the survey about the admitting personnel saying, “This 
is a mere formality,” and suggesting that they change the “Yes” 
answer to that No. 29 to a “No,” and not impressing on the applicants 
the criminal liabilities which they may suffer if they sign a misleading 
statement under oath. 

I am just wondering whether that is an up-to-date impression of 
the affidavit. In other words, a lot of the testimony we have heard 
does not go so far as you have in saying that the affidavit is useless. 
In other words, as the result of the survey that the Hospital Sub- 
committee made of all the hospitals in the country a few months 
ago, we found, in answer to questions, that every hospital says that 
it impresses on the applicant the fact that there are penalties involved 
for making a misstatement and that they try to show each applicant 
the significance of signing this affidavit. 

It sounds almost as if you were maybe, in making your point, going 
too far in pointing out that it receives little attention and is fre- 
quently reversed and is of no value as it stands. 

Mr. Exits. Your survey referred to was a few months ago? 

Mr. Fretincuuysen. This House Committee Print 53, Operations 
of Veterans’ Administration Hospital and Medical Program. 

Mr. Exits. Well, it is possible. I have to bring out the time rela- 
tionship. We did most of this work 18 months ago, some of it 12 
months ago, some maybe 24 months ago. 
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After all, with 46 hospitals, a thousand cases, it takes a certain 
amount of time, all over the country. 

Mr. Frevincuuysen. How long did the survey take? When did it 
start, and when was it concluded? 

Mr. Exits. It was done by different people. It was all done, though, 
during the latter part of 1951 and the Sani part of 1952. 

We do know that in these procedural matters, on collections, there 
have been some improvements as a result of our filing our reports with 
the people in the VA. It is quite possible that this question, too, has 
been susceptible of improvement; perhaps because you raised the ques- 
tion, perhaps because we did. It is quite possible that the situation 
has changed. 

Mr. Fre_incuuysen. That is the impression that this committee 
has received, that it has served a function, that it may need strengthen- 
ing, and that there may be a psychological benefit in the inclusion of 
specific information about income and liabilities and net worth and 
so on, but that it does serve a useful purpose and that it is not entirely 
unenforced and ineffective. 

Mr. Exxis. I can only repeat the impression that I got from the 
time that we did the job. I haven’t been in the hospitals since, so I 
can’t say. 

Mr. Ecxerr. If I may, Mr. Frelinghuysen: I think we would have 
to concede, and I think we would be very hopeful, that after our 
survey which, as Mr. Ellis has explained, was furnished to each of 
these hospitals, they would take active steps to attempt to correct the 
deficiencies that we pointed out. We know they have on these pro- 
cedural matters and on the billing matters, and we would presume 
that when we reported that 26 of the Sensis permitted applicants 
to reverse their aflirmative response and that a number of them didn’t 
call their attention to the penalty provisions—we would hope sincerely 
that they would correct those after they received our report. 

However, I don’t believe that I could agree that there would be 
any difference as long as the affidavit is there; in other words, that 
that alone would correct the abuse. It would certainly go far. 

Mr. FRetLInGHUYsEN. You are not alone in suggesting that the 
affidavit may need some correction of some kind. 

Mr. Eckert. That is correct. I still feel that with the best pro- 
cedure operating in the hospital, you would still get a number of abuses 
by getting the veterans who would be willing to sign the affidavit 
whether or no, if they couldn’t go behind it and if they wouldn’t 
check up on it. 

Mr. Fretincuuysen. Now, the other question I would like to ask 
is about the representative nature of the inquiries which you have 
made. You said that this survey was representative. About one- 
third of the G. M. and S. hospitals were covered. 

Now, I am wondering about—I think I have the phrase right—the 
substantial number of highly questionable cases which developed, and 
which you gave us instances of. 

Mr. Exxis. It isn’t intended to be representative of the question of 
ability to pay. Because to make such a survey would be a considerable 
job, and I wouldn’t feel justified in spending the Government’s money 
to do it unless the committee asked me to. 

What I was trying to show was that there are enough representa- 
tive cases that an inquiry is called for. 
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Mr. Sartor. Mr. Ellis, that is not what your report says. If you 
will turn to page 7, No. 15, it states: 
Applications examined at some of the hospitals disclosed strong presumptive 


evidence of ability to pay, which is ignored by admitting officials on the ground 
that the law precludes them from going behind the veteran’s statement. 


Now, the next sentence: 


Representative cases were selected, at 41 of the hospitals surveyed, and finan- 
cial information was developed to the limited extent practicable in a few cases. 

Mr. Ets. In a few cases, yes, sir. 

Mr. FRreELINGHUYSEN. The key word in that sentence is “representa- 
tive” cases. 

Mr. Exxis. Well, those that represent a problem, those that represent 
a case, 

Mr. Sartor. The impression that sentence creates is the General 
Accounting Office actually investigated and made “a tabulation of 
cases developed, by income range and other assets” and of the 336 cases 
on which you have reported the income bracket you list 25 cases that 
have reported real property and other assets. 

Now, the implication which the General SCOORS, Office has 
created, not only with this committee but with other Members of Con- 
gress, is that you have people listed who have incomes of $50,000 and 
no liabilities whatsoever, or that you have a man with $500,000 of 
assets and no liabilities whatsoever. 

Mr. Exuts. We didn’t say anything about liabilities. 

Mr. Sartor. But that is the impression the General Accounting 
Office has stated. 

Mr. Eckert. We have expressly stated what it was, gross income, 
real and personal property, and other assets, such as bank accounts, 
securities, and the like. And we pointed out that these were strong 
presumptive evidence cases. 

Mr. Saywor. I am very frank to tell you that I have had Members 
of the House come to me using this committee print as a basis to say 
that you have one man in there who had a half million dollars. 

Mr. Secrest. There should have been a statement put in there that 
“in no cases did we check the liabilities of any of these individuals.” 

Mr. Eckert. Well, we said what we did check. Of course, maybe 
we should have gone on to say that we didn’t check the other side. 

Mr. Secrest. Because people will say, “There is a man who has 
$500,000 clear.” 

Mr. Exuis. We were merely showing there is a problem to go into. 
You understand, if I am to make an investigation of the actual net 
assets of any great number of people, it is just a big and expensive job, 
and I don’t think I would be justified in spending the time to do it 
unless the committee specifically asked it. 

All I wanted to do was to show that there is a problem worth inquir- 
ing into. I don’t suggest that even this number of cases is serious, if 
that is all the bad ones out of 60,000 non-service-connected patients. 
You are bound to get a certain number of bad cases in any group. 

Mr. Frevincuvysen. Mr, Chairman, Mr. Ellis gave me the impres- 
sion this morning that this was a widespread situation, and not just an 
isolated case of a few individuals who may or may not have enough 
money to pay for their hospitalization. 
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You said it was widespread, and there may be hundreds of such 
cases. And I still don’t know whether you consider this sampling 
representative or not. 

The report here indicates that these were representative cases, and 
you just said that you do not consider these representative. They 
were just an accidental—— 

Mr. Ex.is. Well, of course, I don’t regard the checking of a few 
cases like this as a thorough sampling of 60,000 cases. In fact, I 
think we made that clear, because we said we checked the information 
in a few cases. 

Mr. Eckert. Could I make a statement here ? 

I think this: That the whole background and procedure of our 
report indicates that we were attempting to look at cases that the 
affidavit did not allow any investigation or any examination of. That 
was the basis for it. 

We felt that this was representative, certainly, of cases that required 
looking into had it not been for the affidavit that was signed and VA’s 
position, and I think rightly so, that because of the law they should 
not go behind the affidavit. That is the presumption, and that is the 
evidence that we laid before you in this report. 

Mr. Freiineruysen. You have showed us that there are certain 
reasons for criticizing the affidavit. But what I think all of the mem- 
bers of this committee are concerned with, as well as Members of Con- 
gress generally, is the extent of abuse which can be brought out of the 
privileges either as the result of defects in the affidavit or for any other 
reasons. And I am not sure, as a result of the testimony here this 
morning, whether you consider this as a widely abused privilege or 
not. And if not, whether, as others have suggested, this is a tempest 
in a teapot, and we need not worry; that in any big system there are 
bound to be a few chiselers and people who take advantage of the 
situation. 

Mr. Eckert. I would have no doubt about stating this: We must 
state that these are presumptions. In other words, we did not run 
down their liabilities, the number of dependents they had. It is pos- 
sible that one of the men in this $18,000 bracket might have had 
8 or 10 children and a lot of obligations. We don’t know the answer 
to that. But I would say this: That on the few cases we did pull, to 
come up with this preliminary information on income and assets is 
certainly evidence that there are many veterans in there who are able 
to pay, and I would stand on that. 

Mr. Fretrncuvysen. I have one other question, and a brief one. 

This survey and these cases that you dug up were all G. M. and S. 
short-term cases. One of those, as you already answered the question 
in part, stayed there for 78 days, which presumably is not a very short- 
term case. But what is the average length of stay of those particular 
cases? Have vou any idea? 

Mr. Exits. Well, I haven’t averaged them. 

Here are 1 or 2 fairly long, and the others are fairly short. 

Mr. Fretincuvuysen. Two weeks or under? 

Mr. Exxis. Here is 8 days, 103 days, 45, 36, 11, 13, 18, 16, 7, 32, 11, 
14, 10, 20, 56, 9, 13, and here is that 78 case, 39, 7,17. That is the 
way it runs. 

Mr. Fretinenvuysen. If we are talking about short-term cases, you 
perhaps would be excused for not going into the question of liabili- 
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ties and into other things which make up a man’s overall financial 
position. 

If we are talking about something that would cost $150 or $200, 
the fact that he has a good income or substantial assets of some kind 
in itself would be some kind of presumptive evidence of ability to pay. 

Mr. Eckert. That is our feeling exactly, sir. And I think this point 
may be made: That in the testimony of the Veterans’ Administra- 
tion, they testified that in G. M. and S. 88 percent of the patients 
were nonservice connected. That G. M. and 8. generally would carry 
vour short-term case; not necessarily so, but it would be dissimilar, to 
that degree, to the NP. 

Mr. Secrest. It would include, generally speaking, your short-term 
people. 

Mr. Fretineuuysen. I have some question about Mr. Eckert’s 
testimony as to the extent to which a veteran might make part pay- 
ments, but I have no desire to monopolize the discussion, so I will yield 


back now. 
Mr. Eckert. I would be glad to submit what we would propose as 
an amendment to section 6, Public Law No. 2, with the understanding 


that we are submitting it in an effort to be helpful to the committee 


in this case. : . 
Mr. Sartor. Without objection, it will be admitted. 


(The material referred to is as follows :) 


Section 6, Pustic Law No. 2, 73p Congress, AS AMENDED 


(Proposed by the General Accounting Office) 


Sec. 6. (a) In addition to the pensions provided in this title the Adminis- 
trator of Veterans’ Affairs is hereby authorized under such limitations as he 
may prescribe, and within the limits of existing Veterans’ Administration facil- 
ities, to furnish to men discharged from the Army, Navy, Marine Corps, or 
Coast Guard for disabilities incurred in line of duty or to those in receipt of 
pension for service-connected disability, and to veterans of any war, including 
the Boxer Rebellion and the Philippine Insurrection, domiciliary care where they 
are suffering with permanent disabilities, tuberculosis, or neuropsychiatric ail- 
ments and medical and hospital treatment for diseases or injuries. 

(b) 1. Any veteran of any war who was not dishonorably discharged, suffering 
from disability, disease, or defect, who is in need of hospitalization or domiciliary 
eare and is unable to defray the necessary expenses therefor (including trans- 
portation to and from the Veterans’ Administration facility), may be furnished 
necessary hospitalization or domiciliary care (including transportation) in any 
Veterans’ Administration facility, within the limitations existing in such facil- 
ities, irrespective of whether the disability, disease, or defect was due to service. 

(b) 2. Veterans’ eligibility for admittance shall be determined by admittance 
boards comprised of three members each, who shall be staff members of Vet- 
erans’ Administration hospitals or regional offices. The determination of any 
such board shall be final. The board shall be guided by general regulations of 
the Administrator of Veterans’ Affairs, which shall require consideration of the 
veteran’s income, assets, obligations, dependents, hospitalization or other insur- 
ance, or pensions, the nature of illness, the probable period of hospitalization, 
and any other factors deemed material to a proper determination. 

(b) 3. Veterans eligible for admittance under paragraph 2 above by reason 
of their inability to defray the full cost of their hospitalization shall be required 
to pay that part of such costs as the admittance board shall determine any such 
veteran is reasonably able to pay. Any amount determined by the admittance 
board as proper for payment shall become an obligation of the veteran and shall 
be recoverable in the same manner as any other debt due the United States. 


Mr. Sartor. Mr. Evins? 
Mr. Evins. Mr. Chairman, I want to state to these gentlemen that 
I think their report has no doubt had a very wholesome effect on the 
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veterans’ hospital program. It has certainly made a strong impres- 
sion on the members of the Apprgmaiiene Committee, at least, of the 
Congress, and other Members of the Congress, and I am in agreement 
with Mr. Saylor, our chairman, and Mr. Secrest also, that because your 
report has had the effect that it has had, it is incumbent upon the 
GAO, in making their investigations, to be impartial, to be fair, and 
to be objective. 

You have stated at the outset that your survey only covered 46 
hospitals and it represented about one-third of the overall veterans’ 
hospital program. 

If you go out with a predetermined point of view, your report can 
be so slanted as to come up with the conclusions which you wish to 
determine. 

As I said earlier, I think that your agency is highly regarded and 
your reports are well respected, but it 1s incumbent upon you to be 
fair, to be objective, and to try to determine all of the facts and not 
go out with a slanted point of view. 

Mr. Ecxert. I would like to answer that, Mr. Evins; that that is, 
of course, Mr. Warren’s dictate to we of his staff, and, so far as we 
are concerned, these reports when they come up are factual. They are 
basically factual. This report was not an unusual thing. We do this 
normally with all elements of the Government. We made our report 
and we included in that report many procedural matters. It not 
only covers this particular phase that this hearings concerns. That 
report was forwarded to the Veterans’ Administration and, to my 
knowledge, they have no disagreement with the report. 

Now, it seems to me that we have indicated in here exactly what we 
did; how far we went. If there has been some misinterpretation of 
what we said, of course, we regret it. But I may assure you that there 
was nothing slanted. We picked no particular hospitals. We selected 
them with a view of getting some type of an overall picture. 

Mr. Evins. As long as your agency continues to proceed on that 
basis, it will continue to have the esteem and respect of the Members 
of Congress and the public for the purpose for which it was created. 
But the testimony that this committee has had prior to your testimony 
today negatives a lot of the conclusions which your report has shown. 
In other words, there is another side to the story. 

Mr. Etxis. Could I suggest, Mr. Evins, what specific device we 
took to be sure that it is objective and that it is not a slanted report? 
I told the men to take the last thousand cases discharged; not to be 
selective; not to pick out the cases that would prove what you would 
want to prove. We can all do business that way. We can conclude 
in advance what we want to conclude. But, as Mr. Eckert says, the 
month doesn’t go by when Mr. Warren doesn’t remind me that our job 
is very much to be objective. For that reason, our instructions were 
to get the last thousand cases and fill out the facts as they are shown. 

ut of the thousand cards, we did, as I say, pick this many, roughly, 
10 to 30, 20 to 40-— 

Mr. Evins. In your own testimony you did not look into the man’s 
liabilities and, therefore, your conclusions did not take into considera- 
tion all the available facts in the cases reported. 

Mr. Eckert. But we didn’t say that was conclusive. We said that 
was strong presumptive evidence of ability to pay. 
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Mr. Evins. I can agree with you onthat. But your report is subject 
to misinterpretation. 

Mr. Ext.is. How can that be? 

Mr. Evins. Well, you used language earlier in your testimony in 
which you said: “dozens of cases,” or “hundreds of cases,” as though 
you knew for a fact about these cases, without having all the facts— 
the full facts to back it up and support it. 

Mr. Extis. I have the facts here, sir. 

Mr. Ecxerr. If we took the next thousand cards, do you have any 
doubt, Mr. Evins, that we would come up with this same number or 
group? Certainly that is representative. 

Mr. Secrest. You will find some out of every thousand cards that 
show a man’s income or his assets to be $10,000 or $15,000. But 
unless you have his liabilities accompanied with it, you may raise a 
presumption, but you cannot make a case. 

Mr. Eckert. But you see, the case that we wanted to make and 
the case that we tried to make in the report was not that the man 
actually could afford to pay, but that if it wasn’t for the affidavit, 
here was a situation where it should have been looked into. 

Mr. Evins. That is the point I wanted to emphasize Mr. Eckert, 
where I spoke originally of the “case” which you wanted to make and 
the “case” which you tried to make. Your investigators went out 
with a view in mind of making a case so to speak. As I say, your 
report has had a wholesome effect. But it also has emphasized that 
you went out with one purpose in mind, to find the bad side of the 
picture—not the good. 

Mr. Eckert. I certainly object to that, Mr. Evins. 

Mr. Exxis. I deny that, Mr. Evins. 

Mr. Evins. You went out to make the case you wanted to make 
and tried tomake. You used that language. 

Mr. Exus. I said I went out to find and report the truth entirely 
objectively. I said, “Take the last thousand cases, whatever they are, 
and put down the facts.” How can one be more honest? 

Mr. Eckert. If I could say this: If those thousand cases hadn’t 
indicated any of these, there would have been nothing in the report 
on that. It would have been limited to operations. We wouldn’t 
have found anything to criticize on that phase. And we would have 
told the VA that. 

Mr. Creretia. I cannot subscribe to the conclusions that you 
reach, Mr. Evins. We have been talking in this inquiry about abuses. 
I think we have all agreed that that is what we are looking for. 
And how far do they go? The figures we have had given to us by 
the VA, I thing, is 2 percent. That is the conclusion that they reach. 
Here is the case of the civil engineer. 

Incidentally, I will ask you, Mr. Eckert, or Mr. Ellis: Are those 
records all from 1 particular hospital, or from 1 of the 46? 

Mr. Exxis. This particular group are all from one hospital. 

Mr. Crere.ia. In that particular group you had the civil engineer, 
4days? What did he go in for? 

Mr. Ext1s. I will find his case, here, in just a second. Where is 
that, Doctor? Tracheobronchitis, acute. 

Dr. Atpuin. A bad cold that has given him an infection of his 
upper respiratory tract. 
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Mr. Lone. Affecting the tining of his lung cavity. 

Dr. Ateuin. Not in the lungs; the upper part. 

Mr. Crerecta. Does your record show what he was earning? 

Mr. Exxis. That is over on another report. I will have to find that. 

Five thousands dollars a year. 

Mr. Creretta. What was his total bill for the 4 days? Was that 
revealed ? 

Mr. Exxis. Well, it would be roughly $75, perhaps. He wasn’t 
billed, you understand. Iam just saying what it would have been. 

Mr. Creretita. And he signed the affidavit that he was unable to pay ? 

Mr. Exuis. And as I say, we can go on as long as you want to listen. 

Mr. Crereia. If he went into a garage to get an overhaul job, he 
would not have to give a financial statement. He would have to 
pay for it. 

Mr. Saywor. Is that all, Mr. Cretella? 

Mr. Crereiia. Yes, that is all. 

Mr. Ex.is. Here is a clothing-store operator with a $20,000 income 
and $32,000 of property, and so on. 

Mr. Evrns. We are all interested in abuses being disclosed, but I 
feel some few abuses when played up in the press often have a tendency 
to damage and discredit the entire VA hospital program. 

Mr. Extis. Not by us, sir. We have given nothing to the press. 

Mr. Evins. A recent headline reported that the mayor of a town 
was admitted to the VA hospital. AI] the facts when shown disclosed 
that the mayor was a Marine Corps veteran, and that he later became 
a bankrupt, and wound up a suicide. He knew his own personal situa- 
tion. A man knows his own affairs better than someone else. But 
the initial report would indicate that: “Here is a tremendously rich 
man. He isa big politician. He is the mayor of one of our towns. 
He was illegally and improperly admitted.” The whole story was 
not shown in that particular instance. And, as I say, one can take 
a few cases and magnify them, and great damage can be done the 
veteran hospital program. 

Mr. Eckert. May I say this, Mr. Evins, that if that were the case, 
if that man put those facts down on the form and gave them to the 
VA hospital, there would have been no difficulty. He would be 
admitted and given care. 

Mr. Evins. He was admitted. 

Mr. Ecxerr. Our question is as to whether you should just take the 
affidavit without some information there giving his financial status. 

Mr. Evins. You said that this oath and affidavit—I do not believe 
you said “did a disservice to the honest” but that it “favored the 
dishonest.” Did you not? 

Mr. Extis. That it discriminates against the strictly honest fellow; 
yes. 

Mr. Evins. I would not say that all who signed the affidavit are 
impliedly dishonest. I would just say that perhaps they know their 
own circumstances better than anyone else. 

Mr. Exuis. I can’t controvert that. I merely say we brought this 
up to suggest that there is a field that calls for a full inquiry. I don’t 
feel justified in making it unless the committee asks for it. I do think 
it obviously shows a case where there is a question, where there is 
something wrong. 
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Mr. Evins. Did your investigators go out looking for the good side 
of the VA medical care program as well as the bad, or did you go 
out looking only for the bad apples? 

Mr. Ecxerr. Mr. Evins, we went out looking for the program as 
it was operating. If we were given the good side, we got the good 
side, aa if we were given the bad side, we got the bad side. Of course, 
you understand if all had been peaches and cream, we would have 
sent the report to the Veterans’ Administration, and that would have 
been the end of it. We felt there were matters here that should be 
corrected some by the VA and some by the Te For that reason 
the report was furnished to the VA and we are happy to say that they 
have taken active steps to correct those procedures. 

We have furnished a report to the Congress, because we felt it was 

a subject that you should be familiar with, and if in your wisdom 
you saw fit, correct the situation through legislation. 
' Mr. Evins. I will say one thing further and then yield. To repeat, 
[ think your report has had a wholesome effect. But I do think it 
has been overly magnified in contrast with the testimony we have had 
heretofore. 

Mr. Eckert. We can’t answer that, Mr. Evins. 

Mr. Evins. I think it is important that the GAO be fair and objec- 
tive in their investigations. That is all, Mr. Chairman. 

Mr. Eckert. I can only say that that is the basic philosophy of 
Mr. Warren, the Comptroller General of the United States, and that 
we would like to know of any case where it is felt that we have not 
been fair. 

Mr. FrecinaHuysen. It has been brought to my attention that in 
connection with the case Mr. Cretella brought up about the individual 
hospitalized for 4 days with tracheobronchitis, he may have thought 
he had pneumonia, and so did the admitting personnel, and in that 
case it might have been regarded as more prolonged, more serious, 
than what he actually did have. 

Mr. Exuis. I understand from my friends in the VA that that is 
one of the most serious problems, that the doctors will find serious 
things wrong with him that he didn’t imagine. Perhaps after he has 
been in for a week’s survey, all kinds of things may develop. 

Mrs. Rocrrs. There have been cases where the doctors have refused 
admittance and the men have died of pneumonia shortly. 

Mr. Exxis. I wouldn’t doubt that. 

Mrs. Rogers. Just to be very brief: You made a report to the 
Committee on Appropriations, did you not? 

Mr. Ex.1s. Just this report. This same report went to the six com- 
niittees that we normally send our reports to, the same identical report. 

Mrs. Rogers. We have had difficulty securing from Mr. Tabor the 
report that his investigators made. His reply to me was that he was 
not going to give it to us because I would go to work and would prevent 
its going into effect, which is a weak answer. 

Mr. Ecxert. Mrs. Rogers, I think maybe we are confused about the 


report. We had some staff members working with the Appropriations 
Committee; and the Appropriations Committee staff, including men 
that we had loaned to them, made certain inquiries and investigations. 
ae we don’t even know about that. We have no official knowl- 


edge of such reports. 
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Mrs. Rogers. You do not even know what your own investigators 
did in that? 

Mr. Eckert. No; because they were no longer our people. They 
were loaned to the Committee on Appropriations, and they did what 
the Committee on Appropriations directed them to do. They were not 
connected with our office. 

Mrs. Roczrs. They should not be accredited to you, then, if they 
were working under the Appropriations Committee. 

Mr. Exuis. That is right. The law tells us that we are to furnish 
assistants to the committees. And when they are not under our control, 
we don’t know what they do. I haven’t seen any information about it. 
I don’t know what it was. 

Mrs. Rogers. I think that is very important to work out, because 
there the Congress is taking over the work of your Department. It is 
very unfair to you. 

Mr. Eckert. The law requires us to furnish assistants to the com- 
mittees on request to look into any matter. 

Mrs. Rogers. Is that confidential ? 

Mr. Eckert. To the extent of their work for the committee; yes. 
I don’t think their assignment is confidential. We received a written 
request from the chairman of the committee saying to place the men at 
their disposal, and we placed them at their disposal. 

Mrs. Rogers. You are not allowed to know what your men found? 

Mr. Ecxerr. Absolutely not. It is not our business. They are no 
longer working for us during that period. 

Mr. Exuis. [ want to point out it is a very common practice for us 
to furnish assistants. 

If it happened only once in 10 years, we would keep track. But I 
have people over in the Senate and people over in other committees 
of the House. I can’t possibly keep track of what they are all doing. 

Mrs. Rogers. We shall regret not being privileged to have further 
dealings with you, Mr. Yates, a very fine man and very cooperative. 

Mr. Exuts. We feel his loss deeply. 

Mr. Eckert. I don’t know about, and wouldn’t necessarily see all 
reports, but to my knowledge I haven’t seen any r2port that the Appro- 
priations Committee put out on hospitals, nor do I think it officially 
came through our office in any manner. The reports that we are con- 
cerned with are the ones that have been furnished to your committee, 
all of them. Anything that we had that related to our subject, we 
would bring to your attention. 

Mrs. Rogers. You have always been very cooperative. 

Mr. Ecxerr. We have tried to be, Mrs. Rogers. Mr. Warren feels 
very strongly that that is one of our main objectives, being in the legis- 
lative mee to cooperate with the committees to the extent we possi- 
bly can. 

Mrs. Rogers. Do you feel that the medical service of the VA would 
be weakened if they debarred the men who could afford to pay from 
the general medical and surgical care ? 4 

For instance, if you prevented the man who could afford to pay 
from going into the general medical and surgical hospitals? Do you 
think it would weaken the general overall service? 

Mr. Ecxerr. Frankly, [ would have to just give you a personal 
view, Mrs. Rogers. I don’t believe it would. It might eliminate 
some of your waiting list. To my mind it would clear up your wait- 
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ing list and would possibly give them an opportunity to utilize exist- 
ing beds to a better advantage. 

Mrs. Rogers. Of course, the men would have to wait for operations 
for a long time due to the shortage of doctors, 

Mr. Eckert. That is correct. 

Mrs. Rogers. And your survey was made a year ago? Am I 
correct ¢ 

Mr. Eckert. A little more thana year. I guess it wasn’t completed 
a year ago, but we started it in late 1951. 

Mrs. Rogers. And the VA has improved the situation since then? 

Mr. Ecxert. Definitely, Mrs. Rogers; yes. 

Mrs. Rogers. Thank you. 

Mr. Lona. Just one question. I might tell you that the report you 
have here is so incomplete that it creates a question in my mind, and 
I wonder if you do not think it would be better, if we could take a 
few cases and really get the facts on all sides, rather than a bunch of 
them, where as to most of them there would be some question as to 
whether the facts would be sufficient to make up your mind on. It is 
awfully hard to make up your mind on a hearsay proposition or no 
facts at all. A one-sided case, to me, is no case at all, to be frank with 
you. 

Do you not think you could be more helpful if you had the oppor- 
tunity to go on all sides and let this committee see all sides of it 

Mr. Eckert. Well, Mr. Long, we could do that, and we would be 
glad to take any number of cases that the committee might desire, 
and we would run them down and complete an inquiry on them through 
any means or sources that we could. 

Mr. Lone. We might discuss that with the chairman later on and 
come to some conclusion as to how we could get the real facts. 

Mr. Eckert. You can be sure, Mr. Long, that we will do anything 
that this committee wishes. If it is the committee’s desire for us to 
take a group of these, any select group, we will do it. 

Mr. Lone. My question is this: Do you not think that would give 
us more to go on than what we have here? 

Mr. Eckert. I would have to agree, I think; yes. 

Mr. Exu1s. While I am doing that, Mr. Long, would I be permitted, 
then, to make a little later checkup on the actual practice now going on 
in the hospitals? To me that was the serious thing, you understand. 
That is what I was bringing upto you. 

Mr. Lone. I should think the committee would want that. 

Mr. Fre.incuvysen. I think the basic reason you brought up this 
illustrative material was to show the weakness of the unqualified state- 
ment on the part of the veteran as to his ability to pay. I think it is 
useful for that purpose, no matter what more we may ask of you in 
the way of current information. 

Mr. Extts. I would like, if I could, Mr. Chairman, to reemphasize 
that even the dozen or few cases we have talked about are only a 
needle in the haystack. After all, there are 60,000 non-service cases 
currently hospitalized, and you are bound to have a certain number 
of bad ones. I was very careful not to say that that is “a general aver- 
age,” or “the usual pattern” or anything of that sort. It does raise 
a question that warrants inquiry. 

If that is your question, I would be glad to do it. 

Mr. Fre_incuvuysen (presiding). Mr. Secrest? 
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Mr. Secrest. I think all of us know what the law is, that non- 
service-connected indigent veterans are entitled clearly to hospital 
treatment in VA hospitals. If a veteran with a half-million dollars 
net in the bank takes one of those beds, he is keeping out of that bed 

deserving veteran who needs treatment and has no money, and 
there are 22,000 on the waiting list now trying to get into the hos- 
pitals. 

Now, assuming some abuse, and that some veterans of great wealth 
have been able to get into veterans’ hospitals, I think that your study 
and the questionnaire sent out to every hospital by our committee, 
which has been printed as House Committee Print No. 53, has had a 
very beneficial effect upon the whole hospital program. I think as a 
result of those two things, veterans now seeking admittance are im- 
pressed with the fact that they are signing an oath, and what it 
means. And I think that these two things have done much to prevent 
veterans of wealth from taking hospital ‘beds from veterans who have 
no money to pay for their hospitalization outside the veterans hospital. 

Now, I do think that your report, while honestly made, could well 
have conveyed the wrong impression to some people. By reading the 
fact that there are seven veterans in the cases you considered that 
have incomes of $20,000, the mere statement of that would immedi- 
ately cause a reaction in someone’s mind: “Well, that fellow should 
never be in there.” 

Maybe he had debts of $40,000. So the fact that you did not check 
his liabilities indicates you have not a case but a presumption that 
maybe he could have paid. 

Furthermore, in none of these cases, as I understand, did you inter- 
view the veteran himself, who is the only man in God’s world that 
knows all about his financial condition. 

So, as to these cases here, starting with $8,000 and on, reported on 
page 7 of Committee Print No. 15, from $8,000 on, there are 82 
cases. 

I think it would be well if this committee had you make a complete 
investigation of those cases, interviewing the man involved, and 
stating to him that he has no legal liability and that there is no 
possibility of prosecution, but that in the interest of the truth and the 
protection of all veterans’ rights we would like him to give us his 
picture, and then collect from any other source his liability. 

I am not interested too much in those below $8,000. There are quite 
a number of them there where the cost would be excessive. But I 
think to get a complete picture on those would give us helpful infor- 
mation. 

Now, that is looking backward, I agree, because you cannot look 
into the future. I think also it might be helpful for you to take a 
hospital, perhaps the one from which you are reading those cards this 
morning, and check to see what they have done in that hospital, them- 
selves, to make sure that indigent veterans are not being ept out or 
crowded out to give a hospital bed to a veteran that may be worth 
a hundred thousand dollars net. That is not the intent of the law. 
And by following that procedure, you only hurt the deserving good 
veteran. 

Every veterans’ organization that testified before us said that they 
would in nowise uphold perjury on the part of any veteran. And 
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I think everyone honestly and fairly would agree to that kind of a 
statement. 

But I think that from these cases, if they are examined on the other 
side, now, We can get for ourselves a pretty good element of truth with 
respect to these high-paid people. They are the ones that would be 
abusing it if anyone would. And in addition to that, see how much 
correction is made. Because I think 90 percent of this problem has 
been corrected by hospital admission people themselves as a result 
of your study and of our inquiry, and also as a result of the activities 
of the veterans’ organizations service officers, who, by their own or- 
ganizations, have been alerted to make sure that veterans of great 
wealth are not given a hospital bed, while a poverty-stricken veteran 
has to stand in the waiting line 6 months to get in. 

Mr. Cretevia. Mr. Secrest, will you yield for an observation now? 

Mr. Secrest. Yes. 

Mr. CreTe.ia. I cannot go along with your thinking, because you 
are making the distinction as to the very wealthy. 

I do not think those are the people that are plaguing us in this 
program. You can take the man with an income of $5,000 or even 
less. And if you were to follow your policy of getting from him a 
statement, a financial statement—this is not a case of getting a loan 
from the bank, where a man is considered a good or a poor risk. But 
if a man is making four or five thousand dollars, but he wants to 
get his television, he wants to get all of the things he wants, and he 
totals these up, and he is buying everything on the installment plan 
and overbuying, I do not think that is our responsibility then to clas- 
sify him as an indigent individual. 

That is where I cannot go along with you. 

I do not think we require a financial statement for this man to show 
what his liabilities are. You may have a man of $7,500 trying to keep 
a daughter in a private boarding school, trying to enjoy all the luxuries 
of life. I certainly do not subscribe to that. I do not think we should 
ask for a financial statement on that basis. 

Mr. Secrest. I am not asking for a financial statement. I am merely 
suggesting that we check these 82 cases where the income is about 
$8,000, 

And here we have one case where a man had a half million dollars 
and went into a hospital and took a bed that belonged to some veteran 
that didn’t have a cent. I think that case should be investigated 
clearly. I am not going into the situation as to lower paid veterans. 
[ think a veteran is just as entitled to send his kids to college and have 
a television set if he is poor or if he is rich. 

Mr. Creretia. Then you are asking the taxpayers to pay for his 
hospitalization because he wants to enjoy certain things that he perhaps 
cannot afford. 

We all would like to own Cadillac automobiles, but if we owe install- 
ments on them we cannot pay for our hospitalization. 

Mr. Secrest. I think when he bought those things he had no idea 
he was going to the hospital. You take him in the situation he is in. 

I had one or two other questions here. I will be brief. 

I wonder if you made any inquiry as to how many veterans leave 
against medical advice. We have taken up the position of veterans 
who stay too long, maybe, or maybe they do not. 
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Mr. Exu1s. I have no answer on that, sir. 

Mr. Secrest. Do you have any record as to how many veterans were 
rejected in the hospitals you studied ? 

Mr. Exxis. We made some inquiry but found it difficult to get any 
specific figures, because they do not keep the applications around in 
the case of rejects, so we don’t have spastic figures. 

Mr. Secrest. I investigated one hospital in which, as I recall, over 
8,000 veterans had come to the admission officer. They have a doctor 
there that gives them a preliminary examination. And I think about 
5,000 were rejected either on their ability to pay or upon the fact that 
the fellow thought there were others who needed treatment worse. 

So I was just wondering. 

Mr. Extis. Of course, I think that will happen at a regional office, 
too. Quite as many go there first. 

Mr. Secrest. I was just wondering, to get the overall picture, 
whether we should get not only how many are admitted but how 
many come and are sent away to some private doctor, or are told, 
“Your treatment is not enough to justify your entering a veterans’ 
nee You go down the street and see a private doctor.” 

Mr. Exxis. You see, the problem is not whether this $20,000 man 


should be hospitalized or not. The problem is whether he shall be, 
instead of somebody else. Because there are far more patients than 
they can possibly take care of. 

Mr. Secrest. The waiting list has been checked and approved for 
hospitalization. I am talking about those who go for hospitalization 
and never go into the hospital at all. They get as far as the admis- 
sion officer, and the doctor gives them premilinary examination, and 


he says, “There is nothing wrong with your heart. You go on home.” 
Or he says, “You have a little sore throat, but you can go down the 
street and get that touched up. We are holding this bed for someone 
who has a serious ailment.” 

I just wondered if you had any statistics as to how many asked for 
admission and were rejected for one reason or another. 

Mr. Exuis. I haven't made any inquiry on that, really. I do not 
believe I should say anything. 

Mr. Ecxerr. I would imagine VA would record that, though. There 
must be statistics on that. 

Mrs. Rogers. I had one observation. 

I agree with Mr. Secrest that many things can be corrected here 
procedurewise. But I still feel very strongly that if the affidavit is 
left in the law, and in these cases where they do run into a situation 
if they are not able to go behind it, then, while you have corrected 
possibly some element of the abuse by your awareness, the awareness 
that you have instilled into the veterans’ organization and into the 
admittance officers, nevertheless it seems to me that still is a stumbling 
block to actually looking into the case where the admittance officer 
feels that it is a doubtful case and maybe he shouldn’t admit that 
man but should give the bed to someone more worthy or more needy. 

Mr. Secrest. The Veterans’ Administration is considering as a 
matter of regulation the inclusion of a financial statement in the 
P-10 form. 

Mr. Eckert. But what could they do about it? 

Mr. Secrest. On the basis of the financial statement, they could take 
veterans on the priority of need as shown by that financial statement. 





HOSPITAL CARE AND OUTPATIENT DENTAL TREATMENT 281] 


And as long as there is a background of cases, they would be able to 
eliminate any possible abuses, and the rich veteran would then be 
required to make his case as against the poor veteran. é 

Now, if you got to the place where you had no patients, that is, you 
had an oversupply of beds in the hospital, you would then be down to 
the point 

Mr. Eckert. Well, I couldn’t help but agree that that ow 
would be helpful. I don’t know that I would feel it is the solution. 

Mr. Secrest. I am leary, personally, of attempting by law to say 
that a veteran whose income is below so much shall not be admitted to 
a hospital. Because if that works an injustice against the veteran, 
or if it proves to be entirely unworkable, it is very difficult to change 
a law, as you know. 

If it is a regulation, the minute the regulation is found to be inopera- 
tive or unfair or impractical, it can be changed that same week. 

Mr. Ecxert. That is correct. I would agree to this extent, Mr. 
Secrest, that I don’t believe you could put any detailed criteria in a 
law that would be workable. Because there are too many elements 
involved. In other words, you take aman that comes in. If he comes 
in needing an appendectomy, that is one thing. He is going to stay 
maybe 10 days, maybe 2 weeks. And his financial situation and its 
relation to the program is one problem. You have a man coming in 
with a situation that is more serious, more lengthy, and his financial 
situation has to be looked at in a different manner. 

I think it would have to be done by regulation. But to my way of 
thinking, you would have to eliminate the requirement under the law 
that they accept this affidavit, and then the VA could come forth with 
a regulation and place the burden upon the local admittance officers 
and so forth to determine that situation in the first instance. 

Mr. Secrest. Practically all the testimony indicates—and I have 
been informed that the American Medical Association would agree as 
long as we are admitting NP and TB patients—there should be no 
means test for them. 

Do you agree? 

Mr. Ecxert. Yes, sir. 

Mr. Crerecta. May I ask just one question ¢ 

Mr. Frevincuuysen. Yes, Mr. Cretella. 

Mr. Creretxa. In this proposal you submitted, I notice that you 
provide for the furnishing of hospitalization and so forth to men 
discharged from the Army, Navy, Marine Corps, or Coast Guard. 

Is there any particular reason for the omission of the Air Force? 

Mr. Eckert. That is the present law, sir. We didn’t change that. 
Our change starts with B. Section A as you read it there is the law 
today. 

Mr. Ex.is. They get it by assimilation. 

Mr. Fre_tncuuysen. I notice that you suggest there that an admit- 
tance board of three members chosen from the VA hospitals or regional 
offices shall be set up to handle the question of ability to pay, and that 
these admittance boards shall be allowed to charge veterans to the 
extent that they can for their hospitalization, if they are unable to pay 
the whole cost. 

And the only standard which you set up is reasonable ability to 


pay. 
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I am just wondering if that is not going to open up the very prob- 
lem which was raised earlier, of admitting veterans who now feel that 
there is no opportunity for them to get hospitalization in VA hos- 
pitals. And if we allow them to apply and be accepted and pay for 
what they may reasonably be able to afford to pay, and the rest will be 
charged to the Government, are we not going to increase the scope of 
this problem rather than decrease it ? 

Mr. Ecxerr. I think you have to go behind that to section B ®), 
which says if a man can afford to pay, he shall not be admitted at 
all. 

You have the situation today with a man with $5,000 a year, with 
4 children, buying a home. The board looks at that and says, 
“Certainly he can’t pay for 2 months’ hospitalization’ That is too 
much.” 

Under the present law he is admitted. He signs the affidavit, X’s 
in the “no” spot, and he is admitted and is given it all free. 

Mr. Fretincuvuysen. You are advocating a change in that affidavit, 
which may be a good idea, so as to make it a more reasonable de- 
termination, because it is not just the veteran’s sworn statement as 
to his ability. 

Mr. Eckert. That is correct. 

Mr. Fre_incuuysen. What I am raising is the question about the 
next step. 

Mr. Ecxerr. Right. 

Mr. Fretincuvuysen. Granted we can go behind the sworn state- 
ment of the veteran’s affidavit by this admittance board, if we also 
say that any veteran who is able to pay for part of his treatment 
but not all of it may be admitted, are we not going to open up the 
field to a lot of others? You limit the field to some extent by say- 
ing that we are no longer going to take the veteran’s statement that 
he is unable to pay anything, but we are going to allow any veteran 
who is able to pay for part but not ail of his expenses to get hos- 
pitalization, so long as facilities are available. 

Is that not an open invitation to increase the number of veterans 
who will qualify even under those terms? 

Mr. Ecxerr. I frankly don’t think so, because it is my impression, 
my understanding, of the present law, that all of those people who 
go in now are treated free. 

Mr. Fre.incuvuysen. No, they certainly are not treated free if they 
say “yes” to the question in the affidavit. 

Mr. Ecxerr. Oh, no. We are talking about the people who can’t 
pay the full cost. 

Mr. Frevincuvuysen. Yes, but if we tighten up the affidavit in the 
way that you suggest or in some other way, which gives a better indi- 
cation of what ability to pay is, is not that going to be sufficient, with- 
out raising the whole question of whether we should allow partial 
payments? Is not this question of partial payments going to plague 
us and take beds away that might be badly needed, without any al- 
lowance for those who can pay for part of their treatment ? 

Mr. Evins. I will say to the gentleman that that was the interpre- 
tation of the language proposed and understanding of it by the Mem- 
bers of the House. 

Mr, Fre.incuvuysen. I think you raise a serious question. Because 
that will mean any veteran will have a right to hospitalization, and 
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then the admittance board will have the right to determine the extent 
to which he will pay for some part of that. 

Mr. Ex.is. I don’t believe we have stated that, because we have not 
proposed that any veteran be admitted who is not now admitted under 
the present law. 

The point is that if a man can pay the full cost, $19 a day, then 
under this proposal he cannot come in. That is the present law. If 
he can afford less than that, he comes in under the present law. He 
comes there now. We doubt if there is anybody kept out. I don’t 
think there is a soul kept out now who would be kept out under this 
pro posal. 

Mr. Fre.incuuysen. Well, you raise a very serious question in 
my own mind, 

As I say, the determination of reasonable ability to pay is a very 
difficult one to give to an admittance board no matter how they are 
constituted, and it seems to me you are opening it up to the expecta- 
tion of every veteran that he can get hospitalization. 

There are certain limitations, and he has to pass the admittance 
board’s screening process, and he no longer has to sign an affidavit, 
and all he has to do is furnish this evidence, and if he is approved, 
he is in. 

Mr. Ex.is. The present law opens up the question. The present 
law says he decides whether he has ability to pay—which means you 
have no rule whatever. Each man is the length of his own conscience. 
With the board deciding the question, there would be some measure 
of uniformity and of fairness to all. 

Mr. Fre.incuvuysen. Well, it is an opinion judgment in any case, 
and perhaps the veteran should be the only one to pass the opinion 
on his own ability to pay. 

To that extent, I will go along with you. 

Mr. Secrest. Might I suggest this: there is nothing I know of 
under the law that would prevent the Administrator of Veterans’ 
Affairs now having a board of admission officers rather than having 
one. 

Mr. Extis. We think the board would work very well with that 
idea that you suggest that it would help a little bit to select the more 
worthy cases, so to speak. 

The board would perhaps work better. As a practical matter 
they almost have one. There are 2 or 3 top officers who have the say. 
It is pretty close to that right now. 

Mr. Secrest. I think it is. 

Mrs. Kerr. As we conclude these hearings, Mr. Chairman, I want to 
say that I think the hearings have been most helpful and that we have 
developed a great deal of information which will be of interest and 
assistance not only to this committee and the subcommittee members 
but to the entire Congress, as we endeavor to reach conclusions and 
enact the right type of legislation in this field. 

So far as I can determine, every single agency of the Government, 
veterans’ organization, professional society, or other interested group 
which has professed any interest at all in this subject has been given 
an opportunity to testify fully and completely as to its position and to 
the action which it wished to see taken. I think this is the way that the 
hearings should be conduced and I think that all of the witnesses are to 
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be complimented on the full and frank manner in which they have 
presented their views to the committee. 

I am sure that all the members of this committee will want to study 
the record which we have made and I intend personally to devote con- 
siderable study to it during the coming recess of the Congress. We 
must give this matter the closest attention and see what we can do to 
correct the situation. 

I might say in passing that it seems that the large number of abuses 
which have been alleged in the press and other sources have not been 
proven at least insofar as the testimony presented to this committee is 
concerned. I wonder if this is indicative of the fact that it is most dif- 
ficult and in many cases impossible to present a large number of cases 
indicating that there have been severe abuses. We all want to prevent 
abuses, but at the same time we do not wish to curtail the rights of the 
legitimate veteran who has an interest in this program and sometimes 
it is a difference between life and death. 

I hope that this subcommittee and the full committee will go into the 
matter of writing legislation in this field early in January 1954 and 
that we may have a solution to offer the House before too much time 
has elapsed. 

Mr. Fretrncuuysen. Mr. Evins has some material. 

Mr. Evins. Mr. Chairman, I have a letter from Mr. Sam Jared, 
manager of one of our VA hospitals—the hospital at Murfreesboro, 
Tenn. In connection therewith is a tabulation of “length of stay” of 
patients at this NP hospital. 

I ask that this letter and study be included at the proper point in 
ths hearings today. 

Mr. FreLINGHUYSEN. Without objection, it is so ordered. 

(The material referred to is as follows :) 

VETERANS’ ADMINISTRATION HOSPITAL, 
Murfreesboro, Tenn., April 17, 1958. 


Hon. Jor L. Evins, 
House of Representatives, Washington, D. O. 

Dear Mr. Evuns: Reference is made to your recent visit to this hospital and 
our discussion concerning the average length of stay of patients in this hospital. 
The average length of stay as indicated in section II of your questionnaire was 
465 days for service-connected, and 332 for non-service-connected neuropsy- 
chiatric patients which appears to be quite a long period; however, this is due 
to a relatively small number remaining in the hospital for a number of years. 

In order that you may have a clearer picture, I am attaching a list denoting 
the various lengths of hospitalization by periods of military service. It is be- 
lieved this information will be beneficial in analyzing this particular subject. 

Please do not hesitate to contact me in event additional information is desired. 

With kindest personal regards, I am, 

Very truly yours, 
Sam Jaren, Jr., Manager. 





HOSPITAL CARE AND OUTPATIENT DENTAL TREATMENT 2815 


Psychotic patients discharged Mar. 1, 1952, through Feb. 28, 1958 
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Mr. Fre.inenvysen. I think also, without objection, it might be 
proper for members of this committee to submit information of sim- 
ilar kind within a reasonable period after this for inclusion in the 
record. 

Mr. Secrest. I want to just make a very brief summary of some of 
the points that have been brought in all of the testimony, and that 
would include that, would it not? 

Mr. Frecincuuysen. Any pertinent material. 

I also have a statement here by Dr. Walter B. Martin, president- 
elect of the American Medical Association. 

You will recall that the AMA had agreed to furnish names of indi- 
viduals who were unable to pay for their hospitalization. 

This letter declines to reveal the names of those individuals, because 
of unfavorable publicity given to the news that another organization 
had submitted such names. 
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They suggested that the Veterans’ Administration could well look 
into the situation and provide some names. 
(The letter referred to is as follows :) 


AMERICAN MEDICAL ASSOCIATION, 
Chicago, Ill., July 18, 1953. 
Hon. Bernarp W. KEARNEY, 
Chairman, Subcommittee on Hospitals, 
Committee on Veterans’ Affairs, 
House of Representatives, Washington, D. C. 

Dearg Sirk: On July 13 I appeared before your committee as a representative 
of the American Medical Association relative to the hospitalization entitlement 
of veterans. At the request of Congressman John P. Saylor, the acting chair- 
man of the committee, I am enclosing reprints of the results of studies relative 
to medical care for the indigent which have been conducted by the council on 
medical service of the American Medical Association. 

During the questioning period following the presentation of my prepared state- 
ment, I was asked by the committee to submit the names of individuals who, to 
my knowledge, have entered Veterans’ Administration hospitals for the care of 
non-service-connected conditions despite their ability to pay. Although it was 
my original intention to submit such names, I have reconsidered in the light of 
the unfavorable publicity which has resulted from the submission of names by 
the representatives of the National Medical Veterans Society. Inasmuch as the 
administration and policing of the veterans’ medical program is the responsibility 
of the Veterans’ Administration, I would prefer to leave the responsibility for 
the securing and investigating of such names with the officials of that agency. 

I would like to take this opportunity to thank you for the very cordial recep- 
tion afforded to me by the members of your committee. The American Medical 
Association is grateful for the opportunity to present its views to your com- 
mittee on this extremely important subject. 


Sincerely yours, 
Watters B. Martin, M. D., President-Elect. 
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Reprinted, with additions, from The.Journal of the American Medical 
Association, May 10, 1952, Vol. 149, pp. 188-189 


Copyright, 1952, by American Medical Association 


MEDICAL CARE FOR THE INDIGENT 


Introduction to a Study 
by the 
COUNCIL ON MEDICAL SERVICE 


A little over a year ago the Committee on Indigent Care * of 
the Council on Medical Service undertook two projects. The 
first was a general survey of the status of medical care programs 
for the indigent and medically indigent in the United States. The 
second consisted of specific studies of a limited number of state 


and local programs. 
GENERAL SURVEY 


The purpose of the general survey was to provide the commit- 
tee with an over-all view of the various types of medical care 
programs now in operation, to show something of the variations 
in approaches to this problem, and to discover to what extent 
medical societies officially participate in such programs. 


Questionnaires were sent to all state medical associations and 
to 125 local medical societies. A summary of such programs in 
the 48 states reveals that in 31 states the medical care of the 
indigent is a county, municipality, or township responsibility and 
that 14 states have what might be considered statewide programs. 
Most of these, however, are administered locally. 

The survey indicates that there are few organized medical 
care programs for the indigent and medically indigent. State 
governments generally limit their efforts in this field to de- 
fining indigency, to authorizing local governmental units to 
care for the indigent, and to participating in financing the care 
of special public assistance groups. Despite the increased em- 
phasis on so-called social security, the free services of family 
physicians and of hospital staff members are still the principal 
source of medical care for this group of persons. 

Hospital care is generally available to both the indigent and 
the medically indigent in government hospitals, in hospitals 
affiliated with teaching centers and, of course, in many private 
hospitals. Surgery and in-hospital medical care are equally 
available, with physicians usually giving freely of their services 
as staff members. Little effort seems to be made to allow a free 
choice of physician. 

1. Committee members: Drs. H. B. Mulholland, Chairman, Charlottes- 
ville, Va.; A. J. Bowles, Seattle; E. P. Coleman, Canton, Ill.; J. H. 


Howard, Bridgeport, Conn.; E. A. Ockuly, Toledo, Ohio; Dean W. 
Roberts, Baltimore; and Roscoe C. Webb, Minneapolis. 


36102 O—53- 75 
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Specialists’ services are generally available to the indigent, and 
to a lesser degree to the medically indigent, in outpatient clinics 
of many hospitals and in special clinics operated by health de- 
partments. Here, again, there is little free choice of physician, 
with the physicians providing their services gratis or at a small 
retainer or hourly rate. 

Few programs specifically provide home and office care for 
the indigent. In any event physicians often give their services 
to individual patients without compensation. Where such pro- 
grams do exist, it is frequently the medical society that has 
promoted the idea and is making the program work. A number 
of county societies contract with the county officials for the serv- 
ices of the society members; others provide a panel of names 
from which the client may select a physician. Several societies 
administer the entire program; others act only in an advisory 
capacity. 

From the data collected to date it is evident that medical 
societies, both state and county, must interest themselves in this 
problem. Adequate home and office care programs have been 
developed only where the medical societies have actively par- 
ticipated in the planning and operation. 


THE SPECIFIC STUDIES 


On completion of the general survey the committee undertook 
a series of specific studies of various types of indigent medical 


care programs. For this purpose 12 communities and 4 states 
have been selected, each with a different kind of program. The 
primary interests of the committee are the types and number of 
medical services available to indigent persons and the degree of 
physician participation in such programs. Consequently, the 
studies have been directed toward obtaining information and 
data that will enable the committee to evaluate the programs and 
to make recommendations as to medical society participation. 

The studies are concerned with two general groups of persons: 
(1) those on general assistance programs, including the relief 
and medically indigent, and (2) those on public assistance pro- 
grams, including the old age pensioners, the dependent children, 
the blind, and the permanently and totally disabled. 

General Assistance—Although social welfare laws differ 
greatly from state to state, the development of these laws seems 
to have a common background. They were developed to provide 
the basic necessities of life to persons not able to support them- 
selves. These persons are referred to by a variety of terms, such 
as general assistance cases, relief cases, or just the indigent. Few 
state or city laws demanded the inclusion of medical care in the 
subsistence benefits for this group, and it has been through 
“interpretation” that medical service has become and is now 
generally included as one of the basic necessities. 
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Along with this provision of subsistence and medical care for 
relief cases it became apparent that many persons could main- 
tain themselves as long as no sickness developed in the family. 
In other words, these persons could provide the basic necessities 
for their own subsistence, with the exception of medical care, 
and are known as the “medically indigent.” These two groups 
comprise the general assistance cases and are accepted as the 
responsibility of local governments. 


Public Assistance.—Over the years a number of states created 
special programs to meet the needs of particular groups such as 
the blind, the aged, and children. These special programs were 
given impetus by the federal government in 1935 through the 
Social Security Act. This act created three categories for which 
federal funds would be available to states, provided the states 
complied with such federal regulations as were set forth. The 
three categories or groups are: old age assistance, aid to de- 
pendent children, and aid to the blind. In 1949 a fourth group 
was added under the title, aid to the permanently and totally 
disabled. Persons who fall within these four groups or categories 
are referred to as public assistance cases, as opposed to the 
relief or general assistance cases. The costs of public assistance 
are shared by the local, state, and federal governments, while 
costs of general assistance are local or local-state shared. 


Old age assistance can be granted to persons 65 years of age 
or older who are in need. The amount they receive and the 
determination of a person’s eligibility rests with the state as it 
does in all the categories. Aid to Dependent Children provides 
aid to children under 16 years of age or up to 18 years of age, 
if they are in school. These are children who are orphaned or 
otherwise lose parental support and are living with relatives or 
legal guardians. Funds are granted to the guardians of these 
children. To receive assistance under the aid of the blind cate- 
gory, a person must have not better than 10% of normal vision 
corrected. This is the smallest category numerically. The per- 
manently and totally disabled category provides aid for those 
who cannot support themselves because of physical incapabilities 
that are permanent in nature. 


The federal share for old age assistance, aid to the blind, and 
permanently and totally disabled is four-fifths of the first $25 
of the state’s average monthly payment, plus one-half of the 
next $10, plus one-third of the remainder, with a maximum 
of $50 on each category. This means a state would be reim- 
bursed $30 from the federal government for a $50 allotment 
check to persons receiving old age assistance or aid to the blind, 
or to permanently and totally disabled clients. Administrative 
costs are shared equally by state and federal governments. 

In aid to dependent children cases, the federal government 
will share three-fourths of the first $12 and one-half of the re- 
mainder, with a maximum of $27 per first child per month. An 
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$18 maximum is imposed on subsequent children in the same 
house. Administrative costs are also shared equally by state and 
federal governments for this category. 


A major change made in social security administration by the 
1949 amendment involves the method of payment for services. 
Originally, no federal funds could be used to pay physicians or 
hospitals directly for care of persons on one of the public as- 
sistance programs. All federal monies had to be paid to the 
public assistance client. At present, however, the states may pay 
the vendor of medical service directly and still receive federal 
matching. 

In review, the four categories receiving aid with federal 
monetary support are old age assistance (O. A. A.), aid to 
dependent children (A. D. C.), aid to the blind (A. B.), and aid 
to the permanently and totally disabled (P. T. D.). These four 
groups make up the public assistance categorical cases. The two 
groups supported primarily from local funds are the relief and 
medically indigent cases and are to be termed general assistance 
cases. These terms and abbreviations will be used in the reports 
on indigent programs reported on here and in subsequent issues 
of THE JOURNAL. 
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Reprinted, with additions, from The Journal of the American Medical 
Association, May 10, 1952, Vol. 149, pp. 189-191 


Copyright, 1952, by American Medical Association 


MEDICAL CARE FOR THE INDIGENT 


Part I of a Study 
by the 
COUNCIL ON MEDICAL SERVICE 


Indigent Medical Care in Erie 
County (Buffalo) New York 


This report will consider Erie County, New York, as the study 
unit. The population of Erie County is approximately 800,000, 
of which 575,000 persons are in the city of Buffalo. Erie County 
is chiefly an industrial area, with both light and heavy industry 
well represented. Farming is also a source of wealth for the 
county but comparatively few of the county’s population are 
thus employed. 

ELIGIBLE POPULATION 

Approximately 16,770 persons in Erie County, or about 2% 

of the population, receive aid during the average month under 


one or more of the public assistance or general assistance pro- 
grams. The number of persons in each program is as follows: 


General assistance and medically indigent 

Public assistance 
EE SN I i ie an Bea Rn in bike 6,100 
Aid to dependent children 
Aid to blind ; 
Permanently and totally disabled..................... 
Crippled children 


All of the above groups are eligible for the same medical care 
benefits. Certification as to eligibility for medical care is handled 
by the department of social welfare, with each case investigated 
to determine the program for which the person qualifies. Each 
case worker is assigned to a given geographical area and serves 
all programs. Once eligibility for care under one of the programs 
is determined, it is maintained as part of a continuing process 
under regular case worker supervision. 


ADMINISTRATION 


The board of supervisors of Erie County, an elected body, 
appoints a board of social welfare. This board, in turn, appoints 
a commissioner of welfare to head the department of social 
welfare, the agency responsible at the county level for all persons 
receiving aid under any program. This department determines 
eligibility and does the planning for all clients, subject to ap- 
proval by the state department of social welfare. 

Within the county society welfare department is a medical 
division headed by a full-time physician and employing seven 
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part-time physicians. It is the function of this division to check 
all bills and to review the diagnoses and therapy connected with 
the bills. The medical division also reviews each special pro- 
cedure to ascertain its advisability. In addition to the review of 
bills and treatment, provision is made for remedying any abuses 
that may be found. In case of abuse, the physician or client is 
notified, depending on which of the two is at fault, and the matter 
is usually settled within the medical division. If a client is not 
satisfied with the decision, he has a right to appeal to the state 
board of welfare for a “fair hearing,” as provided under federal 
law. The physician, in turn, may appeal to the medical director 
or to the county medical society. 

The department of social welfare also has a hospital division, 
which investigates and arranges hospitalization for nonrelief 
(medically indigent) cases, as well as a dental division, responsible 
for arranging for dental care. Hospitalization of active relief 
cases is under the direction of the individual relief units. 


SERVICES AVAILABLE 

All health services are potentially available to anyone on any 
of the programs. Each person is treated according to his needs, 
whether his is an aid to the blind case or a medical relief case. 
Furthermore, there is no time lag between the request and receipt 
of most services 

Home and office calls by physicians are on a free choice basis; 
however, even though office calls are allowed, clients are urged 


to use the clinic services whenever possible. In emergencies a 
client calls a physician and identifies himself as an aid case. The 
physician is free to accept or refuse the case. If the client has 
difficulty in getting a physician or if he knows of no physician 
to call, he may contact his case worker, who will provide a list 
of four or five physicians. 


Although the county maintains its own hospital, all clients 
have a free choice of hospital and may have their own physician 
attend them during their hospital stay. The need for hospitaliza- 
tion in emergencies is determined by the attending physician, 
and the patient may go to the hospital immediately. In cases that 
do not constitute emergencies, application is made through the 
medical division. 

Outpatient care is available in the nine general hospital clinics 
to persons on any program. These clinics are partially supported 
by the county board of supervisors; therefore, when clients use 
them, the costs are not charged to the social welfare department’s 
budget. Physiotherapy is available at any time in the outpatient 
clinics and with special permission may be obtained in a private 
physician’s office. Nursing care in the home is available for all 
clients through the Visiting Nurses Association but must be 
authorized by the medical division. 
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Drugs requiring prescriptions may be obtained at the pharmacy 
of choice, provided they do not exceed $5.00; if they cost over 
$5.00 the physician writing the prescription must receive prior 
authorization from the social welfare department. In emer- 
gencies, physicians are expected to provide such medicines as 
are necessary from their medicine bags. 

Diagnostic laboratory services are available in the Erie County 
Laboratory and may be used by any physician. The laboratory 
is located in the E. J. Meyer Memorial Hospital and does the 
clinical and pathological studies for the hospital. 

Convalescent care is provided in private nursing homes and 
in the County convalescent home. Eyeglasses are provided on 
prescription of a specialist. Special appliances are also supplied 
when prescribed by a physician and approved by the medical 
division. Ambulance service is maintained and provided by the 
various hospitals as a part of their regular services. Clients are 
entitled to a choice of dentists, or they may go to dental units 
in the outpatient departments of the hospitals. An official health 
education program is operated by the health department of Erie, 
and both preventive medicine and health education are empha- 
sized by the case workers. 

Prior authorization, which means being enrolled on an aid 
program, is necessary for the benefits described. If a person who 
is not on one of the programs needs a physician and is given 
service, the physician must collect from the patient or assume 
the loss. There is no provision for reimbursing the physician 
who cares for a private patient who is unable to pay, even though 
that patient may be a relief client the next day. In other words, 
neither certification nor payment can be made retroactive. 

Special Program.—Erie County has a special county home and 
infirmary care program for individuals, except persons with 
mental disease, who need medical care and supervision on a 
long-term basis. It is available to persons on assistance programs 
as well as to those who do not qualify for a government program 
and yet are definitely in need of care. The home has a census 
of approximately 900 persons, with a special building set aside 
for persons under 50 years of age to aid them psychologically 
in their rehabilitation. 


The program is administered by the department of social 
welfare, and its costs are charged against the budget of the 
department. Financial status as well as need for care determines 
eligibility. This program costs Erie County approximately $75 
a month for both medical and supervisory care, or $44 per 
month for supervisory care alone. 


PROVIDERS OF SERVICE 


All licensed physicians in the county are eligible to participate 
in the welfare program. No written agreement is necessary. The 
physician treats the welfare patient as he does a private patient. 
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Approximately 600 of the 1,400 physicians in Erie County 
submit bills regularly; however, more than 600 participate, 
since prescriptions written by other physicians are presented for 
payment even though they do not submit a personal bill for 
services rendered. 

The nine general hospitals provide both hospitalization and 
outpatient clinic services to the welfare clients. The number of 
beds in each of these hospitals is given in the following tabula- 
tion. 

The E. J. Meyer Memorial (County).. 
Allied Hospital of the Sisters of Charity 
Deaconess 

Lafayette General 

Mercy 

Millard Fillmore 

St. Francis 

Our Lady of Victory 

Buffalo General 


The Buffalo General Hospital has a large pediatrics clinic, and 
the health department operates well-baby, prenatal, chest, 
venereal disease, and orthopedic clinics. All health department 
clinics are staffed by physicians on an hourly basis. Clients of 
all programs are eligible to attend any of these clinics. Forty- 
five nursing homes participate in providing convalescent care. 
Patients may have their own physicians in these homes, but not 
if they go to the county convalescent home. 


PAYMENT FOR SERVICES 


Physicians are paid directly by the local department of social 
welfare at the rate of $2.00 for an office call and $3.00 per home 
call. There is also a general fee schedule agreed to by the depart- 
ment of social welfare and the Erie County Medical Society. 
The schedule covers obstetrics, minor surgery, x-ray, and frac- 
tures and dislocations. The fees are approximately 50% of the 
Workmen’s Compensation Fee Schedule. 


A specialist on consultation in cases “not amenable to treat- 
ment by a general practitioner” receives $4.00 per office or home 
visit. He must be referred to the case by the attending physician 
or by the physicians in the medical division of the department 
of social welfare. Such referrals are usually made only in areas 
where clinics are not easily accessible. 

A flat rate of $11.75 per day is paid to the hospitals. This is 
an all-inclusive rate paid to all hospitals handling public as- 
sistance cases and comes from state and county funds. In the 
general assistance cases, the county alone pays for services. If 
a patient who is not on an assistance program is admitted to a 
hospital, the hospital social workers make a financial investiga- 
tion. The person is asked to pay $2.50, $5.00, $7.50, or $11.75 
(full rate), or may be declared eligible for free service as a staff 
case, depending on the result of this investigation. 
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Public funds are not available for in-hospital medical and 
surgical care; therefore, physicians are not paid for staff cases 
and may not be paid for the part-pay cases mentioned above in 
any of the nine general hospitals. 


Nursing service provided by the Visiting Nurses Association 
is paid for at the rate of $2.15 per visit. Nursing homes are paid 
at the rate of $110 per month if they provide more than custodial 
care, while $90 a month is paid to those which provide only 
supervision. A person must have a medical recommendation to 
qualify for convalescent home care. 


COSTS AND FINANCIAL SUPPORT 


The medical services of Erie County indigent cases are 
financed by tax funds from federal, state, and county govern- 
ments. The funds provided have generally been sufficient to 
carry out the program in its entirety. The total cost for medical 


Medical-Hospital Care, Erie County, April, 1951 


Cost per Person Total Cost 
penn eee puanass oman 
Physi- Physi- 
No. cians cians 
Persons Hos- and Hos- and 
Programs Eligible pital Drugs pital Drugs Total 


om 


Ald to Blind 170 $2.84 $2.34 $ 483 $ 397 $ 880 
Aid to Disabled... 927 5.70 0.71 5,283 660 5,943 
ASD. Goiiveds teed 8,210 2.71 1.24 8,697 8,972 12,669 
Ov BoB thes 6,060 3.73 2.01 22,618 12,188 34,806 
Home Relief *..... 5,284 19.87 1.66 105,005 8,769 113,774 


$142,086 $25,986 $168,072 


* This is the program for the indigent and medically indigent and also 
includes county infirmary cases described under Special Programs. 


care for all programs for an average month (April, 1951) was 
$168,072. The costs by program are shown in the table. 


The cost figures given in the table should be considered as 
samples or estimates, since the number of persons on the rolls 
of each program changes constantly. It is evident, however, that 
the cost of hospital services is considerably greater than the cost 
of physician services. Much of this cost difference is undoubtedly 
due to the fact that physicians are not paid for in-hospital 
medical care. 


Appropriations are made annually and are based on the pre- 
vious year’s experience. Since the funds for indigent medical 
care come within a departmental budget, an emergency grant 
may be procured should the appropriation prove inadequate. 


THE MEDICAL DIRECTOR OF ERIE COUNTY 


After World War II, the large population increase in town- 
ships adjacent to Buffalo brought about new problems in the 
welfare field. The Erie County board of supervisors saw that 
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raising the level of medical care and providing complete service 
was impractical on a township by township basis. It was agreed 
that improving medical care for welfare clients could best be 
accomplished by merging all medical services into a single 
county plan. On July 1, 1946, the New York State Legislature 
acted to permit such mergers, and Erie County took immediate 
advantage of the new law to reorganize its indigent care program. 
In the course of this reorganization certain units and positions 
were abolished and new ones created. The Buffalo City Hospital 
became the E. J. Meyer Memorial (County) Hospital; the Erie 
county department of charities and correction was dissolved, 
and its functions were assigned to the department of social wel- 
fare, thus expanding this department to a county basis. The 
health departments of surrounding communities were incor- 
porated in a county health department. The position of county 
physician and the position of medical consultant to the city 
department of social welfare were abolished, and a new position 
created, titled “Erie county medical director.” 

[he purpose of the reorganization was to create an office that 
could coordinate Erie County’s various medical activities, avoid 
duplication and overlapping of services and provide professional 
guidance to the total medical care program. This is done by the 
medical director and his staff. He is the liaison officer between 
the department and all agencies or agents providing medical 
care. He attends meetings of the medical society, the board of 
social welfare, the board of managers or laboratory, and the 
Meyer Hospital’s board of managers. The seven part-time physi- 
cians working under the medicai director are given the title 
“medical investigators.” These men act as medical advisors to 
the social work staff and interview all clients with medical prob- 
lems. In addition, they call at the various hospitals to review the 
medical histories and charts of hospitalized clients and thus 
prepare themselves to discuss the cases with the social work 
staff. The success of the Erie County plan is due in no small 
degree to the capable administrator who is now Erie County 
medical director. 


MEDICAL SOCIETY RELATIONSHIP 

The medical society of the county of Erie plays an important 
though unofficial part in the indigent medical care program. 
The medical director is a member of the medical economics 
committee of the society, and the society has a spokesman, who 
is a physician, on the Erie County board of social welfare to 
represent the medical viewpoint. The society works closely with 
the medical division not only in urging physicians to participate 
but in formulating medical policies and in developing rules, 
procedures, and the fee schedule; for example, by agreement 
between the Erie County welfare department and the Erie County 
medical society, all medical service by physicians in hospitals 
is rendered without charge. This agreement is based on the fact 
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that the University of Buffalo has a medical school that uses the 
various hospitals as teaching units and, therefore, needs staff 
cases for teaching purposes. 


Another interesting example is the limitation of free choice 
of physician agreed to by the medical society and the social 
welfare department. Free choice is restricted only to the extent 
that (1) if the medical division questions the adequacy of care 
by the individual physician, the division may direct the client to 
go to a hospital clinic for complete medical examination, and 
(2) patients in hospitals are to be cared for without pay or are 
placed under the care of the physician or surgeon on service at 
the time. 


Every member of the medical society is provided with an out- 
line showing clearly how he can participate and the services that 
are available to him and to the welfare patient. These outlines 
of procedure and policy have the approval of the medical society 
and simplify physician cooperation. 


SUMMARY 


Medical care for welfare recipients in Erie County is provided 
through a well-coordinated and complete service program. 
While it depends to some degree on the liberality of New York 
State laws for its organization, its successful operation is the 
result of a close and continued cooperation between all of the 
agencies and groups involved. Administration is entirely local 
and provides for adequate medical supervision and direction. 


The Erie County department of social welfare administers all 
health care services as a unified program. All persons who qualify 
as welfare recipients are permitted the same services and the 
same facilities. Overlapping services and duplication of effort, 
two bugaboos of good administration, are practically nonexistent. 
Certification is handled by qualified case workers, each of whom 
has responsibility for all welfare recipients in a given area. Since 
all recipients may have the same privileges, there is no scrambling 
from one group to another in order to obtain special medical 
services. Further, a relief client has potentially available to him 
every medical service that can be provided in the county of 
Erie. 


The medical division of the department of social welfare 
occupies a unique position in medical care administration. In 
reviewing and approving all bills for medical service, it serves 
as a protection against abuses by either physicians or recipients. 
Its authority to decide what, if any, special services a person 
needs makes it possible for every case to be considered on an 
individual basis. Direction of the division by a physician and an 
adequate staff of physicians assures the program of medical 
supervision and of the professional viewpoint so necessary to 
sound planning and administration. 


The attitude of the medical society toward the county welfare 
program and the relationship between the society and the medical 
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division assures the recipients of high quality medical care. The 
interests of those who are ill, of the general public, and of the 
physicians whose services are used in the program are all con- 
sidered in relation to each other so that each gains as a result. 
Control measures are necéssary to prevent abuse of the program 
and are accepted in a spirit of cooperation and good will. 

One goal of this comprehensive program is rehabilitation, and 
any service will be authorized that the medical division believes 
will aid in returning the client to a normal life, whether it be as 
a worker or as a housewife. It is obvious that one-time costs that 
will return a man to work are much more economical than long- 
term care. While this is not a new concept, it is usually found 
on paper and rarely, as here, in operation. 

The Erie County indigent medical care plan accomplishes the 
primary objective of any such plan. It makes available to the 
indigent sick all of the medical, hospital, and related services 
available to other citizens of the community and does this with 
a minimum of disturbance in the normal physician-patient re- 
lationship. Further, it has succeeded in partially compensating 
private physicians on a fee basis and in utilizing all available 
facilities, private and public, at a minimum of cost to the tax- 
payer. 
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MEDICAL CARE FOR THE INDIGENT 


Part Il of a Study 
by the 
COUNCIL ON MEDICAL SERVICE 


Indigent Medical Care in 
Madison, Wis. 


This report is a study of medical care available for indigent 
and medically indigent residents of the city of Madison in Dane 
County, Wisconsin. Dane County has a population of approxi- 
mately 165,000 and is primarily a farming and dairying county, 
with some small industries. Including the 14,000 students at the 
University of Wisconsin, 100,000 persons, 61% of the county’s 
population, reside in Madison, the state capitol and county seat 
and the main business center of the county. 

Public assistance is provided on a county-wide basis, but each 
of Dane County’s 60 political subdivisions is responsible for 
general assistance to its own indigent residents. For this reason, 
a study of welfare medical care in Madison is considered more 
practical than a survey of the entire county’s programs. 


ELIGIBLE POPULATION 


Residents of Madison are eligible for general assistance medi- 
cal care when admitted to the welfare department’s relief rolls 
or deemed medically indigent by the department. An average 
of 230 residents received such aid monthly in 1951. 


An estimated 3,651 persons in Dane County received aid 
monthly from public assistance programs in 1951. In table 1 
are given figures on the various types of assistance, with the 
proportion of the population aided by each program assumed as 
the same in city and county. 


According to the estimate in table 1, approximately 2,457 
Madison residents per month, about 2.5% of the city’s popula- 
tion, received general or public assistance and were therefore 
eligible for medical care at public expense in 1951. 


ADMINISTRATION 


The general assistance program is administered in Madison 
by the city welfare department, which determines eligibility of 
both indigent and medically indigent clients. Each client's eligi- 
bility is certified monthly. The welfare department is also in 
charge of planning and authorization of benefits, subject to the 
approval of the city council, to which the department makes 
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monthly and annual reports. Any appeals by clients are made 
to Madison’s director of welfare. 

The public assistance program for all of Dane County is super- 
vised by the Dane County pension department. Eligibility for 
aid to the blind and aid to the permanently and totally disabled 
is determined by the state department of public welfare. The 
county agency determines eligibility for old age assistance and 
aid to dependent children and is responsible for the planning, 
authorization, and approval of bills for all public assistance pro- 
grams. Certification of clients lasts at least a year before a re- 
check is necessary. The county pension department reports to 
the county board of supervisors and to the state department 
of public welfare. Clients may appeal county decisions to the 
state authorities, who must, by law, provide a “fair hearing.” 
Both programs provide for control of abuses by patients; for 
example, a patient who changes physicians too frequently can 
be required to choose a single physician to treat him for the 
duration of his illness. 


TABLE 1.—Estimated Average Monthly Coverage, 
Dane County and Madison, 195] 


Dane County Madison 
General Assistance (including medically indigent) 77* 230 


Public Assistance .. 3,6: 2,227* 


Old Age Assistance : 2,178 1,827* 
Aid to the Blind 5 40* 
1,350 823* 

(600 cases) 
Aid to Permanently and Totally Disabled.... 60 87* 


* Estimate, based on pereentage of county’s population resident in 
Madison. 


Complaints against physicians are referred to the Dane County 
Medical Society. The society’s medical coordinator reviews com- 
plaints concerning fees or refusal to accept welfare cases and 
can, if necessary, refer the complaint to the society’s board of 
censors for further consideration as to disciplinary action. 


SERVICES AVAILABLE 


Benefits provided by the general and public assistance pro- 
grams are sufficiently alike to be discussed jointly in this report. 
All health services are potentially available to anyone on any 
of the programs and are generally provided on a “free choice” 
basis. Each person is treated according to his needs, and the ex- 
tent and course of treatment is usually decided on by the client’s 
physician. Home and office calls are provided by physicians on 
a free choice basis. Specialists’ care, in or out of the hospital, 
is provided on referral by the attending physician. The patient 
may be referred to a specialist or to a group clinic of his choice. 

Madison does not have a city or county hospital; as a result, 
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hospitalization, when recommended by a physician, is available 
on a free choice basis. The patient may be admitted to the hos- 
pital without prior authorization from welfare agencies, and has 
free choice of a physician for in-hospital care. Provisions for 
a physician’s first visit and for hospitalization without prior 
authorization insure that there will be no time lapse between the 
request and receipt of most services. 


Madison has no public clinics or hospital outpatient clinics 
except some specialized clinics maintained by the health depart- 
ment. There are approximately 15 private group practice units 
located in various parts of the city to which welfare clients may 
go if they wish to do so. Welfare patients are treated by phy- 
sicians in the same way as private patients. Any recommenda- 
tions for services or appliances made by the attending physician 
are authorized. Drugs, as prescribed by the attending physician, 
are provided by private pharmacies and paid for by the author- 
izing agency. Home nursing and invalid home care are also 
available when necessary or advisable. 


A person who needs funds because of illness and who is not 
eligible for either general or public assistance may receive help 
from the Community Chest agency in Madison. This agency 
will help pay for both medical care and hospitalization. Patients 
are usually referred to the Chest agency by the hospitals, so that 
a double check is obtained as to eligibility and need. 


PROVIDERS OF SERVICES 


The patient may be treated by any one of the approximately 
300 physicians in Madison, except the nonpracticing staff mem- 
bers of the University of Wisconsin Medical School. The phy- 
sician need not be a member of the Dane County Medical 
Society to treat welfare patients, and no participation agree- 
ment is required. The client has free choice of physician, even 
during hospitalization, and has free choice of specialist if 
specialized treatment is advised by the attending physician. 
Fifteen group practice units in Madison also participate in the 
program. 

Madison’s health department operates well-baby, immuniza- 
tion, and chest clinics, which are open to anyone, whether or 
not referred by a physician. The health department clinics per- 
form no therapy; the chest clinic is diagnostic and performs 
fluoroscopic examinations. The health department also employs 
a full-time health educator whose services are available to any 
agency interested. 

All hospitals in Dane County may accept welfare clients. The 
general hospitals in Madison and the number of beds in each 
are given in the following tabulation. 


Madison General Hospital 177 
Methodist Hospital 182 
St. Mary’s Hospital 230 
Wisconsin General Hospital 750 
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Wisconsin General Hospital is primarily a teaching institution, 
maintained by the state; however, it will accept welfare patients 
from any county in Wisconsin. Each county is allotted a quota 
for the care of public patients at the state hospital, and the cost 
of care for these patients is shared by the state and the county. 
When the quota is exhausted, the county assumes full financia! 
responsibility for any additional public patients admitted to the 
hospital. There are two nursing homes in Madison itself and 
approximately 11 in the rest of the county. Home nursing is 
provided on a contract basis by the Visiting Nurse Service in 
Madison. 
PAYMENT FOR SERVICES 


Payments to private physicians are made according to a fee 
schedule developed by the Dane County Medical Society and 
the city welfare department and accepted by the county pension 
department for the whole county. Fees are approximately 80% 
of conservative normal fees and cover all phases of surgery and 
medicine, including in-hospital physician services. 

The fee for home calls is $3.00 during the day and $4.00 
after 7 p. m., with a $2.00 fee for each additional patient seen 
during the visit. Office calls are $2.00 each. The physician is 
paid for visits to a hospitalized patient at a rate of $2.00 per 
visit for the first 10 days, $1.00 per visit for the next 20 days, 
and $1.00 per visit for the first 10 days of each succeeding 
month. Physicians who treat general assistance patients submit 
their bills to the city welfare department. The department sends 


the money for payment to the medical society, which pays the 
physician according to the fee schedule, less 5% for adminis- 
trative costs. 


Physicians providing care under the aid to dependent children 
program are paid directly by the county pension department. 
Old age assistance and aid to the blind clients who require medi- 
cal care receive an increase in their monthly aid checks and are 
expected to pay the physician out of this amount; however, 
when the grant is used up, the pension department pays any 
further medical costs directly to the physician. There is no sup- 
plementary medical budget for aid to the permanently and totally 
disabled. Clients of this program receive their medical services 
as general assistance patients, and the service is paid for by the 
city welfare department. 

Pharmacies are paid directly for prescriptions filled for all 
classifications of welfare clients and hospitals are paid by the 
welfare agencies according to fixed per diem rates. 


COSTS AND FINANCIAL SUPPORT 


The general assistance program is supported by city. tax funds. 
The state and county governments share the medical costs of 
public assistance; the state provides 35% of these funds, and 
the county provides the rest. Indigent persons who have lived 
in Wisconsin less than one year and need medical assistance re- 
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ceive care at the expense of the state department of public 
welfare. 

All appropriations are made annually. Budgets for general 
assistance must be approved by the city council and those for 
public assistance by the county board of supervisors. Supple- 
mentary budgets may be submitted if the funds allocated are in- 
sufficient. The agencies are required by law to supply adequate 
funds; the city must bond itself, if necessary, rather than curtail 
its program. 

The cost figures given in table 2 are for the first six months 
of 1951. Official figures for public assistance expenditures are 
available for Dane County only; however, Madison has 61% of 
the county’s population, and, for the purposes of this study, city 
expenditures have been assumed to be approximately in propor- 
tion to population. As previously noted, medival care for the 
permanently and totally disabled is provided from general 
assistance funds. 


TABLE 2.—Costs of Welfare Programs 


Dane County Madison 

General Assistance $ 22,778.45 
Public Assistance $199,896.82 121,937.06 * 
Old Age Assistance 149,250.29 91,042.68 * 
Aid to the Blind 2,619.25 1,507.74 * 
Aid to Dependent Children 48,027.28 29,296.64 * 


* Estimate, based on percentage of county's population resident in 
Madison. 


With the estimated figures as a basis, the total amount ex- 
pended on welfare medical care in Madison during these six 
months would be approximately $144,710.51, or almost $300,- 
000.00 a year. 

Following are estimates of the average monthly cost of medi- 
cal care in Madison for each of the four programs and for each 
eligible client, as well as the monthly cost of some of the major 
items provided. For the purposes of this tabulation, the 37 
clients estimated as eligible for aid to the permanently and totally 
disabled have been included with those eligible for general 
assistance. 

G.A. O. A.A. A. B. A. D.C. 

Estimated monthly cost $3,795.58 $15,173.78 $266.29 $4 882.77 
(Estimated number eligible).. (267) (1,327) (40) (823) 
Cost per eligible person 14.22 11.44 6.61 5.98 
Physician's care 4.08 2.60 1.38 2.45 
1,71 1,12 1.53 0.81 

Hospitalization 5.37 2.77 0.20 0.91 

Nursing home care 2.49 4.34 2.64 olaiee 

Miscellaneous items........ 57 61 6 1,76 


The average cost of medical care per eligible client for Madi- 
son’s entire welfare program during this period, based on the 
above figures, was about $9.82 per month. 


26102 O—53-—-—76 
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MEDICAL SOCIETY RELATIONSHIP 


The medical coordinator of the Dane County Medical Society 
occupies a key position in the city and county medical aid pro- 
gram. His duties are “to make certain that the patients, the doc- 
tors and the various agencies are mutually satisfied with the 
services and the allowances” agreed to by the medical society 
and the welfare agencies. The coordinator, who serves without 
pay, acts on behalf of the medical society in controlling abuses 
by physicians, reviewing complaints, and helping to settle dis- 
puted fees. He serves as liaison officer between the medical pro- 
fession and the welfare agencies and, if necessary, may refer 
cases directly to the society’s board of censors. Much of the 
success of the total program is due to the work of this office. 


It is largely through the efforts of the Dane County Medical 
Society and its coordinator that the patient is assured of com- 
pletely free choice of a physician not only for home and office 
but also for hospital care. The fee schedules established by the 
society and the welfare agencies provide for fair reimbursement 
for all services provided by the physician, with compensation 
according to the treatment given. 


It is noteworthy that treatment can be provided by any phy- 
sician in the county and that no participation agreement is re- 
quired. Thus, the choice of physician is completely free, not even 
limited to society members, although the society has a major 
part in the program through the fee schedule and the coordinator 
and is used by the city welfare department to distribute pay- 
ments to the individual physicians. 


SUMMARY 


The medical aid program for recipients of general assistance 
and public assistance in Madison achieves reasonably complete 
unity and coordination through the office of the medical coordi- 
nator of the Dane County j.edical Society. The services offered 
under the two programs are almost identical, and payments to 
physicians are in accordance with a fee schedule agreed on by 
the welfare agencies and the medical profession. The clients of 
any relief program are eligible for home and office care, hos- 
pitalization, home nursing, convalescent care, and prescribed 
drugs. As a result, relief clients have potentially available to them 
every medical service provided in the county, and, because the 
services are the same for all relief groups, there is little incentive 
to “jump” from one program to another in order to obtain more 
and different types of medical service. 


For those who are unable to meet the qualifications of gen- 
eral or public assistance but who need aid to pay for medical 
care, the Madison Community Chest agency has a program of 
financial assistance. Thus, any person in Madison who finds it 
impossible to provide himself or his family with medical care 
has some program of assistance to which he may turn. 
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A number of features of the Madison program are especially 
noteworthy. A completely free choice of physician, with the same 
physician caring for the patient over a period of time and when 
hospitalized, is the best assurance of a good quality of medical 
care to the indigent. The fact that authorization is not required 
before a patient calls a physician means that there will be no 
gap between the request for and receipt of services. In addi- 
tion, physicians are paid for all services, thus placing the indigent 
on a par with private patients and eliminating any stigma that 
might be attached to indigency. 

The role of the medical society of Dane County is admirable. 
It not only negotiates agreements between official agencies and 
physicians and sees to it that the physicians give service to all 
indigents under the terms agreed on but it polices its own mem- 
bership. The only weakness here is that the control of abuses 
by physicians is vested primarily in one man. At the present 
time this man handles the position extremely well. His honesty 
and fortitude of character are especially suited for this responsi- 
bility. It would seem, however, that since the medical coordina- 
tor’s job is such an all-important cog in the machinery his 
authority should be shared by a committee of no less than three, 
so that, in the event one person is unable to carry on, the pro- 
gram can be assured of continued strength and continuity of 
policy. 

From the client’s standpoint the program is certainly success- 
ful in providing complete medical care with a minimum of delay 
and red tape. The main objective of the program is to render 
adequate medical care to relief clients, and in this there can be 
little doubt that Madison has succeeded. 
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MEDICAL CARE FOR THE INDIGENT 


Part III of a Study 
by the 
COUNCIL ON MEDICAL SERVICE 


Medical Care for the Indigent in Newark, New Jersey 


This report concerns the medical care available for indigent 
residents of Newark in Essex County, New Jersey. The county 
has approximately 905,000 residents, of whom 439,000 live in 
Newark, the state’s largest city. Newark is highly urban and 
industrialized. It is located in the eastern part of New Jersey, 
within the New York City metropolitan area. 


ELIGIBLE POPULATION 

General assistance programs are administered by Newark 
itself, while the public assistance programs are county-wide in 
scope. During the year 1950, approximately 13,150 persons 
in Newark, or about 3% of the city’s population, received aid 
under the city programs. About 8,730 residents, or about 1% 
of the county population, received aid from Essex County 
public assistance agencies. The number of city residents receiving 
public assistance aid is not available; however, if the percentage 
of the population receiving aid is assumed to be the same for 
city and county, a total of 4% of the city’s residents or approxi- 
mately 17,692 persons received aid under the combined pro- 
grams. Table 1 shows the distribution of the recipients of aid 
among the various assistance programs. Because of the differ- 
ences in administration and population covered, general as- 
sistance and public assistance programs will be discussed 
separately. 

GENERAL ASSISTANCE 

Administration.—In Newark, medical care for the indigent 
(those actually on relief rolls) is provided through the depart- 
ment of public welfare and for the medically indigent (persons 
able to provide the basic necessities for their own subsistence but 
unable to pay for medical care) through the Newark Health 
Department. Both departments are part of the city’s division of 
public affairs, headed by the director of public affairs, who is 
one of the five city commissioners. Both departments report to 
this director, and all budgets and emergency appropriations 
must be approved by him and by other city commissioners. 

The director of welfare and the health officer exercise im- 
mediate supervision of their respective departments. However, 
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policies and procedures of the welfare department are subject 
to the approval of the local assistance board, appointed by the 
director of public affairs. The welfare department is under the 
general supervision of the New Jersey State Department of 
Institutions and Agencies and submits reports to this body as 
well as to the division of public affairs. Each department is in 
charge of planning, determination of eligibility, authorization 
of treatment, special procedures, and review for its own medical 
program. 

The welfare department maintains a central clearance division, 
which provides information concerning eligibility to the city 
hospital, the medical social service department, the health depart- 
ment, and the Medical Service Administration (the agency 
through which payments are made to private physicians). The 
two latter agencies are continually advised of status changes as 
they affect the clients’ eligibility for services provided. All clients 
applying for medical assistance are cleared through this division, 
and any assistance given by the county welfare board to Newark 


TABLE 1.—Distribution * of the Recipients of Aid Among the 
Assistance Programs, 1950 
General Assistance (Newark residents only) 
Indigent (mean of relief rolls for year) 
Medically indigent (cases treated)......... 
Publie Assistance (whole of Essex County 
Old Age Assistance 
AAS CO BEM. 68.500 awk 
Child Welfare (1,517 families). 


*No allowances have been made for duplication of coverage. 


residents is also noted and passed on to the investigators con- 
cerned. 

Indigent cases are reviewed every two weeks to determine 
continuing eligibility, unless the client is permanently disabled. 
These cases are reviewed monthly by the department’s case 
workers. The health department has a small staff of medical 
social workers who check on the medically indigent patient’s 
ability to pay. New patients who are not on the welfare depart- 
ment’s relief rolls are personally interviewed; in addition, spot- 
check home visits are made, especially for home care by physi- 
cians. If the physician suggests that the patient is able to pay, 
the department investigates further and bills those clients who 
are ineligible for free care. 

Bills from private physicians are examined carefully; if a 
charge seems exorbitant, payment is withheld and the bill is 
reviewed by the Essex County Medical Society. Indigent patients 
may appeal to the state welfare agency; medically indigent 
patients must appeal to the Newark Health Department. 


Services Available.—Indigent and medically indigent patients 
are eligible for the same medical care, through the same facilities. 
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Patients may receive home care from a private physician of 
their choice, provided the physician has agreed to work with the 
program. However, since ambulatory patients are generally 
treated at the health department clinic, the free choice system 
functions primarily for home visits. The clinic provides all 
special medical services as authorized by the department from 
which the patient receives aid. 

Other special services are provided by 24 neighborhood 
clinics, used for well-baby stations, tuberculosis examinations, 
and prenatal and dental clinics; nine neighborhood dental clinics 
for treating both adults and children; and a main dental clinic, 
which provides treatment for children three days a week and 
adults two days. The health department maintains an allergy 
clinic, to which patients are referred from the dispensary clinics 
and from other allergy clinics when they cannot afford the usual 
clinic fees. Neuropsychiatric treatment is available at the city 
dispensary. 

The welfare department also maintains a medical center, which 
does not provide treatment but was initiated so that case work- 
ers could maintain current adequate knowledge of the medical 
status of each client. Cases are discussed individually at weekly 
conferences between the medical director and the case super- 
visors. The medical staff is composed of a nurse and four physi- 
cians loaned by the health department and one psychiatrist; 
non-medical personnel are provided by the welfare department. 
Authorizations for special medical service for welfare clients 
must be approved by this center. 

Patients may receive treatment at the outpatient departments 
of the private hospitals at their own expense, at a fee of 50¢ to 
$1.00 per visit. Hospitalization, when recommended by a physi- 
cian, is provided at Newark’s City Hospital. If the city hospital 
has no vacancies, patients are sent to private hospitals in the 
city. The hospitalized patient does not have free choice of physi- 
cian. Clients may receive home nursing care from the visiting 
nurse association or convalescent care from Newark nursing 
homes, when recommended by a physician. 

Prescriptions are filled at the health department pharmacy. 
When this dispensary is closed, emergency prescriptions may 
be filled at private pharmacies at the authorizing department’s 
expense. Medicines recommended by the physician and not 
available through the city dispensary are purchased by the de- 
partment involved. When recommended by physicians, special 
diets are provided for the ill through an accredited dietitian 
who determines the food needs of the patient. Hospital surgical 
appliances, orthopedic shoes, eyeglasses, and other appliances 
are provided when necessary for the health or rehabilitation of 
the patient. The Newark Health Department Laboratories pro- 
vide bacteriological, chemical, and serologic tests for all di- 
visions, for local physicians, and for department clinics. 
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Prior authorization is necessary for all services except the 
first home visit by a private physician. Physicians are paid for 
this first visit whether or not the patient has been previously 
authorized to receive aid. Further calls are not paid for, how- 
ever, until the patient’s economic status has been investigated 
and the appropriate department has authorized such aid. An 
applicant who needs assistance because of temporary illness 
that deprives him of his income but who is entitled to benefits 
from unemployment insurance, sick benefits, workmen’s com- 
pensation or other sources, is not deprived of care. However, 
he signs a reimbursement agreement with the welfare depart- 
ment to repay the department from this anticipated income. 

Providers of Service.—All licensed physicians in Newark are 
eligible to provide home care for general assistance patients and 
have been urged by the Essex County Medical Society to par- 
ticipate in the program. The main agency used for hospitalization 
of indigent and medically indigent patients is Newark City 
Hospital, a general hospital with 700 beds. When the city hospital 
has no vacancies, 11 other general hospitals in Newark can be 
used. The hospitals and the number of beds are given in the 
following tabulation: 

American Legion Memorial Hospital.. 

Columbus Hospital .. 

Community Hospital . 6 ciblite « ; 

Hospital of St. Barnabas for Women and Children 

Lutheran Memorial Hospital 

Newark Beth-Israel Hospital 

Presbyterian Hospital 

St. James Hospital.. : Heh. sane . ; in) 
St. Michael’s Hospital. y ; ‘ ; Ave 
Orange Memorial Hospital! 390 
St. Mary's Hospital..... ; “ ; Seances 


All the private hospitals have outpatient departments, which 
may be used for clinical treatments by general assistance clients 
at their own expense. The health department’s city dispensary, 
which acts as an outpatient department for the city hospital, 
provides all free ambulatory care. It has a staff of 16 to 20 
part-time physicians and has.a 24 hour phone service to handle 
emergencies and to aid clients in contacting physicians for home 
calls. Among the clinic treatments available are pediatric, 
surgical, gynecological, orthopedic, neuropsychiatric, derma- 
tological and eye services. Tumor clinics, massage, and electro- 
therapy are also available. All specialist services are provided 
through the clinic. 


Payment for Services.—Private physicians submit their bills 
for home calls to the Medical Service Administration of New 
Jersey, a separate corporation organized under the auspices of 
the Medical Society of New Jersey. The M. S. A. in turn sub- 
mits the bills to the welfare department for approval and then 
to the city for payment. The city pays directly to M. S. A. the 
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total amount due for the preceding month, plus 10% for ad- 
ministrative costs, and M. S. A. pays the individual physicians. 

Payment for home visits is according to a fixed schedule. For 
home calls during the day, the physician receives $3.00 plus 
$1.50 for each additional patient in the household seen at the 
same time, with a $7.50 maximum. For calls between 11 p. m. 
and 8 a. m., the base rate is $5.00, with $2.50 for each additional 
patient, and a maximum of $12.50 per call. If a physician has 
to give special service in the home, he is paid according to the 
service rendered. Bills submitted before the 10th of the month 
are paid by the last week of the following month, a lapse of 
approximately six weeks. 

Any drugs supplied by the physician during a home call are 
replaced for him by the health department pharmacy. Emergency 
prescriptions filled by private pharmacists while this dispensary 
is closed are paid for by the department involved. 


TABLE 2.—Expenditures by Departments for the Indigent, 1950 


Health Welfare 
Department Department Total 


Physicians ... $ 15,298.50 $ 13,092.00 $ 28,390.50 
Nurses. ... 5,405.40 4,594.60 10,000.00 
Private Hospitals 7 No Data 14,707.00 14,707.00 
Clinies * . 263,212.50 87,737.50 350,950.00 


Totals Ke $283 ,916.40 $120,131.10 $404,047.50 


*The 1950 Newark Health Department report states that about 25% 
of the clinic patients were indigent; this percentage has heen used for 
division of costs, treatments, and number of patients. Cost figures are 
based on a total cost figure for the dispensary of $375,950, less $25,000 
for home visits from physicians and nurses, listed separately above. 


When private hospitals are used, payment is made at the rate 
of $11.00 per day, covering all inhospital expenses. The city 
hospital has its own budget to pay for care of general assistance 
patients. Hospitalized patients under this program do not have 
freedom of choice of physicians, and physicians receive no pay- 
ment for in-hospital treatment. 


Costs and Financial Support.—The welfare and health depart- 
ments prepare their budgets on the basis of the previous year’s 
expenditures. The budgets are submitted for approval to the 
Director of Public Affairs and the other city commissioners. If 
funds allocated are found insufficient, an emergency appropri- 
ation can be made. In 1950, no emergency appropriations were 
needed. The cost of care for medically indigent patients is paid 
by the city; for indigent care, the state provides approximately 
40% of the funds and the city provides the remainder: 

Cost figures are incomplete, but the expenditures listed in 
table 2 give some indication of costs for each department in 
1950. The health department estimates that 25% of its entire 
budget is spent on medical care for the sick poor; for 1950, this 
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figure would be approximately $385,011.09. The number of 
services provided are given in table 3. 

Using as the number eligible for treatment the 4,446 medical- 
ly indigent persons actually treated during 1950 and 8,704 
indigent persons, the mean of the relief rolls for the year, the 
distribution of total annual cost per eligible client is as follows: 
Health Department $63.86 
Welfare Department 13.8 


Total program . . $20). 


Medical Society Relationship —The Medical Society of New 
Jersey established the Medical Service Administration in 1940 
to administer payments to private physicians for care of general 
assistance clients in the state. The M. S. A. has handled re 
imbursement for care of the indigent in Newark since 1943 and 
for care of the medically indigent since 1944, through an in- 
formal agreement with the city. Before this plan went into effect, 
home care was provided by salaried city physicians. The present 


TABLE 3.—Number of Services Provided for the Indigent, 1950 


Health Weltare 
Department Department 
Physicians’ visits 626 4.080 
Nurses’ visits 2310 1 Bor 
Private hospital patient-lays o Duta 1,337 
Clinic treatments 4,220 Lh. 
Clinie patient visits 


Different persons visitins 


} j 
nie 


Set iootnote 1 


system seems more efficient and economical and has operated 
to the satisfaction of patients, physicians, and city officials. 

The M. S. A. receives the bills from the individual physicians. 
Questionable bills are submitted to an advisory committee 
appointed by the Essex County Medical Society for approval, 
disapproval, or adjustment. All approved bills are forwarded to 
the Newark Health Department. Upon receiving the bills, the 
M. S. A. checks them to note discrepancies and divides them 
into indigent and medically indigent categories. They are then 
sent to the health department for determination of medically 
indigent eligibility and for checking the relief status of indigents. 
The health department sends the indigent bills to the department 
of welfare, where they are again checked as to relief status. 
The health department sends the medically indigent bills back 
to M. S. A. with an affidavit for payment. The affidavits are then 
presented to the board of city commissioners for approval. The 
city treasurer's office pays the M. S. A. the total plus 10% for 
administrative funds. The M. S. A. then reimburses the individual 
physicians. 
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All matters pertaining to patient-physician relationship and 
standards of medical care are the joint responsibility of the 
M. S. A. and the health department. In the event of any disagree- 
ment between the M. S. A. and the city departments, the matter 
is referred to the Essex County Medical Society Advisory Com- 
mittee and representatives of the Newark Division of Public 
Affairs for their joint arbitration. The welfare department fur- 
nishes the M. S. A. with a list of all persons currently on the 
official relief rolls of the city and the health department main- 
tains a record of all approved calls for physicians’ services re- 
ceived by the department. 

The Essex County Medical Society has publicized the health 
department’s 24-hour emergency call service and has attempted 
to interest physicians in participation in the general assistance 
program. However, only a small percentage of the physicians 
have agreed to accept such cases. Staff members provide all in- 
hospital medical and surgical services free of charge, without 
choice of physician, for indigent and medically indigent patients 
at private hospitals. 

PUBLIC ASSISTANCE 

Administration.—The three public assistance programs, old 
age assistance, aid to the blind, and child welfare, are all under 
the state Department of Institutions and Agencies, through the 
corresponding divisions of that department: the division of old 
age assistance, the state commission for the blind, and the state 
board of child welfare. 

All programs operate through county offices. The county 
welfare board, appointed by the County Board of Chosen Free- 
holders, handles planning, review, authorization, determination 
of eligibility and approval of bills for old age assistance. It ac- 
cepts applications fer aid to the blind, but final decisions on 
eligibility and aid are made at the state level. The welfare board 
has seven members, two of whom are freeholders serving ex 
officio and the other five are citizens chosen by the freeholders. 
Immediate supervision is by a welfare director, chosen by ex- 
amination. 

Medical care for all recipients of child welfare aid, both those 
living in their own homes who receive home life assistance and 
those living in foster homes as wards of the state, is handled by 
the district office of the board of child welfare, in Newark. The 
district office is responsible for authorization, eligibility, and 
approval of bills. A district supervisor heads the office and case 
work services are performed by 28 social case workers under 
the immediate direction of four assistant district supervisors. 

Both the county welfare board and the district office are re- 
sponsible to the Department of Institutions and Agencies and 
must make regular reports of their activities to the appropriate 
divisions; the state offices can veto local actions. The client has 
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the right of appeal to the state offices, as federal law requires a 
“fair hearing” of all complaints. The status of old age assistance 
recipients is checked every six months and aid to the blind and 
child welfare cases are checked quarterly. Alleged abuses by 
physicians are referred to the Essex County Medical Society. 


Services Available.—In general, old age assistance and aid to 
the blind clients are entitled to the same benefits. All those eligible 
for aid from the board of child welfare, whether through the 
home life assistance program or as wards of the state, receive 
the same medical services. All three programs provide for home 
care by the physician of choice; however, child welfare patients 
are expected to go to clinics for treatment when possible. Spe- 
cialist care in old age assistance and aid to the blind cases is 
provided by physicians selected by the county welfare board. 
Specialist care for dependent children is provided at clinics. 

Clients of these programs may be hospitalized at any hospital 
in the county, and arrangements have been made for clinic care 
with private clinics and with the outpatient departments of the 
private hospitals. The health department clinics in Newark may 
not be used for old age assistance cases. On the other hand, child 
welfare patients in Newark are to be referred to the city hospital 
or the health department clinics whenever possible. 

Home nursing is provided through the Visiting Nurse Associ- 
ation and convalescent care through the nursing homes in the 
county. If room is not available in county nursing homes, old 
age assistance clients may be accommodated in homes in New 
York State. No time limit is placed on convalescent care for old 
age assistance patients, but such care for child welfare patients 
is limited to 30 days. If care is still needed after this period, it 
must be provided through one of the general assistance pro- 
grams. 

In all programs, drugs and prescriptions are provided through 
arrangement with private pharmacies or as part of the in-hospital 
treatment and included in the flat per diem rate paid the hospital. 
In the old age assistance program, special procedures are pro- 
vided without additional compensation at the physician’s office 
or at the hospital. Special procedures for child welfare patients 
are provided at the clinics. 

Prosthetic appliances are provided for old age assistance clients 
when they are recommended by the physician; eyeglasses and 
special appliances are provided for child welfare patients at a 
rate agreed to with the health department. Dental care is avail- 
able from state-licensed dentists and from the health department 
dental clinics. In addition, the state commission for the blind 
maintains a motorized eye health service that travels from county 
to county providing examination and diagnosis of school chil- 
dren’s eye ailments. The ophthalmologist with this unit pre- 
scribes for those children who are eligible for free treatment and 
financial aid. 
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Providers of Service-—All physicians in the county will pro- 
vide care for old age assistance and aid to the blind cases, while 
200 of the 1,500 physicians in the county will care for child 
welfare cases, through a program sponsored by the Essex County 
Medical Society and the state board of child welfare. 

The 24 private and public hospitals in the county are available 
for hospitalization of public assistance clients. All these hospitals, 
except the city hospital in Newark, have outpatient departments 
that may be used for clinic care. Child welfare patients in 
Newark are expected to use the city hospital and health depart- 
ment clinics whenever feasible. Private clinics throughout the 
county also participate in the programs. Home nursing service 
is provided through the Visiting Nurse Association and con- 
valescent care through 300 nursing homes in the county. 

Payment for Services ——Payments for the care of old age as- 
sistance clients are made by the county welfare board. The state 
issues checks for payment for aid to the blind care. Payments 
for care of child welfare clients are made through the district 
office of the state board, to which all bills are submitted. Before 
the August, 1950, changes in the federal Social Security law 
went into effect, payment for care by private physicians was 
added to the regular old age assistance check, and the client was 
expected to pay the physician. Now, however, under this pro- 
gram, as in the other two, the physician is paid directly. 

In all programs, the physician’s fee is $2.00 for office calls, 
$3.00 for home calls, and $5.00 for home calls at night. In 
addition, the Board of Child Welfare allows an extra fee of 
$1.00 for each additional patient seen during a house call. Re- 
quests for a larger fee for the treatment of children because of 
extraordinary circumstances, such as the use of biologicals in 
an emergency, are subject to the approval of the Essex County 
Medical Society’s Child Welfare Committee, which also deter- 
mines the number of visits eligible for payment under the 
program. 

Clinic payments in old age assistance and aid to the blind 
programs are $1.50 per visit, and hospitalization is at a flat 
ward rate of $11.00 per day for all inhospital services. In the 
child welfare program, clinic visits are paid for at a rate of 
50 cents to $1.00, and hospitals are paid at an agreed rate, which, 
however, varies from hospital to hospital. The average payment 
for hospitalization of dependent children is $7.00 per day for 
14 days and $5.25 per day thereafter, but some hospitals are 
paid a flat rate of $7.50 per day. Treatment at the health depart- 
ment clinics in Newark is free for city residents. 

Nursing service by the Visiting Nurse Association is provided 
at a rate of $2.10 per visit and convalescent care, for old age 
assistance clients, is at a rate of $135.00 per month. Pharmacists 
are paid for prescriptions filled for clients of the programs, 
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although physicians are requested to avoid prescribing expensive 
proprietary drugs unless necessary for treatment. In the child 
welfare program, the pharmacist may either bill the board of 
child welfare directly or charge the mother or foster mother, 
who will then be reimbursed by the board. 


Costs and Financial Support——Funds for all programs are 
provided by state and county appropriations and by federal 
subsidy, except that no federal funds are received for the care 
of children who are wards of the state. New Jersey supplies 
87% of the funds for the old age assistance program; in the 
Child Welfare programs state and county pay an equal share 
of the cost. 

Hospitalization as a part of the New Jersey old age assistance 
program is provided only in Essex and Gloucester Counties, 
where the boards of frecholders make appropriations directly 
to the county welfare board for such service. In the other coun- 
ties, old age assistance patients are hospitalized through general 
assistance programs, as are aid to the blind clients in Essex 
County. Dependent children are hospitalized through board of 
child welfare funds. 

Appropriations are made annually and emergency appropri- 
ations can be made if insufficient funds are provided. The county 
welfare board, in addition, has the right to insure anything of 
value belonging to an old age assistance client and put the 
insurance policy into trust. This money can be used for burial 
expenses and for partial reimbursement of the program. Detailed 


cost figures are available for the old age assistance program 
only. The expenditures for this program in 1950 are shown in 
the following tabulation: 


Physicians iil» $ 66,622.90 
Visiting Nurse Association . ; yea 7,194.68 
Pharmacists ...... . . des stain : 64,412.99 
Clinies . Port eee tee vat oe : gle 12,688.01 
Other medical expenses (dental, eye, chiropody, ete 15,477.81 


Total medical expemses............. : . $167,196.39 
Hospital (may include convalescent care). ; . . 235,000.00 


Total cost i sRiabeaas $402,196.39 


The aid to the blind program had a monthly medical expense 
of approximately $249.73, or $2,973.00 per year. The child 
welfare program does not have cost figures available for Essex 
County. 

Using these figures as a basis, the annual cost of physician's 
care per person eligible for old age assistance was $13.32 in 
1950 and the total cost was $80.44 per person. Annual medical 
expenses of aid to the blind per person eligible was $14.22. 
Since these figures refer to those eligible for care rather than to 
the actual number of patients treated, no analysis of cost per 
case is possible. 

Medical Society Relationship—The Medical Society of New 
Jersey is studying methods of facilitating the payment of private 
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physicians for care to old age assistance clients. The state has 
requested the society to develop some plan, similar to the Medi- 
cal Service Administration, which will enable the state to reduce 
the bookkeeping and supervision required in making separate 
payments to individual physicians. 

The Essex County Medical Society has entered into active 
cooperation with all three programs. It attempts to stimulate 
physician participation and acts as a board of review for all bills 
submitted by physicians and for complaints concerning alleged 
abuses by physicians. 

The county society has also entered into an agreement with the 
state board of child welfare, through the society’s child welfare 
advisory committee, to facilitate the care of dependent children. 
Before 1948, the state negotiated with the individual physicians 
who provided this care; beginning with that year, the society has 
provided and kept up to date a list of all members who agree to 
treat child welfare patients. The list is distributed by the district 
office to all child welfare clients. The society’s child welfare com- 
mittee also acts as an advisory or liaison committee to the state 
board; it reviews bills, hears complaints against physicians, and 
provides professional consultation and advice at the request of 
the district supervisor of the program. 


SUMMARY 


Indigent and medically indigent residents of Newark receive 
medical care through a variety of programs and a variety of 


agencies. Medical care for general assistance clients is provided 
under the supervision of city departments, while public assistance 
is provided through county-wide programs by county offices 
under state supervision. Benefits, payments, and method of pay- 
ment differ somewhat from one program to another but, in 
general, much the same services are provided in all programs. 

No single agency is responsible for over-all supervision of 
medical care in Newark, but the central clearance division of the 
Newark Welfare Department maintains records on all recipients 
of medical aid, whether from city or county offices, and notifies 
city departments of the status of each client. In the absence of a 
unified program, this office serves to provide some coordination 
of aid for city residents. 

The major point of interest in the Newark plan is the Medical 
Service Administration, which serves as an intermediary between 
the private physician and the departments providing general 
assistance. This agency makes possible free choice of physicians 
for home care, with a reasonable reimbursement for the physi- 
cian, yet keeps control of this care firmly in the hands of the 
medical profession. The agency has provisions for the review of 
bills and for hearing complaints, whether from the physician or 
the welfare authorities. It keeps involvement of the physicians in 
red tape to a minimum. 

The Medical Service Administration is designed to serve as a 
state-wide agency, though at present it is operating only in the 
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Newark area. The state old age assistance authorities have sug- 
gested to the state medical society that a similar plan be formu- 
lated to handle payments for care of the aged. 

An important factor in providing proper care in Newark is 
the guarantee that a physician will receive payment for his first 
visit to a patient, whether or not the patient is eligible for free 
care. This rule assures immediate treatment of emergency cases 
without the delay necessary to check the welfare status of the 
patient. 

Provision is made for utilizing all types of medical facilities 
in the city, although in the general assistance and child welfare 
plans primary emphasis is placed on use of the City Hospital and 
Dispensary. The provision for convalescent care of old age as- 
sistance patients in New York nursing homes when Essex County 
homes have no vacancies is particularly noteworthy. 

The Essex County Medical Society, through advisory and 
liaison committees, supervises the quality of medical care and 
reviews bills to determine whether fees are fair to physicians and 
to the welfare programs. Participation in the programs is, how- 
ever, uneven. All physicians are willing to treat old age assistance 
clients, while only 17% of the county’s physicians have agreed to 
handle child welfare cases, and only 7% of Newark’s physicians 
handle the city’s general assistance cases. 

The program as a whole has an obvious disadvantage in its 
lack of unified administration. General assistance is provided at 
a city level, through two city agencies; public assistance is pro- 
vided at a county level, through two county agencies and the 
state authorities. At least three separate invest‘gating staffs are 
maintained to determine eligibility; authorization for care, de- 
pending on the program, may be at a city, county, or state level, 
as is payment of bills. The Medical Service Administration, or- 
ganized for state-wide service, is used only in Newark and only 
for general assistance payments, although it appears to be an 
efficient agency to handle payments to physicians for all pro- 
grams. 

There also appears to be some confusion in the benefits offered 
by the various programs. One program allows the use of private 
clinics only, another allows the use of both private clinics and 
the Newark City Dispensary, while another allows private clinic 
care only at the patient’s own expense. Some patients will find it 
necessary to receive aid from both general and public assistance 
programs in order to obtain complete medical care. 

In general, however, despite the multiplicity of agencies, the 
indigent resident of Newark seems to have available all medical 
services necessary for treatment and rehabilitation, with a mini- 
mum of delay between request for care and first treatment. 





2848 HOSPITAL CARE AND OUTPATIENT DENTAL TREATMENT 


Reprinted, with additions, from The Journal of the American Medical 
Association, September 20, 1952, Vol. 150, pp. 239-241 


Copyright, 1952, by American Medical Association 


MEDICAL CARE FOR THE INDIGENT 


Part IV of a Study 
by the 
COUNCIL ON MEDICAL SCIENCE 


Medical Care for the Indigent in Shawnee 
County (Topeka), Kansas 


This is a study of medical assistance benefits made available 
to the indigent and medically indigent population of Shawnee 
County, Kansas. Ninety thousand of the county’s 115,000 resi- 
dents dwell in the city of Topeka, the state capital and county 
seat. Some 7,000 may be thought of as transient residents, since 
this figure represents the population gain immediately following 
the reactivation of Forbes Air Force Base in 1950. In Topeka 
are the main headquarters of the Santa Fe Railroad, and its 
shops support approximately 20% of the city’s inhabitants. The 


lion’s share of the remainder is employed by the Goodyear Tire 
Company and numerous smaller industries. Agriculture, though 
important to the community’s economy, occupies relatively few 
of its citizens. 


ELIGIBLE POPULATION 

Assistance to the county’s indigent and medically indigent 
is the charge of the Shawnee County board of social welfare. 
Office and home workers certify candidates for assistance fol- 
lowing standards set forth by the F. S. A. and state and local 
welfare organizations. Rejected applicants may appeal final 
judgment on their pleas to the Kansas state board of social 
welfare. Recipients of public assistance grants are reinvestigated 
semiannually in accordance with federal laws, whereas general 
assistance clients are recertified monthly. 


All assistance clients are equally eligible for medical care at 
public expense. Table 1 presents estimates of the number of 
persons eligible (total number of welfare clients) and the number 
actually receiving medical care during a single month. These 
represent unduplicated totals. It is notable that 2,560 persons, 
2.3% of the county population, were eligible and that, of these, 
24% actually receive some form of medical service within a 
given 30 day period. 

ADMINISTRATION 

Since 1942, medical care for the indigent of Shawnee County 
has been provided through an “insurance-prepayment plan.” 
Through a contract drawn between the county board of social 





HOSPITAL CARE AND OUTPATIENT DENTAL TREATMENT 2849 


welfare and county medical society, the medical profession 
agrees to provide specified medical benefits to all certified social 
welfare clients. Formulation of policy and over-all administra- 
tion of the program are responsibilities of the medical service 
board, which is composed of the society’s president, president- 
elect, treasurer, five elected physician members, and the city- 
county health officer. 


Transactions of the board are expedited by six subcommittees, 
each of which is composed of an appointed chairman and three 
physician committeemen. There is a subcommittee on (1) clinic, 
(2) consultation, (3) hospitals, (4) appeals and complaints, (5) 
audit and finance, and (6) drugs and laboratory. The subcom- 
mittee on clinic is responsible to the board for the proper staff- 
ing and efficient operation of clinics for the indigent. The sub- 
committee on consultation reviews unusual cases and referees 


TABLE 1.—Estimated Average Monthly Eligibility and Actual 
Recipients of Medical Assistance 
Number 
Eligible Recipient 
General Assistance (includes medically indigent).. 280 120 


Publie Assistance 
Old Age Assistance f 410 
Aid to the Blind 2 
Aid to Dependent Children 23 
Aid to the Permanently and Totally Disabled 50 


Totals 605 


on conflicting reports and diagnoses by physicians. The subcom- 
mittee on hospitals approves all hospital admissions and acts 
as liaison between the hospitals and the board. The subcommit- 
tee on appeals and complaints hears all grievances of clients or 
physicians and submits decisions on these issues to the medical 
service board. The subcommittee on audit and finance audits 
physicians’ reports and establishes fees for medical services. The 
subcommittee on drugs and laboratory, composed uf the four 
members as above described plus a registered pharmacist, recom- 
mends rules and regulations respecting drugs and establishes 
approved drug lists. The executive secretary of the medical 
society, as the coordinator of the program, channels all prob- 
lems brought to his attention into the proper subcommittees. 
Although he is “responsible” for maintaining records, reviewing 
bills, and for the “efficient and ethical administration of the 
program,” it is the various subcommittees that make the determi- 
nations as to policy and procedure. 


46102 O—33—— T7 
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SERVICES AVAILABLE 


The indigent person is free to visit the office of any physician 
he may choose; he may also ask any medical society member 
to call at his home and need not, in either event, identify him- 
self as a welfare recipient prior to treatment. The only limit to 
this free choice is the generally accepted policy of encouraging 
assistance clients requiring office or outpatient care to attend 
clinics conducted daily in the City Building. These clinics are 
staffed by members of the medical society, including general 
practitioners and representatives of each medical specialty. The 
nonmedical (i. e., nurse, technical, and office) personnel is sup- 
plied by the public health department. The purpose of the clinic 
program is not to avoid free choice but rather to provide a 
central treatment center for large numbers of ambulatory 
patients. 

Since Shawnee County has no psychiatrists in private prac- 
tice, there is no regular clinic for mental cases; however, the 
Shawnee Guidance Center, headed by a psychiatrist and staffed 
by physicians from the Menninger Foundation in Topeka, is 
utilized for indigents requiring psychiatric care. 

Assistance clients may be hospitalized at any one of the three 
general hospitals in Topeka. They are allowed free choice of 
physician while hospitalized and, since they are not identified 
as welfare clients to the nurses, they are treated in all respects 
as private patients. 

The medical service board maintains a pharmacy in the City 
Building, where welfare clients may have prescriptions filled 
during clinic hours. After clinic hours or if the client resides in 
an outlying community, prescriptions may be obtained from any 
private pharmacy at no cost to the client. Physicians are urged, 
though not required, to confine prescriptions to drugs listed by 
the subcommittee on drugs and laboratories. In an average 
month, clients secure about 1,000 prescriptions at the clinic, and 
some 300 at private pharmacies. 

Physiotherapy is provided by the outpatient departments of 
the three general hospitals. Laboratory facilities are provided 
by the health department; however, private laboratories may be 
and frequently are patronized when specimens are taken outside 
the clinics. 

The contract with the medical society does not provide for 
ambulance service, eyeglasses, prosthetic devices, or convales- 
cent care. Thus, the board of social welfare independently main- 
tains the county hospital (convalescent home) and pays directly 
for ambulance service, eyeglasses, and prosthetic devices if the 
client is unable to make such purchases from his regular 
monthly allotments. 
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The program provides no emergency benefits for the person 
not normally on assistance rolls. Thus, neither the medical 
service board nor the welfare board will reimburse physicians 
for services to the medically indigent not previously certified. 
The board of social welfare will, however, meet hospital ex- 
penses for the first illness of such persons if the case is reported 
at the time of admission and eligibility is subsequently estab- 
lished. Thereafter, the welfare board pays for these persons 
and the medical society becomes responsible for their care. If 
the first illness is minor, the executive secretary of the medical 
society simply refers the family to the welfare board for 
certification. 


The city-county health department carries on a health edu- 
cation program in which it employs 16 public health nurses 
who provide individual health supervision, assist in nursing 
care for persons with communicable diseases, and teach the 
fundamentals of nursing to the attendants of the convalescent. 
These services, of course, are available to all county residents 
and are not specifically directed toward welfare recipients. 


PROVIDERS OF SERVICE 

Although no formal agreement is made between the Shawnee 
County medical society and the individual member practitioner, 
all members are potential participants in the medical aid pro- 
gram. Upon admission to the welfare rolls, each family is given 
a prepared list of physicians who may be called upon to pro- 
vide home, office or hospital care. This list presents an even 100 
names, those of all society members in active practice. Each 
month, the private practitioner submits to the medical service 
board an itemized account of treatment rendered to welfare 
clients, and is reimbursed according to a fee schedule, which 
will be described later. Data compiled over a period of 10 years 
reveal that nearly 100% of the society’s membership have ac- 
cepted home or office calls from welfare grantees. 

At the beginning of each year, all medical society members 
complete a questionnaire relevant to the clinic in which they 
wish to participate. The subcommittee on clinic processes these 
applications and selects a clinic staff. The clinic schedule will 
accommodate only 54 physicians a year, and, in each of the 10 
years of this system’s history, the number of applications has 
exceeded the number of positions to be filled. 


The facilities of each of Topeka’s three general hospitals, 
Saint Francis with 150 beds, Vail with 108 beds, and Stormont 
with 100 beds, are available on a free choice basis to the 
indigent. Stormont and Vail will soon combine and enlarge 
their facilities to 325 beds. When services and/or facilities are 
not available locally, the subcommittee on consultation may ap- 
prove referral to the University of Kansas Hospital (Bell 
Memorial) in Kansas City, Kan. 
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Shawnee County Hospital (convalescent nursing home) and 
some 40 boarding homes are made available to indigent ambula- 
tory, semiambulatory, and bedfast patients by the county board 
of social welfare. Inmates of these institutions are retained on 
the rolls of the medical service board, and physicians make 
regular and emergency calls on them. 


PAYMENT FOR SERVICES 


The current contract between the medical service board and 
the board of social welfare stipulates that, in return for $6.00 a 
month per family unit, the Shawnee County Medical Society 
will provide home, office, clinic, and hospital care for all gen- 
eral and public assistance clients. The average family uni‘ is 
composed of 1.8 persons; thus, the cost of these services to the 
board of social welfare amounts to $3.33 per client per month. 


The board of social welfare makes the payments for general 
assistance clients directly to the medical service board in a lump 
sum. However, since direct payment may not be made for public 
assistance clients, the social welfare board sends the medical 
payment ($6.00) to the client each month, in addition to his 
regular welfare check. The client then simply endorses the medi- 
cal payment check and surrenders it to the medical service 
board.! The physicians are then paid from the payments re- 
ceived by the Board. 


On the basis of the $3.33 per client per month figure and 
totals brought forward from Table 1, the yearly income of the 
Medical Society for this program should amount to $102,400. 
Actually, in 1951, total premiums paid to the Medical Society 
were $113,200. Table 2 presents a rough break-down as to how 
these moneys were expended. 


The general hospitals of Topeka, which operate on a non- 
profit basis, are reimbursed for services to the indigent on the 
basis of average costs per patient per day as computed over a 
six months period. This payment, currently $12.99 per patient 
day, entitles the welfare client to any and all hospital services 
requested by the attending physician. 


Through agreement with the county pharmaceutical associa- 
tion, the medical service board is billed at cost plus $0.50 per 
prescription for drugs procured by welfare clients at private 
pharmacies. The board supports the clinic pharmacy directly 
by supplying the drugs and providing the salary of a part-time 


1. A major change in social security administration by the 1949 
amendment involved the method of payment for services. Originally, no 
federal funds could be used to pay physicians or hospitals directly for 
care of persons on one of the public assistance programs. All federal 
monies had to be paid to the public assistance client. At present, how- 
ever, the states may pay the vendor of medical service directly and still 
receive federal matching. 
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pharmacist. Payment is also made to physicians for drugs used 
in home and office treatment of certified welfare clients. 


The physician is remunerated for services in the home, office, 
clinic, and hospital on the basis of a unit schedule established 
and agreed on by the medical society as a whole. The cash value 
of a unit is computed monthly by dividing the total number of 
units awarded into the total income of the medical service board 
after all other costs have been deducted. The value of the unit 
generally ranges between $0.90 and $1.00. 

The physician is credited with one unit for office calls, two 
units for home calls during the day, and five units for home 
calls at night. For country calls, an additional 25 cents per mile 
one way is granted. Routine hospital visits are awarded one 


TABLE 2.—Disbursements of the Medical Service Board of 
Shawnee County Medical Society During 1951 


14,000 
52,000 
PH PRIIAMN’ GOT VIO... 5 icc ccccccccccecececcees 31,000 
DEON. ili ie dlicdeldiavedeobdcsauees 1,200 


$113,200 


4 units 


3 units 
2 units per % hour 


unit and special calls, two units. The maximum fee collectible 
for any service including major surgery is 35 units, or approxi- 
mately $35.00. This stipulation discourages unwarranted pro- 
longed and elaborate therapy. 

Physicians staffing the clinic are paid on a “units per half- 
hour” basis, as shown in table 3. This schedule is designed to 
reward the physician in some measure for his services without 
actually encouraging his overuse of the program. The services 
of all physicians, whether general practitioner or specialist, are 
considered of equal value, and payment is made accordingly. 

For psychiatric care of welfare patients in the Shawnee 
Guidance Center, the center is paid according to the clinic fee 
schedule shown in table 3. Patients are seen at the guidance 
center by appointment only. 
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The medical service board does not attempt to accumulate 
a cash reserve over a period of years in anticipation of sudden 
and unexpected heavy case loads. In such a contingency, the 
welfare board is bound by the contract to provide additional 
financial aid to the program. 


COSTS AND FINANCIAL SUPPORT 


In that the contract with the Shawnee County Medical Society 
does not provide for ambulance service, prosthetic devices, aid 
to the medically indigent, etc., the figures presented in table 2 
do not represent the total outlay of the county board of social 
welfare for medical assistance. In table 4 are given the approxi- 
mated annual costs of the whole program. With a total yearly 
cost of $142,041, the calculated average monthly cost for medi- 
cal assistance is $11,836.75. The total monthly eligibility, ac- 
cording to table 1, is 2,560 persons; thus, the cost per eligible 
person per month amounts to $4.62, of which $3.33 is allotted 
to the medical service board. 


TABLE 4.—Estimated Yearly Costs of Medical Assistance* 


General Assistance (includes medically indigent) $ 35,817 
Old Age Assistance 85,108 
Aid to the Blind 1,794 
Aid to Dependent Children 12,645 
Aid to the Permanently and Totally Disabled 


Total $142,041 


* These values were derived by doubling recorded welfare board 
expenditures during a period of 6 months. 


Financial support for medical care of public assistance clients 
is shared by federal, state, and local governments, which pro- 
vide respectively 40%, 30%, and 30% of the total costs. State 
and local governments share equally in the costs of general 
assistance. 


SUMMARY 


Shawnee County extends medical assistance to its indigent 
population through a thoughtfully designed and carefully in- 
tegrated program. The medical service board, an integral part 
of the County Medical Society, acts as the underwriter, with all 
certified public and general assistance clients as insurants. It is 
because of this relationship to insurance that the medical society 
has elected to call this program an “insurance-prepayment 
plan.” 

Through the executive secretary and six appointed subcom- 
mittees, the board maintains intimate control] over all phases of 
the program and provides for hearing the appeals of its 
participants. 
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All groups of welfare clientele are equally eligible for medical 
benefits, which are, in the majority of respects, comparable to 
those available to private patients. Although outpatient clinics 
are maintained, free choice of physician is offered in that the 
client may attend either the clinic or the office of any physician 
he chooses. Free choice is also extended to home and hospital 
care so that the welfare client may be treated through the 
duration of his infirmity by a single practitioner if he so desires. 

The clinics utilize the nonmedical personnel, space, and facil- 
ities of the county board of public health, thus obviating dupli- 
cation and subsequent unnecessary expenditures. 

Since the benefits provided by the medical service board are 
to some extent limited, the welfare board independently pro- 
vides for convalescent care, prosthetic devices, etc. A recognized 
shortcoming of the program is its lack of immediate provisions 
for the medically indigent. Again, the welfare board partially 
fills the gap by subsidizing hospital care retroactively. However, 
any medical care for the noncertified medically indigent patient 
must be provided gratis by the physician until the patient is 
entered on the rolls of the welfare board. 

Of all groups concerned, probably the individual physician is 
the person who profits least from the program. In spite of the 
fact that physicians receive payment for their services from what 
are essentially the “left-overs,” the number of physicians par- 
ticipating belies any contentions as to their dissatisfaction with 


the program. Doubtless, the one feature that contributes most 
to the smooth operation and wide popularity of this program is 
that it is planned, administered, and executed by the medical 
society. The physician rightfully deems the medical society as 
part of himself and so assumes its responsibilities as part of his 
own. 
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Reprinted from The Journal of the American Medical Association 
November 1, 1952, Vol. 150, pp. 952-954 


Copyright, 1952, by American Medical Association 


MEDICAL CARE FOR THE INDIGENT 


Part V of a Study 
by the 
COUNCIL ON MEDICAL SERVICE 


Medical Care for the Indigent in Lake 
County (Gary), Indiana 


This is a study of medical benefits made ayailable through 
public funds to the indigent and medically indigent of Lake 
County, Indiana. Chicagoland’s oil and steel enterprises are 
centered about Lake County, and these two industries directly 
or indirectly provide the chief source of income for the vast 
majority of the county’s 375,000 citizens. For purposes of this 
Study, it is important to note that Lake County is geographically 
subdivided into 11 townships. The largest of these are Calumet 
and North Townships, each having a population of approxi- 
mately 150,000. In Calumet Township is the county’s largest 
city, Gary, with residents numbering 135,000. 


ELIGIBLE POPULATION 


In Indiana, the Township Trustee has traditionally been desig- 
nated as the overseer of the poor: however, with the advent of 
the Federal Security Administration in 1935 and the extension 
of federal aid to categorical assistance, departments of public 
welfare were established at the county level for the administra- 
tion of this portion of the over-all assistance program. Thus, 
today in Lake County, categorical assistance is within the juris- 
diction of the county department of public welfare (DPW), 
whereas general assistance has remained principally in the hands 
of the trustees of the 11 townships. 

Under its hospital commitment program, the DPW also con- 
cerns itself with certain medically indigent persons (normally 
considered general assistance clientele). These are primarily 
unwed mothers and persons requiring prolonged hospitalization. 
Some 12 clients a month receive medical benefits under this pro- 
gram. Certification is extended for a single illness only. The 
DPW also gives medical aid and subsistence grants to juvenile 
wards of the county court. 

The trustees of the 11 townships and the county DPW inde- 
pendently establish requirements, certify, and offer stipendiary 
and medical assistance to those indigent and medically indigent 
persons falling within their individual provinces. All persons cer- 
tified under any one of these 12 programs are eligible for all 
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medical benefits offered by that program. In table 1 are enum- 
erated those eligible for and those actually receiving medical 
assistance during January, 1952. The 9,337 persons eligible for 
medical assistance represent 2.5% of the total county population. 


ADMINISTRATION 


In conference with the executive council of the county medi- 
cal society and with local organizations representing other 
vendors of medical services, the Lake County Department of 
Public Welfare founded and authorized benefits for its medical 
assistance program. Under DPW guidance, each of these organi- 
zations has set up a reviewing committee that is charged with 
the negotiation of fee schedules and the policing of its own 
members who participate in the program. When medical de- 


TABLE 1.—Eligible Population and Recipients of Medical 
Assistance During January, 1952 


Number 
Eligible Recipients 


Township Trustee Clients (General Assistance).. 1,728* 590* 
DPW Clients 
Old Age Assistance 2,224 686 
Aid to Dependent Children 5,002 1,024 
Aid to the Blind 83 25 
Wards of Juvenile Court 288 86 
Hospital Commitment Program 12 12 


9,337 2,423 


* These totals were estimated by expanding the case load of North 
Township, the population of which is 40% of the total county population. 


cisions are concerned, the program provides that “The final 
authority is the representative of the various professional groups” 
and that all decisions relative to need for medical care or hos- 
pitalization rest with the attending physician. 

The 11 medical aid programs administered by the township 
trustees are in essence similar to that of the DPW. Exceptions 
to this generality will be discussed later. Although North Town- 
ship only was studied, the 11 township trustee programs are 
believed to be sufficiently alike to be considered together here. 


SERVICES AVAILABLE 


The Indiana State Department of Public Welfare delineates 
12 medical services that may be awarded to certified assistance 
clients. All of the following services are extended to clients of 
the Lake County DPW: 


Physicians’ services . Optometrists’ and opticians’ 
services 

Hospitalization . Dental services 

rugs . Nursing home care 

Prosthetic devices . Preseribed special diets 

Registered nursing . Osteopathic services 

Practical nursing . Transportation costs neces- 
sary to secure medical care 
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Physicians’ services in the home, office, and hospital are avail- 
able to Lake County DPW clients on a free choice basis. No 
prior authorization is necessary; neither is a client required to 
present any credentials upon soliciting the services of a phy- 
sician. Physicians may confirm the prospective patient’s eligibility 
by telephoning the DPW offices, however. In emergencies, phy- 
sicians practicing in other counties may be consulted; indeed, 
DPW cases are often referred to Chicago physicians. 

The in-patient facilities of Lake County’s five general hospitals 
are available to the DPW client on the recommendation of the 
physician attending him. No separate authorization by the offices 
of the DPW is prerequisite to admission. Within these hospitals, 
the welfare patient is in no way segregated; the discretion of his 
physician places the sole limit on services extended him. For 
purposes of curtailing unnecessarily prolonged hospitalization, 
the services of licensed nursing homes are solicited by the DPW. 
Prerequisite to commitment here are the written recommenda- 
tion of the family physician and authorization by a DPW home 
visitor. 

The Northwestern Indiana State Nursing Association main- 
tains a registry in the offices of the Lake County Medical Society. 
Through this agency, the attending physician may place regis- 
tered nurses in the homes of convalescing DPW clients. The 
services of qualified practical nurses may also be authorized by 
the DPW on receipt of the attending physician’s written petition. 
Prescriptions for all drugs, save those considered experimental, 
may be issued to DPW clients. The physician is requested not 
to dispense but to “script” pharmaceuticals. Then, prescriptions 
may be filled by any private pharmacy participating in the pro- 
gram. Before special appliances may be issued to DPW clients, 
the pharmacist must request special authorization from the wel- 
fare offices. Only those appliances necessary to the client’s re- 
habilitation are granted. The services of optometrists and 
opticians are limited to fitting and supplying eyeglasses. Dental 
services are also limited. “Transportation costs necessary to 
secure medical care” generally refers to ambulance services. 

With the exception of the services of registered and practical 
nurses in the home, benefits extended to clients of township 
trustees are similar to those listed above; however, each service, 
i. e., each office call, home call, pharmaceutical, etc., must be 
individually authorized by the offices of the trustee. Further- 
more, the attending physician is not permitted to hospitalize the 
township trustee client unless a second so-called referral phy- 
sician is consulted. This referral physician may be any licensed 
physician appointed by the trustee for this purpose. 


PROVIDERS OF SERVICES 
In accordance with a working agreement between the DPW 
and the Lake County Medical Society, all licensed physicians 
may provide treatment to welfare clients and expect payment 
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per the established fee schedule. The physician expresses his 
willingness to participate through a written agreement. This 
agreement is not subject to periodic renewal; rather its tenure 
is halted only by a written request for release from the program. 
Of 320 physicians actively practicing in Lake County, all but 
two have agreed to accept DPW clients as patients. 


No written agreement is required of purveyors of medical 
services wishing to participate in the township trustee programs, 
but the additional bookkeeping, authorization procedures, etc., 
required by these programs apparently prevents their achieve- 
ment of the popular acceptance enjoyed by the DPW plan. How- 
ever, an estimated 70% of Lake County physicians have at some 
time participated in the programs. 


Of primary importance to the smooth running of the DPW 
medical aid program is the reviewing committee of the medical 
society. This group is composed of eight physicians represent- 
ing various sections of the county. The executive secretary of 
the medical society and the DPW director attend as technical 
advisors. It is their function to review all medical treatment, 
to check adherence to the fee schedule, and to amend and in- 
terpret that schedule to meet changing situations. This commit- 
tee does not consider township trustee cases; instead, the trustee 
follows the course of medical treatment through the aforemen- 
tioned authorization procedures and through bills submitted by 
the vendors of medical services. Here, again, referral physicians 
are consulted when questions of a technical nature arise. 


The five general hospitals providing services to Lake County 
DPW and township trustee clients are: 


In Gary 
Merey Hospital 
Methodist Hospital 300 beds 
East Chicago 
Saint Catharine's 324 beds 
Hammond 
Saint Margaret’s 320 beds 
Dyer 
Mount Merey Hospital 175 beds 


Hospitalization of DPW clients for a period greater than 10 days 
requires special authorization by a member of the medical so- 
ciety’s reviewing committee. All licensed nurses, dentists, osteo- 
paths, ambulance concerns, pharmacists, optometrists, and 
opticians are eligible for participation in the DPW medical aid 
program provided they individually agree to accept the negoti- 
ated fee schedules. 


PAYMENT FOR SERVICES 
For physicians’ services to DPW clients, the current fee sched- 
ule provides that reimbursement be made at the rate of $2.00 
per office call, $3.00 for home calls during the day, and $4.00 
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for home calls during the night. For hospital calls on post- 
operative and fracture cases, the physician receives $1.00 per 
call; for calls on medical cases, $2.50 per call. The surgical and 
medical fee schedule covers 1,300 other procedures from allergy 
tests to roentgenograms. 


On completion of a course of therapy, the physician submits 
an itemized bill to the offices of the DPW. Except under special 
circumstances, the charges listed should be in compliance with 
the above-mentioned fee schedule. One copy of the bill is filed 
beneath the name of the client receiving treatment; here the 
DPW cross-checks against duplication of services. A second copy 
is forwarded to a physician member of the reviewing committee. 
The individual committeeman reviews all physicians’ bills, con- 
sidering the diagnosis, quality of treatment, and adherence to 
fee schedules. Questionable bills are set aside for presentation 
to the committee as a whole at their regular monthly meetings. 
Here final judgment is rendered. Payment is awarded or refused 
by the DPW in accordance with the decisions of the committee. 


Each of the five participating hospitals has its own individual 
fee schedule. Room rates range from $7.00 a day for ward 
accommodations to a maximum of $13.50 a day for private 
rooms. A procedure similar to that described above is used for 
the reviewing and payment of hospital bills. Here, the reviewing 
committee is composed of the five hospital supervisors. The fee 
schedule for pharmaceuticals provides that the DPW be billed 
at the invoice cost of the drug, plus the cost of the container 
plus 50%, plus $3.00 per hour professional fee. Appliances are 
billed at cost plus 50%. The Lake County Pharmaceutical Society 
reviewing committee approves payment for the services of par- 
ticipating pharmacists. 

For benefits given DPW clients, other vendors of medical serv- 
ices are similarly reimbursed in accordance with their individual 
fee schedules. The township trustees follow these same fee sched- 
ules in paying for services rendered to general assistance clients. 


COSTS AND FINANCIAL SUPPORT 


The costs of medical care for old age assistance and aid to de- 
pendent children clients are shared by federal, state, and local 
governments; 85% of the funds are county and 15% are state 
and federal. Medical care for aid to the blind clients is supported 
entirely by state funds. The DPW hospital commitment program 
and medical assistance to wards of the juvenile courts are made 
possible exclusively through county funds. Table 2 presents the 
costs of medical assistance during January, 1952; the total 
monthly cost of medical assistance as administered by the DPW 
was $38,272.45. In accordance with totals brought forward from 
table 1, the cost of medical assistance per eligible DPW client 
was $5.03, and the cost per DPW patient treated, $20.88. 





HOSPITAL CARE AND OUTPATIENT DENTAL TREATMENT 286] 


The township trustee medical aid programs are supported en- 
tirely by township funds. With a total monthly cost of $32,535.12, 
the computed cost per person eligible under the trustee program 
is $18.83; the cost per patient treated is $55.14. A portion of 
this higher per patient cost is allegedly due to more prolonged 
rehabilitation follow-up on the part of the trustee. 


Should the cost of the trustee’s medical assistance program 
exceed the yearly budgetary estimate, additional funds may be 
solicited from the County Council. The council is obliged by 
law to provide such funds; however, the funds available to DPW 
trustees for medical assistance are limited and the programs must 
be curtailed in the event of heavy medical case loads. This has 
never happened. 


TABLE 2.—Costs of Medical Assistance in Lake County, 
Indiana, During January, 1952 


Hos- 
pital 
Aid Commit- 

Aid to to ment 
Old Age Dependent the Pro- Juvenile Trustee 
Type of Service Assistance Children Blind gram Wards OClients* 
Physicians’ Services $ 4,986.00 $ 7,949.00 $ 93.00 $250.00 $ 5,206.75 
Hospitalization..... 7,995.00 8,374.00 96.00 55.00 20,460.18 
Pharmaceuticals.... 2,668.00 3,041.00 84.00 13.00 . 4,978.77 

Administration and 

BOB cs ckectvicte 4,633.00 1,866.00 279.00 18.00 121.00 1,889.42 


Totals.......... $20,282.00 $16,230.00 $552.00 $816.00 $392.00 $32,585.12 


* These are estimates derived by multiplying North Township cost 
statistics by 2.5. 


SUMMARY 


Programs administered by 12 separate and distinct agencies 
provide medical assistance for the indigent and medically indi- 
gent of Lake County, Indiana. Although all of these provide 
essentially the same medical benefits, the 11 programs adminis- 
tered by township trustees require authorization prior to the 
receipt of each individual medical service. These authorization 
procedures and the stipulations relevant to referral physicians 
have discouraged as wide a professional participation here as that 
enjoyed by the DPW program. 

All indigent groups are given free choice of physician and, 
as well, free choice among purveyors of other medical services. 
In general, services equal in scope and quality to those available 
to nonindigent residents of Lake County are provided for the 
indigent and medically indigent. 


All programs provide for medical supervision of all medical 
aspects. The DPW program establishes reviewing committees 
from within the organizations representing the vendors of medi- 
cal services. These committees are responsible for overseeing the 
participation of members of their respective professional groups. 
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Physicians hospitals, and other providers of medical services 
are reimbursed for their participation in the medical aid pro- 
grams in accordance with fee schedules agreed on by members 
of the various professions. In order to participate in the DPW 
program, the providers of medical services must individually 
agree to accept payment in compliance with these schedules. 


The over-all medical aid program has few shortcomings of 
any major proportions, save its obvious lack of centralization of 
administration. A single agency placed in charge of the entire 
assistance program of the county might well provide for a more 
equitable distribution of benefits and less confusion as to limits 
of responsibility. 
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Reprinted, with additions, from The Journal of the American Medical 
Association, November 29, 1952, Vol. 150, pp. 1334 and 1335 


Copyright, 1952, by American Medical Association 


MEDICAL CARE FOR THE INDIGENT 


Part VI of a Study 
by the 
COUNCIL ON MEDICAL SERVICE 


Medical Care for the Indigent in Laramie County 
(Cheyenne), Wyoming 


This is a study of medical assistance benefits extended to in- 
digent and medically indigent residents of Laramie County, Wyo- 
ming. Tallies obtained in the most recent census disclosed a total 
county population of 47,662 persons; of these, 31,807 were resi- 
dents of Cheyenne, the state capital and county seat. The Union 
Pacific and Burlington railroads give sustenance to a large seg- 
ment of the county’s inhabitants, for Cheyenne has ranked his- 
torically among the principal shipping terminals in the Rocky 
Mountain area. Her stockyards and contiguous cattle and sheep 
ranches provide important additional sources of local income. 
Strikingly modest welfare case loads bear witness to a general 
economic stability in this community. 


ELIGIBLE POPULATION 


To the Laramie County Department of Public Welfare has 
been entrusted the community’s responsibility for the preserva- 
tion of the health and well-being of the poor. Applicants for 
assistance grants are screened and certified by welfare casework- 
ers. Categorical assistance eligibility requirements, as established 
by the Federal Security Administration and the state welfare de- 
partment, call for a full year’s residence in the state prior to cer- 
tification. A year’s residence in Laramie County specifically is 
prerequisite to certification for general assistance. The awarding 
of any form of stipendiary assistance automatically entitles the 
grantee to all benefits provided by the medical aid program. All 
certified assistance clients, regardless of the category under which 
subsistence grants are extended, are offered medical assistance of 
equal scope and quality. In table 1, Laramie County DPW case 
loads during the month of July, 1952, are given as tantamount to 
eligibility for medical assistance. The total number of persons 
eligible, i. e., 669, represents 1.4% of the total county population. 

The medical assistance program is extended to children who 
are wards of the juvenile courts (“Children’s Services”) as well 
as to persons made eligible through certification under one of the 
general or categorical assistance programs. The names of persons 
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hospitalized at public expense are removed from stipendiary 
assistance rolls for the duration of their commitment; thus, they 
are listed separately in table 1. 


ADMINISTRATION 


In November, 1950, the Laramie County Medical Society, in 
cooperation with the county DPW, founded and authorized bene- 
fits under the current medical aid program. The medical society 
is in no way concerned with the establishment of eligibility for 
the program but has been charged with the supervision of all of 
its medical aspects. The society’s County Welfare Committee is 
responsible for the regulation and coordination of physicians’ 
services in home and office care. The chairman and four physi- 
cian members of this committee are appointed yearly by the 
society president. Inhospital medical care is overseen by the 
chiefs of hospital services, who are appointed by the hospital 
staff. Both staff members and chiefs of services are, of course, 
members of the medical society. 


TaBLE 1.—Persons Eligible for Medical Assistance 
During July, 1952 


Number 
Eligible 


General Assistance 
Categorical Assistance 
Old Age Assistance 
Aid to Dependent Children 
Aid to the Blind 


SERVICES AVAILABLE 


The welfare client certified by the Laramie County DPW is 
offered free choice of physician in home and office care. Although 
this free choice is nominally extended to inhospital care, such at- 
tention is usually provided by the chiefs of hospital services. Prior 
to the initial visit to a physician’s office, the welfare client must 
obtain from the welfare offices a “medical referral form” avouch- 
ing his eligibility. This form may be either deferred or submitted 
retroactively in cases of emergency. With eligibility established, 
the attending physician may, without separate authorization, in- 
stitute any course of therapy he may deem advisable. 


For provision of pharmaceuticals, the welfare department 
allows local druggists to bid for the entire welfare subscription. 
Thus, drugs may be obtained at only one of the local pharmacies. 
There are no definite limits placed on either the type of drug or 
the quantities thereof that may be prescribed. To insure DPW 
payment, the physician simply marks his prescriptions “welfare.” 
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As a double check against eligibility, the pharmacist routinely 
telephones the welfare offices before these prescriptions are filled. 

Laramie County Memorial Hospital, the only tax-supported 
general hospital in Cheyenne, is used for indigent care. Its staff 
is comprised of the entirety of the county medical society’s mem- 
bership. Welfare clients are admitted to this institution on the-sole 
recommendation of the attending physician; no additional au- 
thorization is required; however, the hospital admitting staff does 
reconfirm eligibility by telephoning the DPW prior to the accept- 
ance of alleged welfare clients. 

Inasmuch as Cheyenne has no licensed nursing homes, a wing 
of the hospital is set aside for care of convalescing welfare pa- 
tients. This physical arrangement provides for immediate transfer 
between facilities available for hospitalization per se and those 
available for convalescent care; however, no single person or 
agency is vested with the express power to force transferral or 
removal from either the hospital proper or the “welfare annex.” 
Here, again, the entire responsibility remains in the hands of the 
attending physician or, in this instance, in the hands of the chief 
of service to whom each case is assigned. 

The Cheyenne City-Laramie County Health Unit supplies to 
all citizens of the community the services of five full-time public 
health nurses. While instruction is their primary duty, actual 
home nursing is provided where the need is great. Physical ther- 
apy is authorized by the medical aid program and may be sup- 
plied either through the Memorial Hospital or through the 
offices of private physicians. All laboratory procedures and 
almost all roentgenograms are provided by the hospital. Ambu- 
lance services and special appliances are also made available to 
the welfare clientele. 


PROVIDERS OF SERVICES 


The Laramie County Medical Society has entered into a formal 
contract with the county welfare department for the provision 
of physicians’ services to the certified indigent. Thus, only mem- 
bers of the medical society are eligible for participation in the 
medical aid program. Among the 42 licensed physicians in active 
practice throughout the county, 40 are society members. All of 
these 40 have signed written agreements to cooperate with the 
program. Furthermore, within the program’s brief tenure, each 
of these 40 physicians has actually had some share in the dis- 
charge of its responsibilities. 

Twenty-six of Laramie County Memorial Hospital’s 166 beds 
are situated in the welfare annex. The annex is exclusively con- 
signed to welfare convalescents, of course, but, in the wards of 
the hospital proper, welfare patients receive optimum services 
and are in no way segregated from private patients. The com- 
puted average number of beds required exclusively for welfare 
patients during 1951 was 39.6 (includes annex beds). De Paul 
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Hospital (125 beds), operated by the Sisters of Charity of Leaven- 
worth, Kan., is also located in Cheyenne. It is not, however, 
utilized as part of the official welfare program. 


PAYMENT FOR SERVICES 

The contract negotiated between the Laramie County DPW 
and the county medical society stipulates that a flat $150 per 
month be awarded to the medical society in payment for inhospi- 
tal physicians’ services. In addition, a maximum of $400 per 
month will be set aside for the payment of individual physicians 
for home and office care. For purposes of uniformity and regula- 
tion of fees chargeable, a rudimentary fee schedule has been 
agreed on by the society and the DPW. This schedule is repro- 
duced in table 2. 

Fees for services not included here are individually handled 
through adjudication by the county welfare committee of the 
medical society. Each month local physicians submit to the DPW 


TABLE 2.—Schedule of Fees Chargeable for Home and Office 
Treatment of Laramie County Welfare Cases 


Calls, city, day 

Calls, city, night. (6p. m. tO BB. M.). ccecivise-cscns 6.00 
Country calls, 50¢ per mile plus call fee 

Office consultation 3.00 
Physical examination...... 5.00 
Arsenical injection 3.00 
Bismuth injection 3.00 
Tetanus (15,000 units) injection 4.00 
Immunization, influenza, pneumonia, ete 2.00 
Marriage examination 5.00 
Basal metabolic 5.00 


itemized statements relevant to services rendered welfare clients. 
The charges listed are subject to the approval of the medical 
society treasurer. Physicians’ bills for a single month are totaled, 
and, if the figure so derived is not in excess of $400, the specified 
fees are paid in full. Should the total be in excess of this maxi- 
mum, however, the contract provides that the bills be accordingly 
prorated. Individual physicians receive no reimbursement for 
services provided welfare clients during hospital commitment. 
The $150 awarded monthly to the medical society is used, with 
other society funds, for the support of the society’s medical 
library and for the establishment of a loan fund for student 
nurses at the University of Wyoming. 

The current contract negotiated with private pharmacies pro- 
vides that settlement be made for the filling of welfare prescrip- 
tions at the rate of cost plus 12%. DPW payment for ward care 
at Laramie County Memorial Hospital is based on the com- 
puted average cost for services; this rate, currently $8.30 per 
patient per day, is applicable to the welfare annex as well as to 
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other hospital wards. For additional inpatient and outpatient 
services, e. g., roentgenograms, physical therapy, and laboratory 
tests, the hospital receives reimbursement at the individual cost. 
The city of Cheyenne and Laramie County pay a flat $150 per 
month apiece for the provision of ambulance services to all 
county residents who are themselves unable to pay. 


COSTS AND FINANCIAL SUPPORT 


In July, 1952, the total cost of the medical aid program was 
$13,452.33. With a total eligibility for medical assistance of 669 
persons (table 1), the computed cost per eligible person amounted 
to $20.11 for that month. In table 3 is presented a breakdown of 
expenditures for specific services during the month. The costs 
per eligible person were derived by dividing total eligibility into 
total costs. 


It is noteworthy that the costs of physicians’ services are in 
excess of the $550 ($400 plus $150) cited by the medical society 
DPW contract. In view of the fact that in previous months the 


TABLE 3.—Total Costs and Costs per Person Eligible for Medical 
Assistance During July, 1952 


Total Cost per 

Cost for Person 

Services Eligible 

TOPO” WEEVOO: 2 eis i tec cceces $ 937.00 $ 1.40 
Hospitalization 11,576.35 17.81 
Drugs and appliances................. 357.88 53 
Other services 581.10 87 


GE s Seba eae dadeesiiectatse cee $13,452.33 $20.11 


costs for home and office medical care fell short of the $400 
maximum, the DPW voluntarily paid physicians’ July bills in full 
rather than prorating them as the contract provides. Herein is 
borne irrefutable testimony to the affability and unanimity 
among agencies and individuals participating in the Laramie 
County Medical Aid Program. 


The costs of hospitalization represent 85% of the expense of 
the entire program. If, however, we are to evaluate the cost of 
hospitalization exclusive of convalescent care, we must subtract 
from the $11,576.35 the cost of maintaining DPW clients in the 
welfare annex. For 26 beds occupied for 31 days during July at 
$8.30 per bed per day, the computed cost for convalescent care 
alone was $6,689.80. Thus, the cost of hospitalization in its 
limited sense was $4,886.55, or $7.30 per eligible person. 


The statutes of the state of Wyoming assert that the state legis- 
lature is not entitled to levy taxes to support health programs; 
furthermore, FSA rulings preclude federal matching of assistance 
grants without proportionate state matching. Thus, the entire 
medical aid program in Laramie County must be locally sub- 
sidized. State and federal support is, according to the letter of 
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the law, automatically withdrawn when a welfare client is hos- 
pitalized; so rigidly enforced are the regulations that even the 
usual subsistence stipends may not be advanced against the costs 
of convalescent care in the welfare annex. 


The Laramie County Commissioners yearly assess a property 
tax of approximately 0.2 mills for the support of medical assist- 
ance exclusive of hospitalization. A separate levy of approxi- 
mately 1.8 mills is assessed for hospitalization. If, at the end of 
the fiscal year, these funds are inadequate, the medical aid pro- 
gram must be curtailed. 


SUMMARY 


Upon the indigent and medically indigent citizenry of Laramie 
County, Wyoming, are bestowed medical care benefits that are, 
in most respects, similar in scope and quality to those made avail- 
able locally to the nonindigent. Here a single program is es- 
tablished for the proffering of equal medical assistance opportuni- 
ties to all certified welfare clients. Moreover, the petitioning of 
medical services by the indigent is greatly expedited by the mini- 
mal number of prerequisite authorization procedures. 


The program offers free choice of physician in home, office, 
and inhospital care, so providing nominally for continuity of 
medical care. The final authority, however, regarding treatment 
of hospitalized welfare clients is given into the hands of the 
chiefs of hospital services. In addition, neither the attending phy- 
sician nor the chief of service is in any way remunerated for 
treatment of hospitalized indigents. Thus, the basic structure of 
the program in no apparent way encourages any physician toward 
the carefully planned attention often so vital to the rapid and 
complete recovery of hospitalized patients. 


The disproportionate costs of hospitalization indicate addi- 
tional weaknesses in the evolution of the program. In answer to 
this problem, a committee from the medical society might rou- 
tinely review hospitalized persons for purposes of recommend- 
ing either discharge or transferral to the welfare annex. (High 
costs of hospitalization have been minimized in similar fashion 
in other communities.) This would by no means completely solve 
the problem in Cheyenne, however, for here the costs of con- 
valescent care approximate those of hospitalization per se. It 
would appear, therefore, that less expensive facilities should be 
utilized for the provision of convalescent care. Apparently, no 
such facilities are immediately available, but it is difficult to 
imagine that there are no facilities in a community of Cheyenne’s 
proportions that might be converted to this use. Given reduced 
per diem costs of convalescent care and a physicians’ committee 
responsible for immediate discharge of welfare patients from the 
hospital into homes providing convalescent or domiciliary care, 
greater funds might well be available locally for reimbursement 
of physicians for inhospital services. Furthermore, if, in some 
other institution or institutions a demarcation might be made 
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between domiciliary and medical convalescent care, greater fed- 
eral and state matching might be achieved for support of the total 
welfare program. 


Despite any imperfections in the Laramie County medical aid 
program, in the majority of instances its operation is both smooth 
and effective. The medical society, the welfare department, indi- 
vidual physicians, hospital administrators, and all other agencies 
concerned have a nonpartisan interest in the instrumentalization 
and refinement of the program so that ultimately the indigent will 
be provided with the very best medical care available. 
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MEDICAL CARE FOR THE INDIGENT 


Part VII of a Study 
by the 
COUNCIL ON MEDICAL SERVICE 


Medical Care for the Indigent in Cascade County 
(Great Falls), Montana 


This is a study of medical assistance made available to indigent 
and medically indigent residents of Cascade County, Montana. 
Current county population figures total 52,480, and of these, 
40,000 are residents of the county seat, Great Falls. Cascade 
County is included in this study series advisedly, for here it is 
aptly illustrated that a political subdivision of relatively small 
proportions may establish and maintain a smooth-running pro- 
gram extending to the indigent medical benefits that are com- 
parable in scope and quality to those offered in larger, more 
densely populated areas. Indeed, the indigent of many larger 


counties might well envy the Cascade County welfare client his 
medical assistance program. 

Stock raising and wheat farming are the two major sources 
of income for residents of this section of Montana. In addition, 
the Great Northern and Milwaukee railroads, Anaconda copper 
mines, and Montana Power Company sustain a substantial pro- 
portion of Great Falls’ population. 


ELIGIBLE POPULATION 

The Cascade County Department of Public Welfare is re- 
sponsible for the health and well-being of the county’s indigent 
and medically indigent citizenry. Subsistence benefits are pro- 
vided under the five classical programs: general relief (general 
assistance) and the four forms of categorical assistance. In the 
parlance of the Cascade County DPW, “public assistance” in- 
cludes both general and categorical assistance programs. For 
purposes of uniformity throughout this survey series, however, 
we shall continue to speak of categorical assistance and public 
assistance synonymously, and shall consider general assistance 
as a distinct classification. ; 

Applicants are certified for all forms of stipendiary assistance 
by caseworkers from the local welfare department. Public assist- 
ance requirements are in compliance with standards established 
by the Federal Security Administration and the Montana State 
Department of Public Welfare; the Cascade County DPW 
“approved” those general assistance eligibility requirements that 
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are promulgated by the state welfare department. Recipients of 
old age assistance, aid to the blind, aid to the permanently and 
totally disabled, and the unemployable recipients of general 
assistance are recertified yearly. Employable general assistance 
clients may be reinvestigated at any time; aid to dependent chil- 
dren clients are routinely recertified every four months. 

All certified welfare clients are equally eligible for medical 
assistance under the program that will be described. In table 1 
are given those eligible during July of 1952. The total number 
of persons eligible represents 2.7% of the county population. 

General assistance case loads are notably low here, for during 
the summer months all employable persons in Cascade County 
are employed. The data set forth in table 1 are not the exact 
case loads; approximations were required to rule out duplication. 
A fraction of those listed as eligible under aid to dependent 
children are also clients of the county child welfare service 
program. 


TABLE 1.—Persons Eligible for Medical Aid at Public Expense 
During July, 1952 


Number 
Eligible 


General Assistance (Includes Medically Indigent) 
Public Assistance: 

Old Age Assistance 

Aid to the Needy Blii.d 

Aid to Dependent Children 

Aid to the Permanently and Totally Disabled 


ADMINISTRATION 

The legislature of the State of Montana has ruled that the 
commissioners of each county contract with a licensed local 
physician for the provision of medical care to the indigent and 
medically indigent. In Cascade County, this contract is negotiated 
with the local medical society, i. e., the society as a whole is 
employed as county physician. 

The contract is renegotiated yearly; it provides for physicians’ 
services only. Other medical benefits have been authorized by 
the Department of Public Welfare upon the counsel of the ad- 
ministrative board of the medical society. Although the final 
authority remains in the hands of the welfare department, the 
medical society administers and controls the medical aid program 
through its elected committees and the Montana Physicians’ 
Service (M. P. S.). The latter is a nonprofit, Blue Shield organiza- 
tion, with which the society contracts for the maintenance of 
statistical records and the handling of receipts and expenditures 
of those funds allotted to the society in payment for physicians’ 
services in the medical aid program. 
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SERVICES AVAILABLE 

All certified welfare clients are given free choice of physician 
as concerns home visits, office calls, and inhospital care. In 
order to discourage indiscriminate solicitation of the services of 
several physicians for the treatment of a single ailment, how- 
ever, the welfare client is required to obtain special authorization 
prior to the receipt of physicians’ services. Such authorization is 
provided by the DPW “referral to family doctor” form, which 
entitles the client to a single home or office call. The form pro- 
vides for re-referral by the initial family doctor to a specialist or 
to a newly selected family doctor, but otherwise binds the client 
to a single physician for the remainder of the month of its issu- 
ance. In emergency situations, the form may be issued retro- 
actively. 

On the completion of a single authorized house or office call, 
the question of whether additional therapy is required during 
the month is left to the discretion of the attending physician. If 
the physician feels that the therapy provided during the single 
call was sufficient, no additional calls are authorized. If continu- 
ation of therapy appears warranted, however, he may provide 
such services on receipt of the approval of the claims committee 
of the medical society. Such approval is solicited by contacting 
one of the committeemen through the local M. P. S. branch 
office. The presentation of a preliminary diagnosis and the an- 
ticipated course of therapy is required. Consultation is required 
only prior to the authorization of any type of surgery. 

Certified welfare clients are admitted to either of Great Falls’ 
two general hospitals without special authorization. For purposes 
of maintaining records, however, the attending physician is 
requested to notify the welfare department through the local 
M. P. S. office at the time of admission. In any event, the wel- 
fare department is kept informed of such commitments by the 
hospital administrators. 

Important to minimal costs, the program provides for prompt 
referral of those indigent persons who require nursing care (as 
opposed to hospitalization) to the Cascade County Convalescent 
Hospital. This institution, as its name implies, is primarily con- 
cerned with caring for the convalescent. However, all of its 25 
beds are seldom required for this purpose; consequently, these 
facilities are also used to a varying extent as a home for certain 
ambulatory old age assistance clients. The medical aid program 
provides that physicians make both routine and emergency visits 
to the convalescent hospital. Great Falls’ hospital and convales- 
cent facilities are more than adequate. Thus, the services of 
private nurses, though authorized by the medical assistance 
program, are seldom utilized. 

Physicians are provided special welfare blanks for prescription 
of pharmaceuticals. In the interests of economy, the medical 
society has approved the preparation of a Cascade County Drug 
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Formulary, in which are listed those drugs and the maximum 
amounts of each that may be prescribed. Current listings in the 
United States Pharmacopeia and National Formulary form the 
basis of this formulary; proprietary and experimental medicines 
are excluded. Authorization from a member of a special com- 
mittee of the medical society is prerequisite to any departure 
from the formulary. Authorization is also required for the pro- 
vision of special appliances. 

Due to a unique method of paying for pharmaceuticals, a 
disbursing order must be obtained from the welfare offices be- 
fore prescriptions may be filled. Given the prescription on a 
welfare form, a disbursing order, and special authorization for 
departures from the formulary, any licensed pharmacist in Cas- 
cade County may complete the prescription. 

The facilities of Great Falls’ two general hospitals are avail- 
able to certified welfare clients requiring physiotherapy or labora- 
tory services. Ambulance services are provided by the local 
mortuaries. It is not the province of the medical aid program to 
provide for the services of dentists, opticians, or optometrists; 
however, under special circumstances, these services may be 
acquired at public expense through the auspices of the welfare 
department. 

PROVIDERS OF SERVICES 


All of Cascade County’s 70 actively practicing physicians are 
members of the county medical society and consequently, are 
eligible for participation in the medical aid program. In view of 
the contracts drawn by the society with the Cascade County 
Commissioners and Montana Physicians’ Service, individual 
physicians must formally agree to accept the negotiated fee 
schedules and to abide by the rulings of those committees of the 
medical society that regulate the program. All of the 70 active 
society members have signed this agreement and actually do 
participate in the medical aid plan. 

Great Falls’ two general hospitals are Montana Deaconess 
Hospital and Columbus Hospital, with 200 and 253 beds respec- 
tively. Welfare clients admitted to either of these institutions are 
in no way segregated. They are given ward beds when available; 
if the wards are filled, semiprivate accommodations are provided. 

The City-Council Health Department in Great Falls augments 
the medical aid plan through its programs directed toward health 
education and the control of contagious diseases. Health depart- 
ment nurses conduct classes on child care and instruct families 
in the care of convalescents. 


MEDICAL SOCIETY RELATIONSHIP 
The 70 actively practicing members of Cascade County Medi- 
cal Society naturally fall into three groups of approximately 
equal size. These are (1) physicians associated with the Great 
Falls Clinic, (2) those affiliated with smaller clinics, and (3) those 
in independent private practice. Wherever feasible, each of these 
groups is represented on each of the society’s committees. 
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The president of the medical society and six member physi- 
cians (two from each group), elected for terms of one to three 
years, comprise the society’s administrative board. The members 
of this board act as trustees and correlators of the welfare medical 
program. Their intimate control of the program is expedited by 
four additional committees, to wit, the committee on claims, on 
consultation, on formulary, and on expensive drugs and appli- 
ances. 

The claims committee is comprised of three members, one 
from each of the aforementioned physicians’ groups. The society 
elects a single member quarterly for a term of nine months. 
Committee members are individually charged first with authoriz- 
ing any continuation of therapy beyond that provided through 
the single monthly call routinely authorized by the DPW, and 
second, with providing the consultation prerequisite to surgery. 
The committee meets monthly to review physicians’ bills as 
concerns adherence to the fee schedule and as to the proper 
authorization for the therapy undertaken. The two physicians 
comprising the consultation committee, one from the staff of 
each of the two general hospitals, are appointed for terms of 
six months by the chairman of the administrative board. 

Once every week, the administrators of both Montana 
Deaconess and Columbus hospitals submit to the Department of 
Public Welfare a list of those welfare clients who have been 
receiving inhospital care for a period in excess of seven days. 
The list is, in turn, presented to the consultation committee 
member representing the hospital concerned. The physician 
committeeman reviews each case listed and makes recommenda- 
tions to the attending physician or to the welfare department as 
to the advisability of continued hospitalization, transfer to the 
Convalescent Home, etc. In effectively reducing the number of 
inhospital patient days, the committee plays a very vital role in 
the over-all economy of the program. 

The committee on formulary and the committee on expensive 
drugs and appliances are similarly organized. Each is comprised 
of three physicians (one from each of the practicing groups), 
elected yearly on the floor of the medical society. The committee 
on formulary is responsible for the composition and the revision 
of the Cascade County Drug Formulary. The committee on 
expensive drugs and appliances is the judiciary body responsible 
for the authorization of departures from the formulary and 
procurement of prosthetic devices. 


PAYMENT FOR SERVICES 


The current contract between the medical society and the 
county commissioners, stipulates that monthly prepayment in 
the amount of $2.00 per person eligible for medical assistance 
be rendered to the M. P. S. for physicians’ services. In addition, 
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the welfare department has agreed to pay a flat $75 per month 
toward the administrative costs of the M. P. S. Thus in June, 
1952, with 1,403 persons eligible, the M. P. S, received a lump 
sum payment from the DPW of $2,806 plus $75, or $2,881. 
In table 2 are presented M. P. S. statistics as to the disbursements 
of these funds. 

The medical society has elected to set aside 10% of its income 
from the program for purposes of bringing guest speakers to the 
society’s yearly scientific meetings. This fraction, plus those ad- 
ministrative costs in excess of $75, are automatically deducted 
from total M. P. S. receipts every month. The remainder, then, 
is distributed among individual physicians. 

A fee schedule developed by the M. P. S. for the Montana 
Veterans Administration is used as a basis for proration of avail- 
able funds among physicians. This schedule lists fees that are, in 


TABLE 2.—Montana Physicians’ Service Receipts and Expendi- 
tures for Cascade County Welfare Medical 
Program During June, 1952 * 


Receipts Expenditures 


Receipts for Physicians’ services $2,806.00 

Medical Society's 10% of $2,806.00 280.60 

Administrative costs (Total) 238.88 
DPW contribution Sobers 

Payment to Physicians—5,738 % units @ 55¢.......... cece eee $3,156.18 


Balance Brought from Reserve $ 794.66 


Totals $3,675.66 $3,675.66 


* These data were abstracted from a regular monthly report submitted 
to the Cascade County Medical Society 


the main, comparable to private rates, i. e., $3.00 for office 
calls and for visits to hospitals and the convalescent home during 
the day, $5.00 for house calls during the day, and $7.00 for all 
night calls. Where the Cascade County medical assistance pro- 
gram is concerned, however, these monetary values are converted 
to units (one dollar equals one unit). 

At the beginning of every month individual physicians of 
Cascade County submit to the M. P. S. statements for services 
rendered to welfare clients. The claims committee of the medical 
society reviews adherence to the fee schedule and to the course 
of therapy as previously authorized. Then, approved bills are 
paid by the M. P. S. at the rate of $.55 per unit. Normally, this 
payment does not exhaust the funds available for that month, 
so that a reserve is accumulated. In July, however, (table 2), 
credits for services rendered totaled 5,738 % units and payment 
at $.55 per unit required a greater amount of money than was 
available for the month. Thus, the reserve fund was drawn upon. 
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If, at the end of each fiscal year, the reserve fund is not 
exhausted, this money is prorated to physicians as based on the 
total units credited each of them during that year. In 1951, this 
additional payment was at the rate of $.20 per unit. 

The rationale behind this rather involved method of payment 
is its provision for an equitable distribution of available funds 
in spite of fluctuating demands for medical assistance. With the 
value of the unit totalling $.75 in 1951 ($.55 plus $.20), physi- 
cians were paid for services to welfare clients at approximately 
75% of private rates. 

Regardless of the accommodations used, the Deaconess and 
Columbus hospitals are remunerated at the minimum bed rate, 
currently $9.00 per patient day, for ward care provided assistance 
clients. The payment for other hospital services, including use 
of x-rays, physiotherapy, laboratory services, etc., is assessed 
at full private patient rates. Old age assistance, aid to the blind, 
and aid to the permanently and totally disabled clients are not 
automatically eligible for hospitalization at public expense. 
Rather, they are reinvestigated at the time of commitment and 
are required to exhaust all available cash on hand before the 
Department of Public Welfare will subsidize any portion of their 
hospitalization. 

In spite of the provision in the 1949 amendment to the Social 
Security Act for direct payment to vendors of medical services, 
the laws of the State of Montana still require that in order to 
achieve federal and state matching, the monies paid for pharma- 
ceuticals must pass through the hands of the individual welfare 
client. Thus, the monthly stipends of Cascade County’s public 
assistance clients may be increased by a maximum of $5.00 for 
this purpose. If this stipendiary increase is insufficient to cover 
the cost of all necessary pharmaceuticals, the balance is paid 
directly by the DPW. Each case must be handled individually; 
the welfare board disbursing order stipulates what portion of 
each bill must be paid by the client and what portion will be 
underwritten by the DPW. Pharmacists are paid for welfare 
prescriptions at their standard retail prices. 


COSTS AND FINANCIAL SUPPORT 


In table 3 are given the costs of medical services provided to 
the indigent and medically indigent during July, 1952. The costs 
per eligible person were computed by dividing the total costs by 
the total eligibility as brought forward in table 1, viz., 1,400 
persons. The cost of the entire program is, of course, lower than 
that of a typical winter month, during which the total eligibility, 
i. e., the welfare case load, is increased. On cursory inspection, 
it may appear that the costs of hospitalization are disproportion- 
ately high. The total cost of hospitalization, however, is a func- 
tion of the utilization of medical aid benefits, whereas the total 
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cost of physicians’ services is a function of eligibility alone. Thus, 
these data may bespeak an abnormally high utilization. 

The total cost of drugs and appliances as presented here in- 
cludes both that fraction paid directly by the DPW and that 
fraction paid to pharmacists by way of increasing the monthly 
stipends to individual welfare clients. An estimated 30% of the 
$707.21 was paid through stipendiary advances. 

Approximately 10% of the total cost for hospitalization was 
met by old age assistance, aid to the blind, and aid to the per- 
manently and totally disabled clients without welfare assistance 
from either state or county. Thus, the total cost of the medical 
assistance program as given in table 3 is some $650 in excess of 
the actual cost to the welfare department. 

The financial responsibility involved in the provision of physi- 
cians’ services to the indigent and medically indigent in Montana 


TABLE 3.—Total Costs and Costs per Person Eligible for Medical 
Assistance During July, 1952 
Cost 


per Eligible 
Total Cost Person 


PRGA TONG so ainsi 6d 0n4isbessacccess $ 2,800.00 $2.00 
Hospitalization 6,518.17 4.65 
Convalescent Home 2,824.17* 2.02 
Dems OE AOI « 00 i ccadccscvacasntess 707.21 51 
Others 80.00 .06 


Totals $12,929.55 $9.24 


* This figure represents the costs of convalescent home care, which 
were in excess of subsistence stipends. 


has been delegated by the state legislature to the individual coun- 
ties. In Cascade County, the costs of hospitalization must also 
be met principally through local funds, since public assistance 
stipendiary grants alone approximate the maximums imposed by 
the federal and state legislatures. Therefore, excepting some 
small amount of matching of the costs of pharmaceuticals, the 
Cascade County medical assistance program is supported en- 
tirely by local funds. 

The legislature of the State of Montana allows county com- 
missioners to assess a maximum property tax of 10 mills for the 
support of the entire welfare program. Should this maximum tax 
be imposed and the monies so obtained be exhausted before the 
end of the fiscal year, the state will grant to the commissioners 
those funds that may be necessary to continue the program. 
Should a tax less than the maximum be imposed, supplementary 
state funds are provided as a loan. In Cascade County, the 
current welfare tax is 9.6 mills. 





2878 HOSPITAL CARE AND OUTPATIENT DENTAL TREATMENT 


SUMMARY 

The several agencies and individuals most intimately con- 
cerned with medical care benefits are bound by written contract 
to their various roles in the Cascade County medical assistance 
program. The program is centered about three such contracts, 
viz., a contract between the Cascade County Commissioners and 
the county medical society, a contract between the medical soci- 
ety and the Montana Physicians’ Service, and a contract between 
the society and the individual physician. 

In compliance with the terms of the current medical society- 
county commissioner contract, the society receives prepayment 
in the amount of $2.00 per eligible person in return for the 
provision of physicians’ services to all certified welfare clientele. 
The statistical facilities of the Montana Physicians’ Service are 
utilized by the medical society for the administration of this 
contract. Within the society, committees are set up for regulation 
of the program’s activities. The major portion of those monies 
awarded to the society under the contract are prorated among 
participating physicians. 

All certified welfare clients are equally eligible for benefits 
provided by the program. In that both free choice of physician 
and free choice among all local vendors of medical services is 
offered, the welfare client is extended medical care which is not 
only quantitatively but also qualitatively equal to that available 
to the private patient. 

The authorization procedures required by the program might 
appear cumbersome for the physician as well as the welfare client. 
In truth, regulations have been made very elastic. The physician’s 
application for authorization to continue therapy beyond a single 
home or office call involves merely phoning the local M. P. S. 
office. The M. P. S. later contacts a member of the claims com- 
mittee. Then, unless the attending physician is informed to the 
contrary within some 48 hours, he simply assumes that authoriza- 
tion has been granted. 

The statutes of the Montana state legislature have notably 
affected both the operation and the economy of Cascade Coun- 
ty’s medical assistance program. One of the primary objectives 
of prepayment programs founded in other parts of the country 
has been the achievement of greater federal and state matching 
as effected through distribution of the costs of medical 
assistance among all those eligible, such that federally imposed 
maximum grants were not exceeded. However, the law of the 
State of Montana specifies that the costs of maintaining a “county 
physician” must be met entirely by county funds. In Cascade 
County, the medical society acts as county physician; thus, this 
edict precludes any state or federal matching in its payment. 

Furthermore, state ordinances complicate the picture as con- 
cerns payment for pharmaceuticals. Prior to the 1949 amend- 
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ment of the Social Security Act, the administrative problem 
involved in the payment of all assistance monies to individual 
clients was by no means peculiar to the state of Montana. But, 
with the endorsement of direct payment to vendors of services, 
this source of complexity has been eliminated in many states. 

Notwithstanding these legal limitations, the Cascade County 
Department of Public Welfare, the medical society, the M. P. S., 
and other local providers of medical services have cooperated in 
both the creation and the effectual implementation of a medical 
aid program of which any community might well be proud. The 
unfaltering interest apparent among those persons even remotely 
connected with the program, now in operation over three years, 
supports the contention that the citizens of Cascade County will 
through the years continue to provide to their indigent the very 
highest quality of medical care. 
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Association, January 24, 1953, Vol. 151, pp. 320-323 


Copyright, 1953, by American Medical Association 


MEDICAL CARE FOR THE INDIGENT 


Part VIII of a Study 
by the 
COUNCIL ON MEDICAL SERVICE 


Medical Care of the Indigent in Polk County, Iowa 


This study considers the medical care available for indigent 
and medically indigent residents in Polk County, Iowa. The 
county has approximately 226,000 residents, of whom 178,000, 
or 79%, live in Des Moines, the state capital. It is both an agri- 
cultural and an industrial area, with the growing importance 
of industry indicated by a 30% population increase in the last 
10 years. 


TABLE 1.—Persons Eligible for Aid Under General and 
Public Assistance Programs 


Number 
Eligible 
General Assistance.... ie RS os CL Rdlide« dds As 288 
Public Assistance.......... “9 mdtdhedstterees 5,444 
eee 4,565 
Aid to Dependent Children.............. 690 (families) 
og ge eer tes 189 


ELIGIBLE POPULATION 


In 1951, approximately 5,732 residents of Polk County, or 
2.5% of the ccounty’s population, were eligible for aid under 
general and public assistance programs. The number eligible 
for aid from each program are shown in table 1. 

The total number of individuals eligible for aid to dependent 
children was not available, and, at the time the survey was made, 
Polk County had no aid to the permanently and totally disabled 
program. 

General assistance clients must be legal residents of the 
county. Reciprocal agreements have been made with other 
counties, however, to provide aid for nonresidents who cannot 
safely be moved to their home counties for treatment. The public 
assistance programs do not require legal residence in the county 
for medical care. 

ADMINISTRATION 

Both general and public assistance medical care are adminis- 
tered on a county-wide basis. Home care and hospitalization, 
however, are administered by two different agencies. The Polk 
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County Welfare Department, which is in charge of all assistance 
programs, certifies the client’s eligibility for welfare aid on an 
individual casework basis. Those certified are automatically 
eligible for physician’s care in the home or office, which is pro- 
vided through the welfare department. Every patient who uses 
the Broadlawns Polk County Hospital or its clinics as a public 
assistance patient must be certified as eligible by the hospital, 
even if he has already been certified for welfare aid by the 
welfare department. 

The outpatient department of the hospital is responsible for 
its social service and records. Medical social service workers 
interview the patients, determine their eligibility for free care, 
and arrange the transfer to private hospitals of patients who are 
ineligible. The department also makes arrangements for nurs- 
ing home care or such follow-up treatment for discharged patients 
as the physician advises. Nonresident and transient patients are 
also interviewed by this department and directed to the proper 
agencies from which to obtain aid. 

The hospital is governed by the Broadlawns Board of Hos- 
pital Trustees, an elective body that serves without compensa- 
tion. The board determines the appropriations needed to maintain 
hospital services and is responsible for the administration of 
welfare hospitalization and clinic care. Medical counsel for the 
board is provided by an advisory committee of the Polk County 
Medical Society, composed of nonstaff physicians, and by the 
executive committee of the attending medical staff. This execu- 
tive committee, composed of the chiefs of the various depart- 
ments, makes all professional and medical decisions concerning 
hospital policy, subject to board approval. 

Some informal coordination of home care and hospitalization 
programs is provided by the Council of Social Agencies, through 
its Social Service Exchange, to which authorizing agencies re- 
port all assistance clients. In this way, each welfare agency can 
determine the total aid given any individual. 

The Polk County Medical Society takes an active part in the 
welfare program. The society’s consultant committee meets once 
a month to review bills for physicians’ services to welfare pa- 
tients. The committee determines whether charges conform to 
the established fee schedule and whether the services rendered 
are in accordance with program regulations. The county welfare 
director and the committee act together to control abuses of 
assistance programs by physicians and by the public. The society 
also makes every effort to assist those patients who are not eligible 
for care at Broadlawns Hospital. 

Dissatisfied patients may appeal to the state administrative 
boards, and old age assistance clients may, in addition, appeal 
to the courts. The medical society’s grievance committee reviews 
complaints against participating physicians or, if necessary, can 
refer complaints to the grievance committee of the Iowa State 
Medical Society. 


mwmLbere oO on iv 









IRR2 HOSPITAL CARE AND OUTPATIENT DENTAL TREATMENT 


SERVICES AVAILABLE 


Approximately the same benefits are available for clients of 
the general assistance, aid to the blind, and aid to dependent 
children programs. Home and office calls by physicians are pro- 
vided on a free choice basis. Aid to the blind and aid to de- 
pendent children clients may also receive physician’s treatment in 
private hospitals on a free choice basis, but patients treated at 
the county hospital, the usual agency for hospitalization and 
clinical care of welfare patients, have no choice of physician. 

Those private physicians who are willing to accept welfare 
cases are listed with the medical society and with the welfare 
department and may be contacted in an emergency through a 24 
hour telephone answering service maintained by the society. 
Emergency treatment will be allowed without prior authoriza- 
tion, but under ordinary circumstances the welfare client is re- 
quired to obtain authorization before receiving medical care. 

Old age assistance differs from the other programs in that 
each client is given a monthly grant, based on an estimate of 
his medical costs for the year, and is expected to pay for what- 
ever medical care he receives from this grant. If the grant is in- 
sufficient, he may request additional allotments. 

Most welfare patients are hospitalized at Broadlawns County 
Hospital, although some clients are treated at the university hos- 
pitals in Iowa City. The patients referred to the university hos- 
pitals are usually sent there with teaching values in mind, 
although eligible patients may be referred there at their own 
request. Specialist care is provided at Broadlawns outpatient 
department, which is a fully equipped and fully staffed clinic. 

The county hospital provides diagnosis of mental ailments but 
is unable to handle all admissions for mental treatment, since 
it has only one seclusion room. Many patients are cared for in 
private rooms, and some with milder disease are placed in wards. 
The demand on clinical and hospital facilities for mental patients 
has so increased that sometimes the jail must be used for patients 
who cannot be cared for at home. Part of the hospital’s medical 
section is being remodeled to provide more facilities for study- 
ing mental patients; however, remedial treatment must be either 
at private or state mental hospitals. 

The assistance program will provide home nursing in Des 
Moines and a limited amount of nursing care elsewhere in the 
county. Prescriptions are filled by the pharmacy chosen by the 
patient or, for hospital and clinic patients, by the hospital 
pharmacy. 

The programs provide for convalescent care when necessary, 
although most local physicians do not consider the nursing homes 
in the county satisfactory. The county maintains its own farm 
or home for miscellaneous indigent persons, including transients. 

The welfare department will provide all benefits advised by 
the physician, including appliances, for clients of any program. 
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Surgical care for aid to the blind and aid to dependent children 
clients, however, is provided through general assistance funds. 


In addition, Polk County has a program providing free care 
for tuberculosis victims, which makes use of the tuberculosis 
department of Broadlawns County Hospital. However, the in- 
terpretation of the 1947 law authorizing this care varies, so that 
even the agencies involved have had difficulty determining the 
benefits due the patient. 


SPECIAL PROGRAMS 


The Community Chest operates a convalescent home that pro- 
vides beds for about 20 children and a health center that pro- 
vides preventive medical care and dental care for children and 
adults. This clinic refers patients requiring hospitalization to the 
proper agencies, provides eyeglasses for children, and examines 
juvenile court patients for the county. The Public Health Nursing 
Association holds well-baby conferences, including immuniza- 
tion procedures, throughout the county. Some indigent patients 
are treated at the Veterans’ Administration hospital or out- 
patient clinic in Des Moines or participate in the Home Town 
Medical Care Program. 

Iowa also has a Soldiers’ Relief Commission in each county, 
which provides assistance to all veterans and their families. In 
Polk County, the commission purchases hospital care from the 
county hospital at cost and medical care is provided by the 
attending staff for a token payment, which is assigned to the 
Polk County Medical Society. The Iowa State Rehabilitation 
Division pays for remedial care for many residents eligible for 
welfare assistance. 

In addition, the Council of Social Agencies sponsors, through 
its health council, a study of care of the chronically ill. Since 
many of the chronically ill, particularly the aged, are clients 
of the assistance programs, representatives of the welfare de- 
partment and of the various medical care organizations are co- 
operating with the council in this study. These privately and 
publicly sponsored programs are not confined to indigent citizens, 
but in many cases they do supplement the care provided by the 
general and public assistance programs. 


PROVIDERS OF SERVICE 


Treatment in home, office, or private hospital can be provided 
by any physician willing to participate in the program. About 
half the 230 active members of the Polk County Medical Society 
have agreed to treat welfare patients. 


The society’s emergency telephone service is operated by the 
district nurses’ association at the society’s expense. The operators 
at this Physicians Service Bureau are provided with a list of 
all physicians willing to accept welfare patients and will contact 
one of these physicians in an emergency. 
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The Broadlawns County Hospital, supported by county tax 
funds, is the main agency for hospitalization in welfare cases. 
The medical attending staff is composed of members of the Polk 
County Medical Society, who volunteer their services free of 
charge. The society’s advisory committee determines whether 
the physician is qualified for appointment to the branch of serv- 
ice for which he has applied. The hospital’s executive commit- 
tee then passes on the application and refers it to the board of 
trustees for final approval. 


Physicians are assigned to certain periods of the year, during 
which they cover the service to which they are assigned. In 1951, 
approximately 150 physicians were on the staff as active, honor- 
ary, or consultant members. These physicians care for patients 
and also instruct and supervise the residents and interns. Broad- 
lawns County Hospital has an arrangement whereby residents 
in various specialties at private hospitals in the county and at 
the University of Iowa hospitals are appointed to service at 
Broadlawns for periods of four to six months. 

The university hospitals accept about 600 patients per year 
from Polk County, according to a quota based on state taxation 
and county population. The private hospitals in the county also 
accept some welfare patients but are reimbursed for this care 
by rehabilitation and charitable organizations rather than from 
general or public assistance funds. 


According to the latest figures, there are 1,244 hospital beds 
in Polk County, including 165 in three osteopathic hospitals and 
50 in a private hospital for mental patients. Broadlawns County 
Hospital has 166 general hospital beds and 90 beds for tuber- 
culosis patients. 

The outpatient department of the county hospital provides 
clinical and specialist care for indigent patients. There are 30 
clinics each week in the various specialties. Usually the clinics 
are conducted by attending staff members, but some are con- 
ducted by residents. The outpatient department at present has 
a policy of referring aid to the blind and aid to the dependent 


children clients to their private physicians for treatment, if their 
condition allows this. 


The hospital also maintains a blood bank, which is almost 
self-supporting. In 1950, only 264 of the 1,161 donors were pro- 
fessional. The remaining 897 or 77% were relatives and friends. 
of patients who received transfusions. 


Home nursing in Des Moines is provided by the Public Health 
Nursing Association. The association is supported mainly by 
private funds, although some tax funds are used to supplement 
the staff. Limited nursing care is provided in the rest of the 
county from county funds, supplemented by federal funds allo- 
cated by the state department of health. 
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Prescriptions are filled at private pharmacies. Patients receiv- 
ing regular treatments at the hospital may have prescriptions 
filled at the Broadlawns pharmacy. 


PAYMENT FOR SERVICES 

The old age assistance program pays for medical care on a 
“preallotment” plan. The physician estimates the amount of 
medical service his patient will require during the coming year, 
and a grant sufficient to pay for this service is sent to the patient 
in monthly installments. From this grant, the client is expected to 
pay for whatever medical care he receives. If the allotment 
proves inadequate, he can apply for an additional amount, but 
if it is in excess of his needs, no adjustment is made during 
the year. 

For clients of the other assistance programs, physicians’ care 
is reimbursed according to a fee schedule established by the 
Polk County Medical Society and the state and county welfare 
departments. The schedule lists maximum fees for house and 
office calls, laboratory services, immunizations, x-ray examina- 
tions, and some special procedures. The Blue Shield fee schedule 
is suggested for services not covered. 

A fee of $5.00 is allowed for each house call, whether day 
or night, and $1.00 for each additional patient treated on the 
same call. The fee for an office visit is $2.50, and $3.00 is 
allowed for subsequent visits to receive injections. 

Physicians’ fees will be paid for treatment of aid to the blind 
and aid to dependent children clients at private hospitals, but 
no provision is made for the payment of hospital charges. 
Attending physicians at Broadlawns County Hospital serve with- 
out payment. Patients receiving inhospital care at the county 
hospital who are able to pay for service make their payments 
to the Polk County Medical Society. 

Broadlawns County Hospital and its outpatient department, 
which provide most of the hospitalization and clinical care for 
welfare clients, receive no payments from general or public 
assistance funds. If the patient is able to make any payment for 
outpatient clinic care, the fee is retained by the hospital. 

A physician who treats a general assistance, aid to the blind, 
or aid to dependent children client submits his bill to the con- 
sultant committee of the medical society for auditing. The society 
then sends general assistance bills to the county welfare depart- 
ment and public assistance bills to the state department of wel- 
fare for payment. General assistance claims are paid directly 
to the physician. Although federal laws now allow payment di- 
rectly to the physician for public assistance care, Polk County 
pays by a special allotment to the client, who is then expected 
to pay the physician himself. Payments for other medical serv- 
ices or for appliances are made directly to the vendor. 
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COST AND FINANCIAL SUPPORT 


The general assistance program in Polk County is supported 
by county taxation. An annual appropriation is made to the 
county welfare department for this program, and an emergency 
appropriation can be made if the funds allocated prove in- 
sufficient. 


Aid to the blind and aid to dependent children programs are 
supported by county, state, and federal funds. The federal gov- 
ernment contributes half the cost of the program, and the state 
and county each provide one-quarter. Funds allocated in 1950 
were adequate in both programs, though physicians reported 
that less than half their fees were paid. 

The old age assistance program is supported by the state and 
federal governments, which share the cost equally. The funds 
allocated in 1950 were inadequate, but the state budget cannot 
be augmented by emergency appropriations. As a result, grants 
were curtailed and many physicians suffered a loss. However, 
the physicians, the health center, and the Broadlawns outpatient 
department continued to give medical care to the aged after the 
funds were exhausted. 


The county hospital receives an annual appropriation from 
the county, based on a detailed budget covering anticipated ex- 
penditures for the ensuing calendar year. This budget is pre- 
pared prior to Aug. 15, which is the final filing date for tax 
levy askings, and the appropriation is established on the basis 


of these figures and the anticipated revenue. In 1950, the state 
legislature granted an increase in the tax for hospital support 
to two mills and authorized a further one mill emergency tax 
if the regular tax did not provide sufficient funds. The hospital 
board has authorized the presentation of a bill for an increase 
in the tax rate to five mills, since emergency appropriations 
have been necessary annually during recent years. 


Some patients at the hospital and the outpatient clinics are 
found able to pay all or a part of the hospital charges. In 1950, 
69.7% of the hospital funds came from the county and 30.3% 
from these patients or from agencies liable for their care. 

Figures are available only for the expenditures and services 
provided at Broadlawns County Hospital and its tuberculosis 
department; no data is available on other assistance costs or 
services. The expenditures and services for general and public 
assistance patients at the hospital are not listed separately. How- 
ever, approximately 78% of the patients in the tuberculosis de- 
partment received free care in 1950, and about 66% of the 
patient-days in the general department of the hospital were not 
covered by full or partial payments. A report of the investiga- 
tions and check-ups of patients treated at the general outpatient 
clinic shows about 50% of the clients investigated were covered 
by one or more of the assistance programs. 
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Applying these percentages to the statements of the total cost 
of patient care in the three departments, the approximate cost 
of the free care provided in the various departments of the hos- 
pital in 1950 is shown in table 2. 


The total net operating expenses of the hospital in 1950, for 
both departments, was $914,894.67 and the total operating in- 
come, of which 98% was received from patients or from agencies 
paying for their care, was $267,974.95. The hospital pharmacy 


TABLE 2.—Total Cost of Patient Care and Approximate 
Cost of Free Care Provided in Broadlawns County 
Hospital in 1950 

Free Patient 


Total Patient Care Cost 
Care Cost (Approximate) 


Tuberculosis Department............. $ 69,857.20 $ 54,488.62 
General Department 
Outpatient 70,395.97 35,179.99 
Hospital 409,938.11 270,559.15 


Total $550,191.28 $360,227.76 


TABLE 3.—Attendance Figures and Expenditures for Some ltems 
of Hospital and Outpatient Care in 1950 
Tuberculosis 
Department General 
EE A - a oo —_— - ——- 
Out- Out- 
patient Hospital patient Hospital 
Individual Patients........ 343 145 9,081 4,855 


Patient Days per Visits... 3,813 29,895 37,520 47,904 
Cost per Day per Visit 
Gross Cost § 2.94 12.79 
Patient Care 2. 1.88 10.34 
Medical Salaries 9,265.00 12,551.64 43,259.68 
Nursing Salaries 45,775.33 16,295.49 205,519.53 
Drugs and Medicines................. 6,726.13 17,833.51 71,333.97 


filled 31,001 prescriptions during the year, but data are not avail- 
able as to the proportion of these that were filled for welfare 


patients. Attendance figures and expenditures for some items of 
hospital and outpatient care in 1950 are shown in table 3. 


MEDICAL SOCIETY RELATIONSHIP 

The Polk County Medical Society not only cooperates with the 
county’s assistance programs but also, to a certain extent, spon- 
sors and helps administer them. The fee schedule for physicians 
was established through the cooperation of the society and the 
welfare agencies, and the society’s consultant committee audits 
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physicians’ bills for all programs except old age assistance. The 
committee also works with the welfare department to prevent 
abuses of the program. The society’s grievance committee stands 
ready to hear complaints against physicians participating in the 
program. 

Medical care for patients hospitalized at the county hospital 
is furnished under the auspices and direction of the Polk County 
Medical Society. Society members serve at the hospital without 
payment, caring for patients and supervising and instructing the 
interns and residents. The advisory committee of the society 
reviews all applications for staff membership at the hospital and 
determines the applicant’s qualifications. All decisions concern- 
ing professional care and medical policies in the hospital are 
made by the attending staff’s executive committee, composed of 
society members, with the cooperation of the advisory commit- 
tee. Hospital patients who can afford partial or full payment remit 
this payment to the medical society. 

During the war, when medical service was at a premium, the 
Polk County Medical Society agreed to pay the salary of a 
clinical director. The society decided that employment of a physi- 
cian in this capacity would help to offset the shortage of staff 
members caused by military demands. In 1950, the council of 
the society decided that this shortage no longer was critical and 
discontinued its contribution of the clinical director’s salary. 
However, as the society felt that the position should be continued 
at the hospital regardless of the size of the attending staff, the 
board of hospital trustees has assumed payment of the director's 
salary. 

In addition to its services to the county hospital, the society 
has established a commitment board that supervises treatment 
of patients referred to the university hospitals. The board re- 
ceives reports on the patients while they are at the hospital and 
utilizes local medical and auxiliary facilities to follow up the 
cases and provide interim and post-treatment care. 

The medical society’s working agreement for medical care for 
county patients also includes treatment of patients at the county 
jail and the juvenile home. In addition, the society office makes 
every effort to assist patients who are ineligible for care at the 
county hospital. 

SUMMARY 

Medical care for indigent and medically indigent residents of 
Polk County is on a county-wide basis. Clients of the assistance 
programs are all eligible for the same benefits and will be pro- 
vided with any care considered necessary by the attending 
physician. 


Physicians’ care, prescriptions, appliances, home nursing, and 
convalescent care are provided by the county welfare department. 
The patient has free choice of physician for home and office care 
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and in private hospitals, and physicians are reimbursed accord- 
ing to a fairly liberal fee schedule. 


Physicians providing aid to general assistance clients are paid 
directly by the county. Public assistance patients receive an addi- 
tion to their regular monthly grant with which they are expected 
to pay for physicians’ care. 

No provision is made for the payment of hospital or clinic 
charges, since the program makes use of Broadlawns County 
Hospital and the University of lowa hospitals, which are tax- 
supported. Physicians at the county hospital, who provide in- 
hospital, clinic, and specialist care for welfare patients, serve 
without remuneration under the auspices and sponsorship of the 
Polk County Medical Society. The patient does not have free 
choice of physician in the county hospital, and the hospital 
determines his eligibility for free care without reference to the 
welfare department’s decision on his case. Prescriptions are filled 
by private pharmacies and by the hospital pharmacy. Though 
convalescent care is available, the county has no control over the 
quality of nursing homes. There is general dissatisfaction with 
this situation, and several agencies are attempting to obtain some 
regulation of the homes.* 


Several public and private specialized programs providing 
medical aid include assistance clients among those aided. Regula- 
tions have been established to provide care for nonresidents and 
transients. 


Placing physicians’ care under one agency and hospitalization 
under another leads to a certain amount of confusion. For in- 
stance, a relief client must be certified as eligible by both agencies 
to receive both types of care. Cooperation exists between the 
two authorities, but there is no formal liaison or coordination. A 
central certifying authority for all medical care might avoid 
much duplication of effort. 


There is no control over the spending of the medical allotment 
to public assistance clients, and physicians and other providers 
of medical services report that less than half their fees are actu- 
ally paid. This has resulted in a natural reluctance on the physi- 
cian’s part to treat public. assistance patients. 


The method of payment for old age assistance care is a par- 
ticular subject of dissatisfaction. Since the medical grant is based 
on an estimate of medical needs for the coming year, the amount 
granted each client frequently differs from his actual medical 
costs. As a result, the patient may have to request additional 
funds or receive free treatment, or he may realize a profit on 
the medical care grant. In either event, the program seems in- 
equitable and unsatisfactory. 


* During the latter part of 1952, after the Council’s survey had been 
completed, the city of Des Moines revised its Nursing Home Ordinance to 
remedy this lack of control. 
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This dissatisfaction with the old age assistance program is 
particularly noteworthy since the program includes about 80% 
of those eligible for welfare aid in the county. The aged are also 
those most likely to require medical assistance. The county 
hospital, for example, reports that about half its bed patients 
are 60 years of age or over. 

However, despite these complaints concerning administration 
of the program, it seems generally agreed that the medical care 
provided is adequate except for convalescent home care. In ad- 
dition, public and private programs provide help for non- 
residents and “borderline” cases; no person is denied necessary 
hospital and medical care. 

The assistance programs operate with the full cooperation and 
aid of the Polk County Medical Society, and control of medical 
care and standards remains in the hands of the medical pro- 
fession. 
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Medical Care of the Indigent in Rhode Island 






The following is a study of the new plan for medical care 
of the indigent of Rhode Island, which began operation July 
1, 1952. Owing to the brief period in which the plan has been 
in effect, data are not yet available concerning operating costs 
and the number of treatments provided. However, information 
concerning the administration, fee schedules, and the type of 









TABLE 1.—Number of Persons Receiving Public Assistance 
in May, 1952 


Gomera  Astistamees ick. ec dbs NG cei v8 andes 11,367 (5,287 families) 
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Aid to Dependent Children.............. 8,039 (3,330 families) 






Aid to Permanently and Totally Disabled 257 






service available have been abstracted from the program 
manual published by the Rhode Island State Department of 
Social Welfare, with supplementary information supplied by 
the department. 

Rhode Island, the smallest state in the union, had a popu- 
lation in 1950 of 792,000. Almost one-third of the state’s 
residents, 249,000, live in Providence, the only Rhode Island 
city with more than 100,000 population. Approximately one- 
sixth of the state’s population is engaged in manufacturing, 
and there are about 2,500 farms in the state. 
















ELIGIBLE POPULATION 


; As yet, there are no annual figures for the new medical 

: care program. The number of persons receiving some form 
of public assistance in May, 1952, is shown in table 1. 

Medically indigent residents are included in the general assist- 

ance figures. The total number of persons eligible for care 

under the plan is, therefore, approximately 29,208, or 3.7% 

of the state’s population. 
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ADMINISTRATION 


Before the present plan was inaugurated, the great majority 
of medical care for assistance clients was provided through 
payment to the clients themselves, although some payments 
were made direct to the providers of this care from general 
assistance funds. The new plan places all care for public 
assistance clients under the supervision of the Division of 
Public Assistance of the state’s Department of Social Wel- 
fare, while general assistance clients receive care through the 
Department of Public Welfare of the community in which they 
reside. The medical director of the Division of Public Assist- 
ance exercises over-all authority and supervision of medical 
care provided. 

Assistance clients are eligible for medical care without 
further authorization, provided that there are no other re- 
sources they can utilize, such as relatives, insurance plans, 
or agencies organized to provide for victims of specific ill- 
nesses. The manual points out, “Since Public Assistance is 
supplementary to personal and community resources and 
should never supplant these resources, they are to be utilized 
to the fullest extent possible in order to preserve maximum 
personal and community responsibility.” Social workers of 
the Division of Public Assistance determine if such resources 
are available or if public funds are needed to meet the client’s 
medical expenses. 

The medically indigent, though not clients of any specific 
assistance program, may obtain aid in the payment of medical 
costs by applying to the local welfare department within 30 
days after the need first arises. This local office also acts as 
an information center for physicians and others providing 
medical care and supplies who wish to determine a patient’s 
eligibility for public care. Forty-two of these offices serve the 
15 districts into which the state is divided; the district offices 
are under the direct supervision of five “area offices,” which 
are, in turn, responsible to the state office in Providence. 

Advisory committees of the Rhode Island Medical Society, 
the Hospital Association of Rhode Island, the Rhode Island 
State Dental Society, the Rhode Island Optometric Association, 
and the Rhode Island Chiropody Society and an Advisory 
Committee on Pharmacy cooperated in formulating the pro- 
gram and in establishing fee schedules for the various serv- 
ices. A continuing liaison is maintained between the Depart- 
ment of Social Welfare and the various professional groups, 
and the advisory committees may be consulted concerning 
problems arising in their respective fields. Appeals by phy- 
sicians and other personnel providing medical care may be 
made directly to the medical director or to the appropriate 
advisory committee or both. A fair hearing process has also 
been established by the state for assistance clients who wish 
to appeal an agency action. 
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SERVICES AVAILABLE 


Medical care, as defined by the manual, includes “those 
basic medical services and supplies, in essential quantity, at 
minimum adequate cost, which are required for the diagnosis, 
treatment and control of sickness or injury, to the end that 
physical, mental and economic self-help may be achieved to 
the maximum possible for each needy person requiring such 
medical care.” 

Fourteen medical services are listed as falling within the 
scope of the program: services of physicians, consultants, dent- 
ists, chiropodists; x-ray and laboratory services; eye care and 
glasses; appliances; drugs; ambulance service; hospital, clinic 
and convalescent care; and home nursing. The services are 
available to all assistance clients and to the medically indigent, 
whenever they are not otherwise obtainable. 

The client may be treated by the physician of his choice in 
the home or office; prior authorization is required only if 
more than eight visits per month are needed, in a case of 
acute illness, or more than two visits per month, for chronic 
illness. In emergencies, treatment above these limits is per- 
mitted without prior authorization. The program covers pre- 
natal and postnatal care in home and office, but hospital 
delivery is expected, except in cases of emergency. 

Usually, provision is made for the services of only one 
physician at a time. With prior authorization, however, a 
single office or home visit by a consultant is allowed; in emer- 
gencies, the prior authorization is not required. 

On the recommendation of the attending physician, a client 
may be hospitalized in any approved voluntary hospital in the 
state. Ward accommodations are utilized, and all ordinary 
hospital services are provided, including maternity care. Hos- 
pitalization outside Rhode Island, within the cost standards 
of the plan, is provided when the service required is not avail- 
able in the state or if the patient is outside the state when the 
need arises. 

No change has yet been made in methods of providing 
clinic care; pending a thorough study of the situation, local 
welfare departments maintain the same arrangements with 
local clinics as were in force prior to the beginning of the 
new program. Care is provided at licensed convalescent and 
nursing homes if needed services are not available at the state 
infirmary or other sources. On recommendation of the attend- 
ing physician, clients may also receive home care from reg- 
istered nurses or licensed practical nurses. 

Within the limits of the manual’s definition of medical care, 
dental care in the dentist’s office is also provided. All types 
of dental work are covered, including oral surgery, extractions 
and bridge work; at present, orthodontia is excluded. Prior 
authorization is required only for work costing more than 
$15; for work costing between $15 and $50, the authorization 
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is based on x-ray examination of the specific area to be treated, 
while for work costing more than $50, a full mouth x-ray 
examination is required before authorization. 

Treatment by licensed chiropodists is provided without prior 
authorization up to a maximum of five home or office visits 
per month for acute conditions and two per month for chronic 
conditions. For treatment beyond these limits, prior authoriza- 
tion is required. 

Diagnostic x-ray services, as well as x-ray and radium 
therapy, must be provided by an approved radiologist. Diag- 
nostic services may be provided without prior authorization, 
but authorization is required for either type of therapy, which 
will be provided only when other resources cannot be utilized, 
whether because of distance limitations or other reasons. Pay- 
ment for diagnostic x-ray services will be allowed to physicians 
other than approved radiologists only in emergency Cases. 

Laboratory services are provided by clinical laboratories 
approved by the State Department of Health and the Public 
Assistance Office of Medical Service. The program encourages 
the use of existing public health laboratory facilities and the 
“diagnostic battery of laboratory tests” which the private labo- 
ratories usually provide. The only authorization needed for 
such services is a written statement by the attending physician 
that such tests are necessary. 

Physiotherapy may be provided in home, office or hospital, 
but is considered part of the professional services rendered by 
physician or hospital rather than a separate service. 

Complete eye care is provided, including examination, re- 
fraction and diagnosis; new eye-glasses may be obtained or 
old ones replaced or repaired. Payment is provided for pro- 
fessional care by any licensed ophthalmologist or optometrist 
and for filling of their prescriptions by opticians. 

Surgical and prosthetic appliances are provided on the rec- 
ommendation of the attending physician; prior authorization 
is required in each case. Ambulance service is provided when 
essential for transporting a patient to or from a hospital. 

Drugs may be obtained from licensed pharmacists upon the 
written prescription of the attending physician, with the ex- 
ception of expensive or experimental drugs of doubtful efficacy 
or drugs in the state of preliminary trial. Drugs provided by 
the physician or the hospital are considered part of the pro- 
fessional services rendered. 


PROVIDERS OF SERVICE 


No figures are as yet available as to actual participation 
in the program, due to the short time it has been in operation. 
However, no participation agreements are required, so that 
any licensed physician may provide the service. In 1950, ap- 
proximately 950 physicians were in practice in Rhode Island, 
including over 300 specialists. There are approximately 95 
private duty nurses and 152 practical nurses in the state. 
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The program provides for care in public hospitals only when 
the client is hospitalized outside the state; therefore, the 16 
nonprofit private hospitals, with a total of 2,420 beds and 432 
bassinets, provide all hospital care for clients of the program. 


PAYMENT FOR SERVICES 


Through consultation with the advisory committees of the 
professional groups concerned, fee schedules have been estab- 
lished for most of the services provided. In general, only one 
agency or supplier is paid for each service rendered. Phy- 
sicians are paid for home and office visits but not for hos- 
pital visits; only the hospital receives payment for hospital 
or outpatient department care. Drugs and physiotherapy pro- 
vided by physicians and hospitals are considered part of the 
professional services rendered and are included in the flat 
rate paid for such care. 

Physicians are reimbursed at a rate of $3.00 for office visits, 
$4.00 for home visits during the day, and $5.00 for home 
visits at night. For additional patients seen during a single 
visit, $2.00 is allowed, with a maximum payment of $7.50 
per visit. The maximum payment for minor surgery in home 
or office is $10.00. Consultants receive $5.00 for office visits 
and $10.00 for home visits. 

The ordinary maximum per diem allowance for hospital 
care is $14.00 and for infants after delivery $3.00 per diem 
is allowed. Prior authorization is required for hospitalization 
costs that exceed this rate. 

Payments for clinic care are determined in accordance with 
the previous agreements between the institution and the local 
welfare department; if the clinic has been providing this care 
gratis, it will continue to do so, pending the completion and 
study of a survey being conducted by the Hospital Associ- 
ation of Rhode Island. Payments for convalescent and nurs- 
ing home care are determined by public assistance cost stand- 
ards for the type of care provided and, in the case of home 
nursing, by the hours of service required. 

A detailed fee schedule has been established for dental work, 
with fees ranging from $2.00 to $75.00, depending upon the 
type of work done. Chiropodists are paid $2.00 for office 
visits, $3.00 for home visits during the day, and $5.00 for 
home visits at night. Allowances for clinical laboratory serv- 
ices range from 50 cents to a high of $6.00, for a basal metab- 
olism test. 

Drugs are paid for at the unit cost price plus 50%, except 
drugs which have fair-traded minimum retail prices, in which 
case these prices apply. If compounding of at least one-half 
hour’s duration is involved, a higher rate of payment for the 
prescription may be authorized. Cost standards for appliances 
will be established after the program has been in operation 
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six months, so that payments may be based on experience in 
the type and number of appliances needed. 

The method of payment varies somewhat with the type of 
service. For all services except clinic, convalescent and nurs- 
ing home care and home nursing, bills are sent to the agency 
concerned. Bills for public assistance clients are sent to the 
State Public Assistance Office of Medical Service in Providence 
and for general assistance and medically indigent clients to 
the local department of public welfare. Most bills are due by 
the 10th day of the month following that in which service is 
provided. 

For clinic care, the bill is sent to the local welfare depart- 
ment; for convalescent and nursing home care and for home 
nursing, the bill is given to the client, with the physician’s 
recommendation as to the future care needed. The client gives 
this information to the social worker handling his case, who 
arranges the necessary increase in the total amount of assist- 


TABLE 2.—Vendor Payments from General Assistance Funds 
for Indigent Medical Care, Fiscal Year 1952 


Hospital Care Medical Care 


oeenrenneneesett Nance 
cr — 


General Assistance Clients........ $197,432 $48,151 


17,145 
Old Age Assistance $179,406 $7,970 
Aid to Dependent Children 84,097 8,748 
Aid to the Blind 3,092 206 
Aid to the Permanently and 
Totally Disabled 2,337 221 


$466 ,364 $65,296 


ance paid the client. The client then pays the home or nurse 
from this increased allotment. 


COSTS AND FINANCIAL SUPPORT 

Public assistance medical care is supported by state and 
federal funds, through a “pooled fund” arrangement, as 
allowed by the 1950 amendments to the Social Security Act. 
The state and federal funds provided for public assistance are 
pooled, and a monthly assessment for medical care is made 
from this fund for each public assistance client. This medical 
care fund is then utilized to pay medical bills for all clients 
of the program. General assistance medical care costs are met 
by local funds, with the state reimbursing local government 
for 70% of such costs. 

As yet, insufficient data has been acquired to enable a tabu- 
lation of total costs or expenditures per client for the new pro- 
gram; however, cost figures for the fiscal year 1952, immedi- 
ately prior to the inauguration of the new program, may serve 
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as an indication of possible expenditures under the new plan. 
During this period, medical care was reimbursed by two 
methods: direct payment to the vendor from general assist- 
ance funds and inclusion of medical care payments in the 
client’s regular assistance check, with the client paying the 
vendor. The figures given represent only the payments direct 
to vendors from general assistance funds and, therefore, show 
only one-third or less of the total cost of medical care for 
the indigent, according to the state welfare department. In 
addition to the costs given in the table, $1,764 was paid for 
ambulance service for assistance clients. 

From the figures given, it can be seen that the total vendor 
payments for indigent medical care during the year were 
$533,424. Using as the number of eligible clients 29,208, 
the average payment would be $18.26 per eligible client. If, 
as is estimated, this amounts to only a third of the total cost, 
then total expenditures for indigent medical care during the 
year were approximately $1,600,000, or about $54.75 per 
eligible client. It cannot, as yet, be determined how closely 
costs under the new program will approximate these figures. 


MEDICAL SOCIETY RELATIONSHIP 


The program was drawn up with the assistance of the com- 
mittee on social welfare of the Rhode Island State Medical 
Society, which also aided in formulating the fee schedule for 
physicians’ services. It is apparent, therefore, that the state 
society was actively interested in the establishment of the 
plan and will continue to aid in its development. The social 
welfare committee continues to work with the state welfare 
department in an advisory capacity and has been called upon 
frequently by the medical director for advice and assistance 
in coping with problems not specifically covered by the estab- 
lished standards and regulations. Information is not yet avail- 
able on the amount of participation in the program by 
individual members of the society. 


SUMMARY 


Since the Rhode Island program for medical care of the 
indigent is barely eight months old, its efficacy cannot be fully 
determined. However, the plan seems a firm basis for efficient 
handling of this problem. 

Public assistance care is administered by the state Public 
Assistance Office of Medical Service, except clinic care which, 
like general assistance medical care, is administered by local 
welfare departments. Thus medical care is, in general, pro- 
vided through the same department, state or local, as is other 
assistance, and administrative complexity is kept to a mini- 
mum, This not only makes actual management of the program 
easier but also makes the cost of each program more readily 
determinable than in the former plan, when medical care was 
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provided either through general assistance funds or by in- 
creases in the regular assistance checks. 

In general, clients of any assistance program are eligible 
for all forms of care without prior authorization, except when 
the treatment will be overly expensive or prolonged. The 
program manual states that “the decision as to the specific 
medical needs of each patient is a professional one. Public 
Assistance is concerned (only) with the financial need... .” 
This is borne out by the fact that, for all services except the 
few requiring prior authorization, the recommendation of the 
attending physician is the only requirement. 

Patients have free choice of physician and of all other 
vendors of service or professional personnel within the scope 
of the program: the only limitation is that assistance funds 
will be used to pay for medical care only when the client 
cannot obtain this care from any other source. In this way, 
the program avoids duplication of the services provided by 
public health agencies and various voluntary organizations. 

Fees are somewhat restricted, in that physicians are reim- 
bursed for home and office care at a set rate, regardless of 
service, and are not paid for treatment in hospitals or hospital 
outpatient departments. Hospitals are paid a flat per diem 
rate for all services, including drugs and physiotherapy. Pre- 
scriptions are filled by private pharmacists on a cost-plus basis, 
with fair-traded drugs provided at the minimum retail price. 

Cost standards have been established for all services except 
clinic care, where prevailing standards in the individual com- 
munities remain in effect pending a state-wide survey by the 
welfare department and the hospitals of the state. Cost stand- 
ards for surgical and prosthetic appliances will be developed 
after six months of experience with the plan. Owing to the 
short time the program has been in operation, figures are not 
available for total expenditures or cost per eligible client. 

The Rhode Island State Medical Society, as well as the 
other professional groups concerned, has had an active part 
in the formulation of the program and continues in an ad- 
visory capacity to the medical director; the welfare depart- 
ment plans to concern itself solely with the financial and 
administrative aspects of the plan and to leave medical care 
in the hands of the private physician. Indeed, the medical 
director of the program has stated that Rhode Island is “not 
attempting to set up a ‘police body’ to supervise . . . methods 
of practice” but to provide this care for the indigent on a 
more effective basis. 

In general, the program seems designed to provide adequate 
care for the needy of the state and at least some reimburse- 
ment for the professional providers of this care. Only ex- 
perience, however, will show how effectively this goal is 
attained. 
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Reprinted, with additions, from The Journal of the American Medical 
Association, May 16, 1953, Vol. 152, pp. 268-270 


Copyright, 1953, by American Medical Association 


MEDICAL CARE FOR THE INDIGENT 


Part X of a Study 
by the 
COUNCIL ON MEDICAL SERVICE 


Medical Care for the Indigent in Richmond, Virginia 


This is a study of medical assistance benefits made available 
to the indigent and medically indigent of Richmond, Va. 
Previous studies in this series have reported on county-wide 
programs; however, Virginia’s geographical division leaves the 
larger cities distinct from county boundaries. Richmond, the 
capital of Virginia, is one of these independent cities; the 
current population totals 235,300. The city’s historic tobacco 
enterprises and numerous younger industries have provided a 
remarkably stable employment situation throughout the past 
several decades; accordingly, during this time, the local wel- 
fare case loads have had only a minimal seasonal variation. 


ELIGIBLE POPULATION 

Requirements for general and public assistance are estab- 
lished by the Virginia state legislature and the Federal Security 
Administration; the welfare department certifies assistance 
applicants in accordance with these standards and all certified 
indigents are automatically eligible for all benefits provided 
by the health department’s medical assistance program. How- 
ever, welfare case loads do not necessarily include all persons 
eligible for the individual medical services provided; certain 
agencies integral to the total program independently establish 
requirements and screen noncertified medically indigent per- 
sons who apply for services provided by those agencies. The 
data in table 1 represent only those persons eligible for all 
phases of the medical assistance program during June, 1952: 
the total welfare case load represents 2% of the city’s popu- 
lation. 

ADMINISTRATION 

Prior to 1941, the Richmond Department of Public Wel- 
fare bore the entire community responsibility for aid to the 
needy. In that year, however, the Department of Public Health 
was founded and, in addition to other duties, given the re- 
sponsibility for provision of medical care to the city’s indigent, 
although the welfare department continued to administer the 
nonmedical assistance program. 
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Between 1941 and 1949, the medical aid program was sub- 
jected to intense scrutiny and criticism by the Department of 
Public Health, the administrators of the Medical College of 
Virginia, and the directors of the Commonwealth Fund of 
New York. Through the cooperation of these three agencies, 
the current medical aid program was evolved. The objective 
of the program was dual: the provision of adequate and co- 
ordinated medical services to the indigent and medically indi- 
gent and the establishment of a teaching program whereby 
students of the Medical College of Virginia, in Richmond, 
might be familiarized with both socioeconomic and technical 
aspects involved in the practice of medicine. 

The program is supervised and coordinated by the Medical 
Aid Bureau of the health department; however, the final 
authority on medical aspects of the program is vested in a 


TABLE 1.—Number of Richmond Assistance Clients, 
June, 1952 


General Assistance... 
Service Cases *. 
Public Assistance 
Old Age Assistance 
Aid to Dependent Children 
Aid to the Blind 


492 
4,658 


* Temporarily certified for general assistance, subject to additional 
review. 


part-time “clinical director” and two part-time consultants 
from the college’s department of medicine. Since several pro- 
fessional groups are involved in the instrumentation of the 
program, a central record system is maintained in an attempt 
to achieve some degree of continuity in medical services. 
Although the Richmond Academy of Medicine has officially 
endorsed the program as an experiment, the society has played 
no active part in either its planning or its administration. 


SERVICES AVAILABLE 

The Medical College of Virginia is the hub about which 
the entire medical assistance program revolves. Here, using 
the clinics and emergency rooms of the hospitals affiliated 
with the college, general practice, emergency, and specialized 
care are made available to Richmond’s indigent and medically 
indigent. Private physicians do not participate in the program, 
except under the college’s auspices and direction. 
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The newly certified welfare client is given a card establish- 
ing his eligibility for all services provided by the program. 
Upon his initial visit to the clinics, the client presents this 
card to the clinic admitting department, which refers him to 
the admitting clinic for treatment or for referral to the spe- 
cialty clinics or the hospital admitting staff. For treatment of 
clinic applicants who are not certified welfare clients, how- 
ever, a careful screening by the clinic admitting department 
is required. 

Admitting clinic hours are between 9 a. m. and noon and 
between 2 and 4 p. m., five days per week; general specialty 
clinics are conducted week day mornings, while subspecialty 
clinics are held week day afternoons. Both admitting and 
specialty clinics are housed in the Medical College of Virginia 
Hospital; their services are available to all assistance clients. 
At any time during the day or night, certified welfare clients 
requiring immediate medical attention may be admitted to the 
emergency rooms at the college hospitals. The services of the 
emergency rooms are available to everyone in the city. 

A 24 hour switchboard service at the college hospital re- 
ceives requests for home care, which is provided for those 
on assistance rolls without prior authorization. Requests from 
noncertified indigent and medically indigent clients are screened 
by the switchboard operators before physicians or medical 
students are dispatched to their homes. Special attention is 


given to home care by the clinical director of the program. 
Through his intimate contact with the program as a whole, 
and through the utilization of comprehensive case records 
maintained by the home care offices, he insures that patients 
requiring home therapy are carefully attended by both stu- 
dents and instructors. 


Until this year, physicians and students participating in home 
care and clinic phases of the program solicited the services 
of the Instructing Visiting Nurses Association (IVNA) to pro- 
vide bedside nursing care, with some supplementation of these 
services by health department nurses. On Jan. 1, 1953, the two 
nursing services were combined as the Community Nursing 
Service, with all nurses available for either educational or 
nursing functions. In certain instances, the program also 
authorizes the use of housekeeping aides. 

Upon the recommendation of the clinics, emergency rooms 
or home service welfare clients are hospitalized at one of the 
participating hospitals: the college hospitals, Sheltering Arms 
Hospital, and Richmond Community Hospital. Convalescent 
care is provided to the indigent at the Richmond City Home. 
Certified welfare clients are admitted to these institutions with- 
out special authorization; however, noncertified indigent and 
medically indigent petitioners are routinely subjected to a 
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careful interrogation and means test by the hospital admitting 
staff prior to their admission. The staff tentatively suggests 
a full or part payment schedule such that emergency cases 
may receive prompt attention. Each patient is subsequently 
referred to the Medical Aid Bureau of the health department. 
The information obtained by the admitting staff is reviewed 
and, in many instances, verified by home calls before actual 
subsidization is granted. 

Pharmaceuticals are dispensed to the indigent either at the 
clinics or by the hospital pharmacy. Though all drugs are 
available, the administrators of the program recommend the 
employment of the less expensive preparations wherever feas- 
ible. Special appliances are rented for the indigent from 
sick-room loan chests maintained by voluntary community 
organizations. Ambulance services are also provided, using 
conveyances owned and operated by the health department. 


PROVIDERS OF SERVICES 


There are currently approximately 600 physicians in active 
practice in Richmond. Of these, 160 qualified specialists con- 
tribute one-half day per week to the admitting or specialty 
clinics. In addition, four general practitioners are salaried by 
the medical school to supervise the provision of medical serv- 
ices in the hospital emergency rooms. Thus, including the 
program’s clinical director and the medical consultants, about 
170 of Richmond's licensed physicians are concerned directly 
or indirectly with the organized medical assistance program. 
Of these, only the physicians who comprise the medical school’s 
teaching staff, with a few exceptions, are authorized to treat 
inpatients at the college hospitals. 

Integral to the provision of both outpatient and inpatient 
services are the interns and residents at the college hospitals 
and the 100 senior students of the medical school. These 
fourth year students are divided into eight groups, which are 
so rotated that each student is assigned eight weeks to the 
medical service, eight to surgery, four to obstetrics, four to 
pediatrics, and four to neuropsychiatry. An additional four 
weeks are set aside as an elective period. 

At all times during the school year, a minimum of 24 stu- 
dents, i. e., two groups of 12 each, are assigned to the medical 
service. Sixteen of these assist in the medical clinics and eight 
are assigned to home care. The students are so rotated that 
each gives one-third of his eight weeks on the medical service 
to the latter program. Thus, each senior medical student at 
the college spends some 18 to 20 days providing home care. 

Requests for home care services are answered by a pair 
of medical students in health department automobiles equipped 
with radio telephones. The findings of the students and their 
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treatment of cases are reviewed daily by one of two second 
year medical or pediatric residents, by the clinical director, 
or by one of the medical consultants. The reviewing physician 
may return with the students to see the patient or may dis- 
pose of the case by referral to the clinics, the emergency 
rooms, or the hospital admitting staff. A secretarial staff is 
employed specifically to maintain home care case records and 
to insure periodic visits by students or physicians to the homes 
of chronically ill welfare clients. 


In table 2 are given the bed capacities of those hospitals 
whose inpatient services are available to Richmond’s welfare 
clients. In general, the diagnostic and therapeutic facilities 
of the college hospitals are more comprehensive than those of 
the other hospitals, and individual cases are assigned to and 
transferred between the institutions accordingly. 


To insure efficient utilization of available facilities and thus 
obviate unnecessary expenditures for inhospital services, the 
Richmond Department of Public Health employs a hospital 


TABLE 2.—Bed Capacities of Richmond Hospitals Participating 
in Indigent Medical Care Program 
Medical College of Virginia Hospitals * 
(College hospital, St. Philip Hospital) 
Sheltering Arms Hospital 
Richmond Community Hospital 


* Services are also available for the medically indigent on a part pay- 
ment basis. 


coordinator who personally follows the institutional care of all 
welfare clientele. The coordinator, a licensed physician and a 
member of the college’s department of medicine, reviews each 
case at least once weekly and has final authority as to the 
duration of hospitalization required by the patient and as to 
the selection of the institution wherein adequate medical serv- 
ices may be most economically provided. The role of hos- 
pital coordinator is, of course, of singular importance in a 
teaching institution, where there might be a tendency to hold 
unusual cases for observation longer than is absolutely neces- 
sary for adequate hospital treatment. 


The Richmond City Home provides domiciliary care as well 
as convalescent care to the certified indigent. Of its 310 beds, 
only 225 are normally occupied by convalescent, terminal, 
or chronic cases. The home is staffed by 6 registered nurses, 
31 practical nurses, and 3 externs. A salaried attending phy- 
sician makes routine and emergency calls on those occupants 
of the city home in need of his services. 





2904 HOSPITAL CARE AND OUTPATIENT DENTAL TREATMENT 


PAYMENT FOR SERVICES 

The great majority of the medical benefits provided to the 
indigent and medically indigent of Richmond are tendered 
through the Medical College of Virginia and its affiliated 
hospitals. In return for these services, the Richmond Depart- 
ment of Public Health has contracted to reimburse the college 
on the basis of its computed per patient operating costs. Addi- 
tional contracts have been negotiated between the health de- 
partment and the other agencies incident to the program. 

During the fiscal year 1952, the department was billed at a 
rate of $0.50 for each clinic visit, admitting or specialty, of 
certified welfare clients; the cost of emergency room care was 
$3.00 per patient treated. The noncertified medically indigent 
were asked to make partial or full payments for clinic care; 
the remainder of these costs were absorbed by the medical 
school. For inpatient care given welfare clients at the college 
hospitals, the college was reimbursed at an inclusive rate of 
$13.50 per patient day. In addition, the health department 
paid a portion of the costs of inpatient services to the retro- 
actively certified medically indigent, determined for each in- 
dividual case by the hospital admitting staff and the Medical 
Aid Bureau. The per diem rate negotiated between the de- 
partment and Sheltering Arms and Richmond Community 
Hospitals was $7.00. 


To avoid confusion regarding responsibility for care of wel- 
fare clients at the city home, the Department of Public Health 
and the Department of Public Welfare have arbitrarily agreed 
that services provided during the first two months at the home 
be considered convalescent care and service provided over any 
period in excess of two months is considered domiciliary care. 
The welfare department, charged with the administration of 
the home, bills the health department for services classified 
as convalescent on the basis of costs, $2.63 per bed per day 
during the fiscal year 1952. 


The home care phase of the program is financed jointly by 
the health department and the medical school. The health 
department pays the salaries of the clinical director, the medi- 
cal consultants, and the office and administrative assistant; 
it also defrays the costs of pharmaceuticals and of the four 
automobiles utilized by participating physicians and students. 
For home nursi~g services, the health department makes 
monthly payment at a contract rate of approximately $2.60 
for each visit requested by a home care physician. The nursing 
service has been guaranteed a minimum of $10,000 per year 
for its services. The health department is also billed monthly 
for drugs dispensed to welfare clients by the college hospital 
pharmacy. Prosthetic appliances are rented from the sick room 
loan chest at reduced rates. The college pays for the residents, 
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furnishes the program’s operating space, defrays the cost of one 
automobile, and pays part of the cost of the social service and 
clerical salaries. All laboratory work on home service speci- 
mens is done without cost in hospital and clinic laboratories. 


COSTS AND FINANCIAL SUPPORT 


During the fiscal year 1952, the health department’s expen- 
ditures for medical care to assistance clients totalled $339,000, 
with an additional $7,000 expended in partial payment of hos- 
pital and nursing services for noncertified medically indigent 
clients. Of this $346,000, the state provided $60,000 toward 
the cost of inpatient services at the college hospital and the 
Commonwealth Fund provided $19,000 as a grant to the home 
care program. Remaining costs were met by local funds. Table 


TABLE 3.—Cost of Medical Services to Richmond Welfare 
Clients, Fiscal Year 1952 


Percentage 
of Cost 
of Total 

Cost Program 


Clinie Care.... $ 37,500 =" 11% 


Home Care 44,000 * a 13% 


Institutional Care 225,000 i 66% 


Hospital ......+.+...+.+ $208,000 
Convalescent . 22,000 


Pharmaceuticals 2,500 


Auxiliary Care.. 16,000 
Nursing Service 
Housekeepers assesses 
Appliance rental 
Administration (except home care) 14,000 S4e0 4% 


$339,000 100% 


* This figure represents the entire health department cost for home 
care, including administrative and pharmaceutical costs 


3 gives the approximate costs for medical services to assistance 
clients; the cost of home care for noncertified patients has not 
been subtracted, since the health department’s share of this 
cost is relatively independent of the number of patients treated. 

Though no payment is made by the city for services ren- 
dered the medically indigent in emergency rooms and clinics, 
about 50% of the home and hospital services are furnished to 
these clients. Cost figures given in table 3 include these serv- 
ices, as well as those to certified assistance clients. 


SUMMARY 

The Richmond Department of Public Health provides to the 
city’s certified welfare clients a broad range of medical serv- 
ices. Although the manner in which these benefits are supplied 
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is essentially distinct from private medical care, the personnel 
and facilities made available may well be superior to those 
obtainable by many nonindigent residents of the city. The ad- 
mitting and specialty clinics at the college hospital are staffed 
by physicians who are among Richmond's most highly trained 
medical personnel. Furthermore, the contiguity of the clinics 
provides for rapid referral of the indigent patient to the phy- 
sician best qualified to treat his particular ailment. 


The home care phase of the medical aid program is designed 
to instruct medical students as well as to provide care for the 
indigent. Thus the quality of medical care is under constant 
criticism and inspection; however, the home care program is 
in recurrent danger of becoming understaffed during the sum- 
mer months, an obvious disadvantage in the system. At the 
hospitals associated with the medical school, all available diag- 
nostic and therapeutic facilities are placed at the welfare client’s 
disposal with a minimal regard for expense. The health de- 
partment, however, avoids abuse of the institutional phase of 
the program through its hospital coordinator. The relatively 
small total costs for hospital care bespeak the efficacy of the 
coordinator’s role in the program. 


The Richmond welfare client cannot, of course, maintain 
the intimate physician-to-patient relationship as can the private 
patient. The medical aid program does not offer what might 
in any way be construed as free choice of physician. Con- 
tinuity of medical services is achieved through an elaborate 


and orderly system of case records; however, no single stu- 
dent or physician is assigned individual patients or families 
for an extended period of time. 

Medical indigency is diversely defined by the various agencies 
participating in the program. Thus the noncertified borderline 
indigent is entitled fo limited medical services and is subjected 
to repeated screening and means-testing if more than one type 
of medical service is required. It is estimated that about 50% 
of the home and hospital services furnished are for medically 
indigent patients. 

The Richmond medical aid program is currently in the em- 
bryonic stage of its development. Today, its scope of services 
and its objectives are worthy of the highest praise. Through 
the sincere interest and intelligent cooperation of its partici- 
pating agencies and technical personnel, it is reasonable to 
assume that the program’s minor defects are even now being 
eliminated. 
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Mr. Secrest. Twenty-nine million persons have served in the Armed 
Forces of the United States. ‘Twenty million, one hundred and 
thirty-eight thousand of these are living veterans who have returned 
to civil life. From the Indian wars, Civil War, and disabled members 
of the Regular Establishment there are 63,000 veterans living. There 
are 89,000 veterans living from the Spanish-American War. There 
are 3,311,000 living veterans of World War I and 15,440,000 veterans 
of World War II, of which 728,000 have also served in the Korean 
war. There are 1,963,000 veterans of the Korean war, 728,000 of 
them having also served in World War II, and 1,235,000 with no 
previous war service. 

Of the 20,138,000 living veterans, 3,441,000 have service-connected 
disabilities. One million four hundred and twenty thousand of these 
service-connected disabled veterans draw no compensation of any 
kind. Two million twenty-one thousand draw compensation, but 
this includes 62,207 service-conneeted peacetime veterans. 

Of all veterans drawing service-connected compensation, 40 percent 
draw $15.75 per month ; 12 percent draw $31.50 per month; 11 percent 
draw $47.25 per month; 8 percent draw $63 ; and only 29 percent draw 
more than $63 per month. Of the 2,021,000 drawing service-connected 
compensation, over 83 percent are veterans of World War II. 

Four hundred forty-six thousand seven hundred and ninety veterans 
draw pensions for non-service-connected disabilities. This is less than 
21% percent of the total veteran population. To draw a non-service- 
connected pension, a veteran must be totally disabled. If he is less 
than 65 years of age, he draws $63 per month. If his age is over 65 
and he is totally and permanently disabled, he draws $75 per month. 
Of the 15,500,000 veterans of World War II only 41,580 draw a non- 
service-connected pension. Of nearly 2 million Korean veterans, only 
501 draw pensions for total and permanent disability not received in 
the service. Practically all non-service-connected pensions go to 
Spanish-American veterans and older veterans of World War I. The 
average age of a Spanish-American veteran is 78 years, and the average 
age of a World War I veteran is about 60 years. 

It is a definite fact that 7 veterans out of 8 draw no pension or com- 
pensation payments from the Federal Government, clearly indicating 
that there is no general abuse under existing law and that criticism 
of the veterans’ program in this respect is wholly unjustified. 

A look at the annie) program ibe a different story than many 
critics would have the Nation believe. On January 31, 1953, there 
were 105,344 patients in Veterans’ Administration hospitals through- 
out the country. Eight hundred and twelve of these were not veter- 
ans, most of them being members of the Armed Forces. There were 
39,149 veterans being hospitalized for service-connected disabilities. 
In addition, 10,300 veterans who had service-connected disabilities 
were being hospitalized for non-service-connected illnesses. Thus, 
+7 percent of all patients were service-connected veterans. 

Of the non-service-connected veterans, 7,594 were tubercular and 
29,250 were mental patients. An additional 5,106 had been in the 
hospital over 90 days for chronic disabilities such as cancer, paralysis, 
and so forth. These 3 groups of non-service-connected veterans con- 
stitute 32.6 percent of all patients. There is almost unanimous feeling 
that these three groups of non-service-connected veterans should and 
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must be hospitalized in veterans’ hospitals, inasmuch as no other fa 
cilities exist where they can be treated. It also should be clear), 
understood that non-service-connected cases are admitted to Veterans’ 
Administration hospitals only when beds are not needed by ge 
with service-connected disabilities. A fourth group consists of : 
additional 10,230 non-service-connected veterans who were Sine 
treated. However, 6,534 in this group were totally and permanently 
disabled and were drawing non-service-connected pensions because of 
their disabilities. Two thousand four hundred and ninety-four of 
the group had a pension claim pending, and 1,202 had claims for 
compensation pending. 

In view of these facts it would appear that these veterans as a 
class were definitely entitled to hospitalization. For a non-service 
connected veteran to receive hospitalization there must not only be an 
empty bed in a Veterans’ Administration hospital, but he is required 
to sign an affidavit that he is unable to pay his own hospital bills. 
The remaining non-service-connected veterans in veterans’ hospitals 
as of January 31, 1953, totaled 10,218, or less than 10 percent of the 
total number of beds in veterans’ hospitals. Generally speaking 
these are medical and surgical cases. 

There are 22,000 non-service-connected veterans who have been 
approved for hospitalization and are waiting for beds to become 
available in the veterans’ hospitals. Over one-half of these are 
mental cases. 

The law clearly intends that veterans with the greatest disability 
and the least finances should have priority in admission to a veterans’ 
hospital. With this policy every veterans’ organization is in agree 
ment. They only ask for a program that will take care of the service 
connected veterans and, in addition, when beds are available, the) 
want care given to non-service-connected veterans who are not finan 
cially able to provide for their own hospitalization. We should 
always keep in mind that on any given day of the year non-service- 
connected veterans from each county in the United States in veterans’ 
hospitals average only 21, and over one-half of these are mental and 
TB patients. Surely this is a small number when we consider th« 
average county in the United States has a population of about 60,000. 

The cost of the Veterans’ Administration hospital program is rela 
tively small compared to the amount spent each year for hospitaliza- 
tion and medical care by the American people. The amount appro 
priated this year for dental care for veterans is less than two-tenths 
of 1 percent of the amount the citizens of our country will spend 
for dental care. The amount of money appropriated for 1954 for 
the whole veterans’ program, including pensions, compensation, dental! 
care, hospitalization, and education is less than the United States is 
spending on the rest of the world through the Marshall plan and 
other programs. Certainly no one can contend successfully that the 
veterans are getting an undue part of the taxpayers’ dollar. No one 
wants to see the program abused or money wasted, but the all-impor 
tant thing is to make sure that nothing is done to destroy the veterans’ 
program which has been established by Congress and overwhelmingly 
approved by the American people. The whole cost of the veterans’ 
program is far less than the cost of interest on the national debt. 
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Our people should know that 7 of 8 veterans draw no compensa- 
tion or pension and that less than 10 percent of the hospital beds are 
ised for short-term medical and surgical cases. 

Mr. Fretincuuysen. Now, if there is no further business, the meet- 
ng stands adjourned at the call of the Chair. 

Mr. Exxis. Mr. Chairman, do I understand that we are requested 
by the committee to make as much of a further study as Mr, Long and 
Mr. Secrest suggested ? 

Mr. Fretincuuysen. No. I think you will proceed only on infor- 
mation from the committee. 

Thank you, Mr. Ellis and Mr. Eckert, for your testimony. 

Mr. Eckert. We were very happy to be here. If we can assist 
the committee on any way, Mr. Chairman, please let us know. 

(Whereupon, at 12:10 p. m., the hearing was adjourned subject to 
the call of the Chair.) 
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